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ABSTRACT
Aim: IgA nephropathy (IgAN) is one of the leading causes of end-stage renal disease
(ESRD). Urine testing is a non-invasive way to track the biomarkers used for
measuring renal injury. This study aimed to analyse urinary complement proteins
during IgAN progression using quantitative proteomics.
Methods: In the discovery phase, we analysed 22 IgAN patients who were divided
into three groups (IgAN 1-3) according to their estimated glomerular filtration rate
(eGFR). Eight patients with primary membranous nephropathy (pMN) were used as
controls. Isobaric tags for relative and absolute quantitation (iTRAQ) labelling,
coupled with liquid chromatography-tandemmass spectrometry, was used to analyse
global urinary protein expression. In the validation phase, western blotting and
parallel reaction monitoring (PRM) were used to verify the iTRAQ results in an
independent cohort (N = 64).
Results: In the discovery phase, 747 proteins were identified in the urine of IgAN and
pMN patients. There were different urine protein profiles in IgAN and pMN patients,
and the bioinformatics analysis revealed that the complement and coagulation
pathways were most activated. We identified a total of 27 urinary complement
proteins related to IgAN. The relative abundance of C3, the membrane attack
complex (MAC), the complement regulatory proteins of the alternative pathway
(AP), and MBL (mannose-binding lectin) and MASP1 (MBL associated serine
protease 2) in the lectin pathway (LP) increased during IgAN progression. This was
especially true for MAC, which was found to be involved prominently in disease
progression. Alpha-N-acetylglucosaminidase (NAGLU) and a-galactosidase A
(GLA) were validated by western blot and the results were consistent with the iTRAQ
results. Ten proteins were validated in a PRM analysis, and these results were also
consistent with the iTRAQ results. Complement factor B (CFB) and complement
component C8 alpha chain (C8A) both increased with the progression of IgAN.
The combination of CFB and mucosal addressin cell adhesion molecule-1
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(MAdCAM-1) also showed potential as a urinary biomarker for monitoring IgAN
development.
Conclusion: There were abundant complement components in the urine of IgAN
patients, indicating that the activation of AP and LP is involved in IgAN progression.
Urinary complement proteins may be used as biomarkers for evaluating IgAN
progression in the future.

Subjects Immunology, Nephrology
Keywords Complement proteins, IgA nephropathy, a-N-acetylglucosaminidase, Proteomics,
Urine

INTRODUCTION
IgA nephropathy (IgAN) is the most common primary glomerulonephropathy worldwide,
and 20–30% of patients with IgAN progress to end-stage renal disease within 10 years of
disease onset (Floege & Amann, 2016). The “four-hit hypothesis” of IgAN pathogenesis
(Suzuki et al., 2011) involves: elevated serum galactose-deficient IgA1 (Gd-IgA1), IgG or
IgA antibodies specific to Gd-IgA1, the formation of immune complexes (ICs), and IC
deposits predominantly on the glomerular mesangium, leading to inflammation,
complement activation, mesangial hypercellularity, and glomerulosclerosis.

Activation of the complement cascade is known to be involved in the pathogenesis of
IgAN. The alternative and lectin pathways dominate the complement activation of IgAN
(Tortajada et al., 2019). Data from mass spectrometry (MS) analyses of kidney biopsy
samples have demonstrated that the complement pathways are involved in IgAN (Paunas
et al., 2017), but previous studies have not revealed the role of complement proteins in
IgAN progression.

Because urine is non-invasively accessible, has a low background, and is a relatively
stable biofluid, it is an ideal source for biomarker discovery using proteomics. Urinary
proteomics could be used to analyse protein profiles and assess pathogenetic mechanisms
involved in disease progression. Some previous studies using urinary proteomics in IgAN
focused on candidate biomarker discovery (Prikryl et al., 2017; Guo et al., 2018), but there
has not yet been a study on urinary proteomic profile changes during IgAN progression.

A proteomic study usually includes two phases: discovery and validation. In the
discovery phase, the samples are analysed using an untargeted proteomics approach to
identify the differentially expressed proteins, which may be related to disease mechanisms,
drug targets, or disease biomarkers (Wu et al., 2021). In the validation phase, the
differential proteins identified in the discovery phase are then analysed using targeted
methods, including western blotting, ELISA, and parallel reaction monitoring (PRM),
usually in another cohort to validate the findings of the discovery phase (Wilhelm et al.,
2014).

Isobaric tags for relative and absolute quantification (iTRAQ) is a quantitative
proteomics technique used to identify and quantify protein expression levels. PRM can
distinguish between interference information and real signals and has greater selectivity in
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detecting target proteins, so it is often used to verify the differential proteins identified
using iTRAQ.

In this study, urine samples were collected from IgAN patients with different disease
severities and from primary membranous nephropathy (pMN) patients. Fourteen highly
abundant proteins were first removed from the urine samples of IgAN and pMN patients,
and then the samples were analysed using iTRAQ labelling coupled with liquid
chromatography-tandem mass spectrometry (2D-LC/MS/MS) for the quantitative
proteome analysis. PRM was then used to validate the differentially expressed proteins.
The aim of this study was to analyse the entire urinary protein profiles of IgAN patients at
different disease stages to assess whether the overall urinary complement expression
profile changes with disease progression.

MATERIALS AND METHODS
Reagents and instruments
HPLC-grade acetonitrile (ACN), trifluoroacetic acid, formic acid, ammonium bicarbonate,
iodoacetamide (IAA), and dithiothreitol (DTT) were all purchased from Sigma (St. Louis,
MO, USA). Sequencing-grade trypsin was purchased from Promega (Madison, WI, USA).
The 4-plex iTRAQ reagents were purchased from ABsciex (Framingham, MA, USA).
An Orbitrap Fusion Lumos Tribrid mass spectrometer, coupled with an EASY-nLC 1000
HPLC system, was purchased from Thermo Fisher Scientific (Waltham, MA, USA) and
used for the proteome analysis in both the discovery and validation phases. Primary
antibodies against a-N-acetylglucosaminidase (NAGLU, ab72178) and a-galactosidase A
(GLA, ab168341) were purchased from Abcam (Cambridge, UK) for western blotting.

Patients and urine samples
All the patients enrolled in this study were diagnosed with IgAN by kidney biopsy. Fresh
urine samples were collected on the morning of kidney biopsy. For the discovery cohort,
the sample collection duration was from August 2014 to January 2017, and the sample
collection for the validation cohort was from November 2019 to July 2021. The urine was
centrifuged at 3,000×g for 30 min. The sediment was discarded, and the supernatant was
stored at −80 �C. This study was approved by the Ethics Committee of Peking Union
Medical College Hospital (approval number: JS-2573), and the enrolled patients signed
informed consent forms. The amount of 24-h urine proteins (24hUP), serum creatinine
(SCr), and estimated glomerular filtration rate (eGFR) of the patients were evaluated.
The CKD-EPI equation was used to estimate the eGFR (Levey et al., 2009). The clinical
characteristics of the patients in the discovery and validation phases are shown in Table 1.
The pMN was diagnosed by renal pathology and clinical correlation as the Brenner/
Rector’s The Kidney, 9th proposed (Saha et al., 2011). According to the
histological diagnoses: no significant mesangial hypercellularity observed by light
microscopy, predominant IgG4 subclass along GBM and mesangial Ig staining absent by
immunofluorescence, and mesangial electron-dense deposits absent by electron
microscopy, as well as the clinical investigations for secondary factor (e.g., infection, lupus,
drugs, malignant neoplasms, and other causes), we basically ruled out the occurrence of
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secondary MN in all subjects. Moreover, the serologic test for anti-PLA2R was absent for
the diagnosis because it was not feasible in our hospital when the urine samples were
collected. In both the discovery and validation phases, IgAN patients were divided into
three subgroups based on eGFR: IgAN-1 (eGFR: >90 ml/min/1.73 m2), IgAN-2
(eGFR: 60–90 ml/min/1.73 m2), and IgAN-3 (eGFR: 30–60 ml/min/1.73 m2).
Two nephropathologists evaluated the renal biopsy samples independently according to
the Oxford Classification of IgA nephropathy from the IgA Nephropathy Classification
Working Group in 2016 (Trimarchi et al., 2017).

Urinary protein extraction
The urine supernatants were precipitated by ethanol overnight at −20 �C. After
centrifugation at 12,000 × g for 30 min, the pellets were resuspended in lysis buffer (7 M
urea, 2 M thiourea, 0.1 M DTT, 50 mM Tris). The protein concentration of each sample
was measured using the Bradford method. In the discovery phase, highly abundant
proteins were removed from the urine protein samples using an Agilent Mars14
chromatography column following the manufacturer’s protocol (Agilent, Palo Alto, CA,
USA). Equal amounts of total urine protein from each individual patient within one
patient group were then pooled together. Finally, four pooled protein samples were formed
from IgAN 1-3 and pMN patients for proteomic analysis.

Protein digestion and iTRAQ labelling
Each sample was digested using the filter-aided sample preparation method (FASP)
(Wiśniewski et al., 2009). Protein samples were denatured with 20 mM DTT at 37 �C for
1 h and alkylated with 50 mM IAA in darkness for 45 min. Then, the samples were loaded

Table 1 Clinical and histopathological characteristics of patients in discovery and validation phase.

Group N Gender
(M/F)

Age
(year)

24 h UP
(g)

SCr
(mmol/L)

eGFR
(ml/min/1.73 m2)

C3
(g/L)

C4
(g/L)

Histopathological
characteristic

Discovery phase

IgAN-1 8 5/3 33.25 ± 6.86 1.36 ± 0.84 74.10 ± 13.62 112.20 ± 11.55 1.05 ± 0.16 0.21 ± 0.04 M1E0-1S0-1T0-C0-1

IgAN-2 5 4/1 39.20 ± 12.66 2.09 ± 1.25 103.60 ± 12.46a 74.78 ± 11.32a 0.94 ± 0.08 0.24 ± 0.06 M1E0-1S1T0-2-C1

IgAN-3 9 7/2 38.11 ± 11.92 1.78 ± 0.73 168.44 ± 59.61a,b 45.37 ± 11.76a,b 1.09 ± 0.33 0.24 ± 0.09 M1E0-1S1T0-2-C0-1

MN 8 4/4 40.50 ± 11.65 2.86 ± 0.92a,c 68.63 ± 17.28b,c 115.62 ± 21.99b,c 1.18 ± 0.21. 0.26 ± 0.09 MN I-II

WB validation

IgAN-1 6 1/5 35.83 ± 10.19 1.06 ± 0.58 63.17 ± 11.99 116.78 ± 11.24 1.04 ± 0.21 0.22 ± 0.03 M1E0-1S0-1T0-C0-1

IgAN-2 8 6/2 38.38 ± 8.07 1.45 ± 1.00 105.63 ± 15.84a 72.47 ± 7.86a 1.07 ± 0.20 0.24 ± 0.07 M1E1S1T0-2-C1

IgAN-3 3 3/0 39.00 ± 3.46 1.69 ± 0.26 159.00 ± 17.06a,b 47.01 ± 7.22a,b 1.19 ± 0.58 0.23 ± 0.07 M1E0-1S1T2-C1

MN 5 2/3 47.60 ± 5.41 1.59 ± 1.14 63.20 ± 10.99b,c 115.5 ± 19.44b,c 1.25 ± 0.19 0.27 ± 0.12 MN I-II

PRM validation

IgAN-1 14 8/6 35.57 ± 12.8 1.48 ± 0.69 73.14 ± 10.42 110.73 ± 22.67 1.12 ± 0.18 0.21 ± 0.09 M0-1E0-1S0-1T0-1-C0-1

IgAN-2 29 17/12 39.24 ± 11.63 1.86 ± 1.11 102.72 ± 18.67a 71.77 ± 8.50a 1.13 ± 0.16 0.23 ± 0.06 M0-1E0-1S0-1T0-2-C0-1

IgAN-3 21 12/9 45.14 ± 13.35 2.13 ± 1.15 128.29 ± 16.60a 52.00 ± 4.47a,b 1.12 ± 0.14 0.24 ± 0.06 M0-1E0-1S0-1T0-2-C0-2

Note:
N, number; 24 h UP, 24 h urinary protein; SCr, serum creatinine; C3, complement 3; C4, complement 4. The five pathological variables in Oxford classification were
scored as follow: mesangial score ≤0.5 (M0) or >0.5 (M1), endocapillary hypercellularity absence (E0) or presence (E1), segmental glomerulosclerotic absence (S0) or
presence (S1), tubular atrophy/interstitial fibrosis ≤25% (T0) or >25% (T1+T2), crescent absence (C0) or presence (C1+C2). Pa < 0.05 indicated comparison with IgAN-1;
Pb < 0.05 indicated comparison with IgAN-2; Pc < 0.05 indicated comparison with IgAN-3.
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onto filter devices with a cut-off of 10 kD (Pall, Port Washington, NY, USA) and
centrifuged at 14,000g at 18 �C. After washing twice with UA (8 M urea in 0.1 M Tris-HCl,
pH 8.5) and twice with 25 mM NH4HCO3, the samples were redissolved in 25 mM
NH4HCO3 and digested with trypsin (enzyme to protein ratio of 1:50) at 37 �C overnight.
The digested peptides were collected as a filtrate and desalted using Oasis HLB C18
cartridges (Waters, Milford, MA). The IgAN 1-3 and pMN samples were individually
labelled with 114, 115, 116, and 117 4-plex iTRAQ chemistry according to the
manufacturer’s protocol (ABsciex, Framingham, MA, USA).

2D-LC/MS/MS
2D-LC–MS/MS detection was performed using the methods described byGuo et al. (2015).
The pooled mixture of iTRAQ-labelled samples was fractionated using a high-pH RPLC
column from Waters (4.6 mm × 250 mm, Xbridge C18, 3 mm). The samples were loaded
onto the column in buffer A1 (H2O, pH = 10) and then eluted under a gradient of 5–25%
buffer B1 (90% ACN, pH =10) for 60 min with a flow rate of 1 mL/min. The eluted
peptides were collected at fractions by minute and dried by vacuum evaporation for further
redissolution. The 60 dried fractions were then resuspended in 0.1% formic acid and
pooled into 20 samples, combining fractions by time intervals (combining 1, 21, 41 and 2,
22, 42 and so on). The resulting 20 fractions from the urinary peptide mixtures were
analysed by LC–MS/MS.

Each fraction was analysed with a reversed-phase C18 capillary column (75 mm× 100mm).
AnOrbitrap Fusion Lumos Tribridmass spectrometer was used to analyse eachmixed peptide
fractions two times. A high-sensitivity mode was applied to acquire the MS data.

Western blot analysis
Two candidate proteins associated with glycosylation, NAGLU and GLA, were selected for
western blot validation in individual urine samples from IgAN and pMN patients. Thirty
micrograms of urinary protein from each sample were loaded onto 10% SDS‒PAGE gels
and transferred to PVDF membranes. After blocking in 5% milk for 1 h, the membranes
were incubated with primary antibodies at 4 �C overnight. Then, the membranes were
washed with TBST four times and incubated with secondary antibodies (diluted 1:5,000 in
5% milk solution) for 1 h at room temperature. The blots of NAGLU and GLA were
visualized using enhanced chemiluminescence reagents (Thermo Scientific, Waltham,
MA, USA). The intensity of the blots was scanned with an ImageQuant 400TM Imager
(GE Healthcare Life Sciences, Piscataway, NJ, USA) and the protein signals were quantified
using the AlphaEaseFC system.

Parallel reaction monitoring (PRM) analysis
For PRM validation, the differentially expressed proteins from the LC‒MS/MS analysis
were evaluated in a validation cohort of 64 IgAN patients. Each sample was analysed in
schedule mode. The mixed samples were analysed for quality control (QC) to ensure the
availability of data and the stability of the instrument signal for the PRM validation.
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An Orbitrap Fusion Lumos Tribrid mass spectrometer, coupled with an EASY-nLC
1000 HPLC system, was used for the PRM analysis. An RP C18 self-packing capillary LC
column (75 mm × 100 mm) was applied to separate the peptides. The elution gradient was
5–30% buffer B1 (0.1% formic acid, 99.9% ACN; flow rate, 0.5 ml/min), and peptides were
eluted for 45 min. The MS data was acquired in PRMmode with the following parameters:
full scans acquired (resolution: 60,000), MS/MS scans (resolution: 15,000), 32% collision
energy, 30 s dynamic exclusion, 100–1,800 m/z MS/MS scan range, 100 ms scan time,
isolation window at 4 Da, and a schedule window of 7 min.

The detailed parameters of PRM mode were as follows: data-dependent MS/MS scans
per full scan with top-speed mode (3 s), full scans (resolution = 60,000) and MS/MS scans
(resolution = 15,000), 38% HCD collision energy, charge-state screening (charge state of
precursors: from +2 to +6), dynamic exclusion (exclusion duration 1:30 s), and maximum
injection time (60 ms).

Data processing
Proteome Discoverer (Thermo Fisher, Waltham, MA, USA; version 2.1) was used for
searching proteome data using the SwissProt human database (20,227 entries) and
assuming trypsin digestion (http://www.ebi.ac.uk/swissprot/). The parent and fragment
ion mass tolerances were 10 ppm and 0.05 Da, respectively. Carbamidomethyl cysteine was
specified as a fixed modification, with two miscleavage sites accepted. Proteins were
identified using a false discovery rate (FDR) lower than 1.0% and with at least two unique
peptides identified. The acquired intensities were generally normalized across all runs.
The normalization of the reference channels was also used to determine a 1:1-fold change.
All normalization processing was achieved with medians in a multiplicative manner.

Skyline 21.1 was used for the selection of the suitable m/z precursor ion to m/z fragment
ion transition for the PRM, in order to identify the candidate peptides of potential
biomarkers. The required data was imported into the Skyline software, where the data for
the PRM was chosen manually, and the resulting peptides from all samples were then
exported. For each sample, the total ionic chromatography (TIC) of ions with +2 to +5
charge was obtained using the Progenesis software. Each peptide was then normalized by
TIC strength to adjust for errors caused by the sample loading quality and MS signal
intensity. The quantitation of the peptides was subsequently analysed.

Statistical analysis
Continuous data are presented as mean ± standard deviation or median. Categorical data
are presented as absolute frequencies and percentages. The Kolmogorov–Smirnov test was
performed to evaluate the normality of the distribution. For the quantitative data, one-way
analysis of variance (ANOVA) was used to compare the differences for normally
distributed data, and a non-parametric test was performed for non-normally distributed
data. A chi-square test was used to compare the categorical variables among the groups. p
values < 0.05 were considered statistically significant. The data was analysed with SPSS
version 26.0 software (SPSS Inc., Chicago, IL, USA).
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Receiver operating characteristic (ROC) curve analyses of all the significantly different
proteins were performed using the Metaboanalyst software (http://www.metaboanalyst.
ca). The combination ROC analysis used the linear SVM algorithm, and the area under the
ROC curve (AUC) was calculated by separately comparing IgAN-2 and IgAN-3 with
IgAN-1 during the validation phase to identify candidate markers.

Bioinformatics analysis
A clustering analysis was performed using the Mfuzz package in R to detect different
clustering models of protein expression among the IgAN groups of different CKD stages in
the discovery phase. We applied a pathway enrichment analysis to determine the different
pathways of the proteins with statistical significance according to the KEGG (Kyoto
Encyclopedia of Genes and Genomes) database. Protein interaction networks were
constructed to demonstrate the potential associations among the different pathways.
The data analysis was performed in the OmicsBean workbench (http://www.omicsbean.
cn). An adjusted p value < 0.05 was considered statistically significant.

RESULTS
Clinical and pathological characteristics of the patients
In this study, a total of 30 patients were included in the discovery phase, and another
independent cohort was enrolled for validation, including 26 patients for western blotting,
and 64 patients for PRM. The clinical data and pathological characteristics of the patients
are summarized in Table 1. In the iTRAQ, WB, and PRM phases, there were significant
differences in SCr and eGFR among the IgAN 1-3 and pMN patient groups. There were
significant differences in the Oxford classification T-scores of the IgAN-3 group compared
with the IgAN-1/2 groups in the discovery phase and significant differences in T-scores
between the IgAN-3 and IgAN-1 groups in the validation phase (p < 0.05; Table 1).

Bioinformatics analysis of urine proteomes in IgAN and pMN patients
The workflow of the urine proteomics analysis is shown in Fig. 1. Urine samples of IgAN-
1, IgAN-2, IgAN-3 and pMN patients were respectively pooled, and an antibody column
was used to remove 14 high-abundance proteins from the urine samples prior to the
proteomic analysis. A total of 747 urinary proteins were identified with at least two unique
peptides in both technical replicates using 2D-LC‒MS/MS and iTRAQ quantification
(Table S1). Western blotting of both alpha-N-acetylglucosaminidase (NGALU) and
alpha-galactosidase A (GLA) was applied in IgAN and pMN patients. PRM was used for
the targeted quantification of unique peptides from differentially expressed proteins
(DEPs) in another IgAN 1-3 cohort.

A hierarchical clustering analysis of all urinary proteins found that there were different
urine protein expression patterns in the IgAN 1-3 groups compared to pMN (Fig. 2A).
The Mfuzz clustering analysis of 747 urinary proteins in the three IgAN subgroups is
shown in Fig. 2B. Among the four clusters, Cluster 1, consisting of 120 urinary proteins,
increased with IgAN progression, and the main enrichment pathways included
complement and coagulation pathways and Staphylococcus aureus infection (Fig. 3A).
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Figure 1 The workflow of differential urinary proteome analysis, western blotting and parallel reaction monitoring validation.
Full-size DOI: 10.7717/peerj.15125/fig-1
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The protein‒protein interaction (PPI) analysis showed that these three pathways are
mainly related to complement C3, C5-9, complement lectin pathway (LP),
mannan-binding lectin (MBL), and alternative pathway (AP) complement regulatory
proteins (Fig. 3B).

The expression of 194 proteins in Cluster 2 gradually decreased with decreasing eGFR.
A further pathway enrichment analysis showed that Cluster 2 was involved in cell adhesion
molecules, ECM-receptor interactions, regulation of the actin cytoskeleton, and the PI3K-
Akt signalling pathway (Fig. 3C). A PPI analysis demonstrated that collagen and
fibronectin in these pathways were downregulated (Fig. 3D).

Both IgAN-1 and pMN patients in this study had similar eGFRs. We compared the
urinary proteins of the IgAN-1 group with those of the pMN group according to a cut-off
value of fold change >1.50 or <0.67, used to indicate differentially expressed proteins.
There were 150 differentially expressed proteins between the IgAN-1 and pMN groups,
107 of which were upregulated. A clustering analysis of 107 proteins revealed that the main
enrichment pathways were: regulation of actin cytoskeleton, focal adhesion, and protein
digestion and absorption. The PPI analysis showed that structural proteins, such as
collagen 4-6, nectin1, and nectin2, were more highly expressed in abundance in IgAN-1
than in pMN. Moreover, as shown in Table S1, 17 urinary proteins showed differential

Figure 2 Hierarchical clustering analysis of 747 urinary proteins from four pooled samples. (A) Heatmap of urinary proteins in IgAN subgroups
and pMN group (two technical replicates). The color bar from orange to blue represented the fold change from increasing to decreasing of the
proteins in four groups. (B) Mfuzz correlation analysis of urinary proteins among IgAN subgroups. Proteins in cluster 1 were increased with IgAN
progression; Proteins in cluster 2 were decreased with IgAN progression; Proteins cluster 3 (n = 142) and Cluster 4 (n = 291) showed no gradual
changes with IgAN progression. Color bar represented Z-score change from −2 to 2. Full-size DOI: 10.7717/peerj.15125/fig-2
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abundances between pMN and IgAN patients (15 proteins were expressed at higher levels
in pMN than in IgAN1-3 patients).

Urinary complement pattern analysis in IgAN and pMN patients
Among the 747 proteins identified in urine samples, 27 were complement proteins.
The urinary complement proteins were divided into five categories: the classical pathway
(C1 s, C1rL, C1qR, C1 inhibitor SERPING1, C2 and C4), the lectin pathways (MBL,
MASP1, MASP2 and Ficolin2), the AP complement regulatory proteins (CFB, CFD, CFH,

Figure 3 Functional analysis of urinary proteins in cluster 1 and cluster 2 of IgAN patients. (A) KEGG pathway enrichment analysis of proteins
in cluster 1; (B) protein-protein interaction (PPI) networks were created for cluster 1 proteins; (C) KEGG pathway enrichment analysis of proteins in
cluster 2; (D) PPI networks were created for cluster 2 proteins. In the KEGG enrichment analysis, the abscissa represented the percent of corre-
sponding genes under each pathway classification (p value was noted in the bracket). The ordinate represented enrichment pathway. In the protein
interaction networks, circle nodes represented for genes/proteins, rectangle for KEGG pathways. Blue solid lines represented inhibition; red solid
lines represented activation; blue dotted lines represented KEGG pathways. The significance of the pathways represented by −log (p value) was
shown by color bar with dark blue as the most significant. The color of circle nodes from red to blue represented the fold change from increasing to
decreasing of the proteins. Full-size DOI: 10.7717/peerj.15125/fig-3
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CFHR2, CFHR4, CFI, DAF and properdin), the membrane attack complex (MAC) in the
terminal pathways (C5, C6, C7, C8A, C8B, C8G, C9 and MCP (membrane cofactor
protein)), and C3 (the full name of the proteins are shown in Table 2). The abundance of
urinary C3, MAC, and complement regulatory proteins increased during the progression
of IgAN. MAC compositions increased most significantly, while the classical pathway
proteins did not increase with the progression of IgAN. For proteins in the LP of the
complement cascade, as eGFR declined, MASP1 andMBL were upregulated, while MASP2
and Ficolin2 were downregulated. The abundance of five categories of urinary complement
proteins was similar in IgAN-1 patients and pMN patients (Fig. 4, Table 2).

Table 2 The relative abundance of all urinary complements in IgAN 1-3 and pMN patients.

Complement Uniprot Gene
name

Description IgAN-1 IgAN-2 IgAN-3 pMN Molecular
weight (kDa)

C3 P01024 C3 Complement 3 64 103 171 62 187.03

LP P11226 MBL2 Mannose binding protein 67 109 170 54 26.13

Q15485 FCN2 Ficolin-2 161 76 69 94 33.98

P48740 MASP1 Mannan-binding lectin serine protease 1 80 103 129 89 79.20

O00187 MASP2 Mannan-binding lectin serine protease 2 148 59 56 137 75.65

CP P09871 C1S Complement C1s 71 113 157 59 76.64

Q9NZP8 C1RL Complement C1r 144 62 68 126 53.46

Q9NPY3 CD93 Complement component C1q receptor 97 75 108 120 68.52

P05155 SERPING1 Plasma protease C1 inhibitor 155 69 80 96 55.12

P06681 C2 Complement 2 52 103 202 44 83.21

P0C0L4 C4A Complement 4 59 76 221 44 192.65

Complement
regulatory
proteins of AP

P00751 CFB Complement factor B 63 92 182 63 85.48

P00746 CFD Complement factor D 102 81 107 110 27.02

P08603 CFH Complement factor H 75 85 180 60 139.01

P36980 CFHR2 Complement factor H-related protein 2 65 81 198 56 30.63

Q92496 CFHR4 Complement factor H-related protein 4 76 76 183 66 37.27

P05156 CFI Complement factor I 98 89 148 65 65.71

P27918 CFP Properdin 57 176 123 45 51.24

P08174 CD55 Complement decay-accelerating factor 85 103 112 100 41.37

MAC P01031 C5 Complement 5 54 76 229 42 188.19

P13671 C6 Complement 6 78 101 158 63 104.72

P10643 C7 Complement 7 73 114 130 83 93.46

P07357 C8A Complement component C8 alpha
chain

68 92 189 51 65.12

P07358 C8B Complement component C8 beta chain 59 85 198 59 67.00

P07360 C8G Complement component C8 gamma
chain

72 91 175 62 22.26

P02748 C9 Complement 9 64 67 206 63 63.13

P15529 CD46 Membrane cofactor protein 79 105 127 89 43.72

Note:
The complement proteins were divided into C3, CP (classical pathway), LP (lectin pathway), AP (alternative pathway) and MAC (membrane attack complex).
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Western blot validation of glycosylation-related proteins
Two proteins involved in glycosylation and glycan modification, alpha-N-
acetylglucosaminidase (NAGLU) and alpha-galactosidase A (GLA), were further validated
by western blot in another patient group, including IgAN 1-3 and pMN (Fig. 5, S2).
The expression level of NGALU gradually decreased among IgAN 1-3 patients, and the
expression level of NGALU in IgAN-3 patients was significantly lower than that in IgAN-1
and pMN patients (p < 0.05). The ratio of NAGLU abundances among the IgAN-1, IgAN-
2, IgAN-3, and pMN groups in the MS experiment was 1:0.52:0.48:0.82, respectively. This
result was consistent with the MS results. GLA also showed gradually decreased expression
among IgAN 1-3 patients. This result was also consistent with its decreasing levels in the

Figure 4 Comparison of urinary complement proteins in IgAN 1-3 and pMN patients. CP, classical pathway; LP, lectin pathway; AP, alternative
pathway; MAC, membrane attack complex. Full-size DOI: 10.7717/peerj.15125/fig-4

Figure 5 Western blotting validation of NAGLU and GLA in another patient cohort. In the WB
experiments, equal amount of urine protein from each individual sample was loaded. The validation set
included IgAN-1 (n = 6), IgAN-2 (n = 8), IgAN-3 (n = 3) and pMN (n = 5) patients. Means and standard
deviations were represented in the figure, and a nonparametric test were used to analysis the data.
� Indicates a p value < 0.05. Full-size DOI: 10.7717/peerj.15125/fig-5
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MS experiment (IgAN-1: IgAN-2: IgAN-3: pMN, 1:0.70:0.52:0.81). GLA also showed
different expression levels between IgAN-3 and pMN patients (p < 0.05).

PRM validation of IgAN markers
To validate the iTRAQ results, 64 urinary samples were collected, including 14 from IgAN-
1 (eGFR: >90 ml/min/1.73 m2), 29 from IgAN-2 (eGFR: 60–90 ml/min/1.73 m2), and 21
from IgAN-3 (eGFR: <60 ml/min/1.73 m2).

To evaluate LC‒MS/MS system stability, a mixture of all urine samples was pooled as
quality control (QC) samples. The correlation map of QC samples showed that QC
samples were highly positively correlated with an average Pearson correlation coefficient of
0.966 (Fig. S3). These results showed the repeatability and stability of the LC‒MS/MS
platform.

The PRM analysis validated 17 peptides that corresponded to 10 proteins which showed
the same trend as the iTRAQ results, including two upregulated proteins and eight
downregulated proteins (Fig. 6 and Table 3). CFB and C8A were verified to be upregulated.
Among the downregulated proteins, SERPINA5 (plasma serine protease inhibitor), CD58
(lymphocyte function-associated antigen 3), and mucosal addressin cell molecule 1

Figure 6 The PRM results of validated differential proteins. IgAN-1: eGFR >90 ml/min/1.73 m2, IgAN-2: eGFR: 60–90 ml/min/1.73 m2, IgAN-3:
eGFR: 30–60 ml/min/1.73 m2. � Indicates a p value < 0.05, �� indicates a p value < 0.01, ��� indicates a p value < 0.001, ���� indicates a
p value < 0.0001, ns indicates a p value > 0.05. CFB, complement factor B; C8A, complement component C8 alpha chain; SERPINA5, plasma serine
protease inhibitor; CD58, lymphocyte function-associated antigen 3; MADCAM1, mucosal addressin cell adhesion molecule 1; AXL, tyr-
osine-protein kinase receptor UFO; ZG16B, zymogen granule protein 16 homolog B; EGF, pro-epidermal growth factor; DNASE2, deoxyr-
ibonuclease-2-alpha; LRG1, leucine-rich alpha-2-glycoprotein. Full-size DOI: 10.7717/peerj.15125/fig-6
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(MAdCAM1) presented a gradually downward trend with the progression of IgAN,
indicating these proteins might be potential markers for monitoring the progression of
IgAN. DANSE2 (Deoxyribonuclease 2) and AXL (Tyrosine-protein kinase receptor UFO)
significantly decreased only in IgAN-3 (Fig. 6), indicating these proteins might be
associated with the progression of IgAN.

The diagnostic values of 10 proteins were evaluated using ROC analyses. Seven proteins
had an AUC >0.75 when comparing IgAN-2 with IgAN-1 and nine proteins had an AUC
>0.75 when comparing IgAN-3 with IgAN-1 (Table 3). Meanwhile, the combination of
CFB and MAdCAM1 showed an AUC of 0.963 (95% CI [0.856–0.997])/0.915 (95% CI
[0.770–0.982]) in distinguishing IgAN-2/3 from IgAN-1 (Figs. 7A and 7B).

We further analysed whether these potential biomarkers correlated with the clinical
characteristics of IgAN. A Spearman’s correlation analysis showed that the urinary
excretion of CFB and C8A was negatively correlated with eGFR decline, while the other
eight proteins had a positive correlation with eGFR. The abundance levels of C8A,
SERPINA5, and AXL also had a strong correlation with 24-h urinary protein (24hUP; |r| >
0.3). Seven of the 10 proteins, including CFB, C8A, DNASE2, SERPINA5, AXL, and EGF
(Pro-epidermal growth factor), were also significantly associated with MEST-C scores (|r|
> 0.2) and were most significantly correlated with the Oxford classification T-score, which
indicates interstitial fibrosis/tubular atrophy in IgAN (Fig. 7C).

Table 3 Validated proteins by parallel reaction monitoring.

Accession Gene name Peptides iTRAQ
fold change

PRM
p value

PRM
fold change
(IgAN-2/1)

AUC
(IgAN-2/1)

PRM
fold change
(IgAN-3/1)

AUC
(IgAN-3/1)

P07357 C8A YNPVVIDFEMQPIHEVLR 2.344 0.004 1.579 0.788 1.523 0.776

P00751 CFB LLQEGQALEYVCPSGFYPYPVQTR 2.181 0 1.851 0.899 1.345 0.857

P19256 CD58 VAELENSEFR 0.920 0.003 0.901 0.764 0.881 0.844

P05154 SERPINA5 GFQQLLQELNQPR 0.850 0.002 0.932 0.714 0.915 0.854

EDQYHYLLDR

AAAATGTIFTFR

O00115 DNASE2 YLDESSGGWR 0.663 0.004 0.978 0.544 0.837 0.765

ALINSPEGAVGR

Q96DA0 ZG16B YFSTTEDYDHEITGLR 0.645 0.01 0.895 0.764 0.896 0.793

Q13477 MADCAM1 GLDTSLGAVQSDTGR 0.631 0 0.829 0.783 0.788 0.857

LPGLELSHR

P01133 EGF IYFAHTALK 0.660 0.003 0.927 0.761 0.926 0.816

LIEEGVDVPEGLAVDWIGR

P02750 LRG1 TLDLGENQLETLPPDLLR 0.496 0.009 0.943 0.791 0.969 0.684

DGFDISGNPWICDQNLSDLYR

GQTLLAVAK

P30530 AXL TATITVLPQQPR 0.462 0.008 0.948 0.628 0.906 0.786

Note:
C8A, complement component C8 alpha chain; CFB, complement factor B; CD58, lymphocyte function-associated antigen 3; SERPINA5, plasma serine protease inhibitor;
DNASE2, deoxyribonuclease-2-alpha; ZG16B, zymogen granule protein 16 homolog B; MADCAM1, mucosal addressin cell adhesion molecule 1; EGF, pro-epidermal
growth factor; LRG1, leucine-rich alpha-2-glycoprotein; AXL, tyrosine-protein kinase receptor UFO.
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DISCUSSION
The aim of this study was to evaluate the urine proteomics of patients with different stages
of IgAN, especially the complements and complement-related proteins.

Activation of the complement pathway plays an important role in the pathogenesis of
IgAN. The development of targeted complement inhibitors in glomerular diseases
(Andrighetto et al., 2019) requires a better understanding of how the complement pathway

Figure 7 The analysis of PRM results. (A) Receiver operating characteristic (ROC) analysis of IgAN-2 and IgAN-1; (B) ROC curve analysis of
IgAN-3 and IgAN-1; (C) heatmap of correlations between PRM results and clinical tests. Color bar represented the correlations from −0.6 to 0.6.
eGFR, estimated glomerular filtration rate; C3, complement component 3; C4, complement component 4; 24hUP, 24-h urinary protein; BUN, blood
urine nitrogen; MAP, mean arterial pressure; M, mesangial hypercellularity; E, endocapillary cellularity; S, segmental sclerosis; T, interstitial fibrosis/
tubular atrophy; C, crescents. Full-size DOI: 10.7717/peerj.15125/fig-7
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is involved in IgAN progression. In this study, we found that the urinary complement
proteins C3, MAC, and the complement regulatory proteins increased with the
progression of IgAN, indicating AP activation is involved in the progression of IgAN.

In a previous urinary proteomic study of healthy individuals, Shao et al. (2019)
identified 1,872 quantifiable proteins using 2D LC‒MS/MS with the label-free quantitative
method, including 26 of the 27 complements reported in our study. In addition, Zhao et al.
(2017) identified all 27 complements found in our study from pooled urinary samples of
healthy individuals using the same proteomic-based technology. In IgAN, IgA is mostly
codeposited with C3 in the mesangium. MBL (Roos et al., 2006), properdin, and CFH
deposition (Miyazaki et al., 1984) were also found in the mesangium. A recent proteomic
study of microdissected glomeruli from progressive IgAN cases revealed significantly
increased MAC proteins, FHR5, and FHR2, compared with patients with a stable clinical
status (Paunas et al., 2017). In our study, 20 urinary complement proteins were found to be
consistent with those previously found in the microdissected glomeruli; notably, we found
eight differentially expressed proteins of LP and complement regulatory proteins that have
not been identified in the microdissected glomeruli of IgAN patients (Table S2).

Previous studies suggest that the overactivation of AP-dependent complement
amplification could promote the formation of the MAC and lead to kidney injury in IgAN.
According to the iTRAQ results in this study, CFH, CFHR2 and CFHR4 were found to
have the highest expression in IgAN-3 (CFH: (IgAN1: IgAN2: IgAN3) = 1: 1.14: 2.41;
CFHR2: (IgAN1: IgAN2: IgAN3) = 1: 1.25: 3.06, CFHR4: (IgAN1: IgAN2: IgAN3) = 1: 1:
2.41). CFH is the main negative regulator of AP by binding with C3b and inhibiting the
formation of C3 convertase, which normally functions to prevent the excessive activation
of the complement system. The CFHRs are sequentially similar to CFH and could compete
with CFH for C3b binding. These proteins have been studied as potential risk factors for
IgAN (Medjeral-Thomas, Lomax-Browne & Pickering, 2018). Previous studies have
reported that high levels of CFHR1, CFHR3, and CFHR5 could increase C3b binding
capacity and AP activation, resulting in complement-mediated injury in IgAN (Lukawska,
Polcyn-Adamczak & Niemir, 2018; Cserhalmi et al., 2019). Although there are fewer reports
on urinary CFHR2 or CFHR4 in IgAN, the functions of these two proteins indicate that
they may also facilitate complement system activation. In vitro studies have demonstrated
that CFHR4 initiates AP activation through the formation of active C3 convertases on
CFHR4-bound C3b (Hebecker & Jozsi, 2012). Compared with other CFHRs, CFHR2 has a
lower affinity to compete with CFH in binding C3b or C3d but can form homologous
dimers or heterodimers with CFHR1 and CFHR5 (Lukawska, Polcyn-Adamczak & Niemir,
2018). Complexes of CFHR1, CFHR2, or CFHR5 have been reported to increase the avidity
for the C3b, iC3b, and C3dg ligands and enhance competition with complement Factor H
(CFH), eventually promoting AP activation on certain surfaces (Goicoechea de Jorge et al.,
2013; Tortajada et al., 2013). The significant increase in CFH, CFHR2, and CFHR4 in
IgAN-3 may reflect these potential effects in the progression of IgAN.

There have been few studies on changes in serum or urinary LP proteins of the
complement cascade in IgAN patients. In this study, we identified four urinary LP proteins
in IgAN patients. Unlike MBL and MASP1, urinary MASP-2 and ficolin-2 gradually
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decreased with IgAN progression. MASP-2 could directly cleave C3 while bypassing the
usual sequence to activate C4 and/or C2, therefore playing an important role in the LP
activation of the complement system (Yaseen et al., 2017). A pilot study recently showed
that nasoplimab, a MASP-2 inhibitor, could reduce proteinuria and help maintain renal
function in IgAN patients, suggesting that MASP-2 activation may be involved in the
pathogenesis of IgAN (Lafayette et al., 2020). The reasons for the downregulation of
MASP-2 and ficolin-2 in progressive IgAN patients are not fully understood. A British
study compared levels of plasma LP proteins between stable and progressive IgAN patients
and found that M-ficolin, L-ficolin, MASP1, and MAp19 were increased and MASP3 was
decreased in progressive IgAN patients, and there was no difference in MASP-2 between
IgAN patients and healthy controls (Medjeral-Thomas et al., 2018). These changes are
thought to be secondary to LP activation, with MASP2 consumption at sites of disease
activity. Further studies are required to assess these changes in urinary MASP2 and ficolin-
2 in progressive IgAN patients. In this study, the urinary complement profile of pMN
patients with eGFR >90 ml/min/1.73 m2 was analysed as a control. Primary membranous
nephropathy is caused by autoantibodies that bind to antigens expressed by podocytes.
These autoantibodies, which are predominantly of the IgG4 subclass, mainly activate the
LP and AP (Ma, Sandor & Beck, 2013). Therefore, the abundance of urinary complement
proteins in pMN patients with normal renal function was similar to that observed in
IgAN-1 patients (Fig. 4). A total of 17 differential urinary proteins between pMN and
IgAN patients were also identified in the discovery phase, and their significance should be
further investigated.

The proteins in Cluster 1 increased with eGFR reduction, indicating that these proteins
are closely associated with disease severity in IgAN and could be used as non-invasive
biomarkers of disease progression. In Cluster 1, the KEGG pathway analysis showed that
the complement and coagulation cascade pathways, immune disease pathway, and
Staphylococcus aureus infection were significantly enriched. A cohort study including 116
IgAN patients and 122 non-IgAN patients revealed that 68% of IgAN patients presented
with Staphylococcus aureus antigen, while non-IgAN patients had no Staphylococcus
aureus antigen deposition (Koyama et al., 2004). Our study revealed that the
Staphylococcus aureus pathway was significantly activated with IgAN progression and that
Staphylococcus aureus interacted with MBL, C3, C4, and C5. A recent study (Kurokawa,
Takahashi & Lee, 2016) reported that Staphylococcus aureus could activate LP by acting on
MBL through the teichoic acid on the surface of the glycol polymer wall.

Cluster 2 proteins decreased with eGFR progression. Further pathway analysis revealed
that the first three enrichment pathways were: cell adhesion molecules, focal adhesion, and
the PI3K-Akt signalling pathway. The mesangial deposition of IgA and ECM expansion
have been thought to be the initiating events in IgAN pathogenesis. Our results showed
that the PI3K-Akt signalling pathway was significantly enriched at the early stage of IgAN.
A gene array study (Cox et al., 2010) proposed that differentially expressed genes between
IgAN patients and healthy volunteers were mainly involved in the PI3K-Akt signalling
pathway, which is strongly related to cell proliferation.
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Two glycosylation-related enzymes, NAGLU and GLA, were also assessed by western
blotting in IgAN 1-3 and pMN patients, and the WB results were consistent with the
iTRAQ quantitative proteomics results. NAGLU is a type of glycosidase that is involved in
the degradation of the heparan sulfate (HS) polysaccharide by removing terminal
N-acetylglucosamine (GlcNac) residue (Uhlen et al., 2015). It has been reported that HS
can promote fibrosis in the kidney (Furini & Verderio, 2019). HS deficiency in mice was
demonstrated to prevent the profibrotic crosslinking of the extracellular matrix and
recruitment of TGF-β1 (Talsma et al., 2018; Scarpellini et al., 2014), which was positively
correlated with fibrotic area in the renal tissue of IgAN patients (Yang et al., 2021).
Therefore, a decline in NAGLU could result in the accumulation of heparan sulfate (HS)
(Mohammed & Fateen, 2019) and may contribute to IgAN progression.

Alpha-galactosidase (GLA) is a lysosomal glycosidase and can catalyse the removal of
a-linked galactose from oligosaccharides, glycoproteins, and glycolipids during the salvage
pathway of galactose (Lombard et al., 2014; Coelho, Berry & Rubio-Gozalbo, 2015).
In humans, the deficiency of functional GLA could result in the accumulation of
galactosylated substrates (Gb3) in tissues, leading to Fabry disease, which is often
accompanied by a series of visceral diseases, including renal disease (Kok et al., 2021).
According to previous reports, IgAN and Fabry disease may coexist (Whybra et al., 2006;
Sun et al., 2022; Lerner et al., 2022). However, the mechanism of GLA in IgAN is still
unknown. The WB results of NAGLU and GLA were consistent with the iTRAQ
quantitative proteomics results. This is the first study showing the changes in these two
proteins in the urine of IgAN patients, although the clinical significance of these proteins
needs to be further explored.

Among the DEPs validated in PRM, the increase in CFB and C8A, consistent with the
iTRAQ results, confirmed the activation of the complement system in IgAN (Fig. 6). CFB
is an essential component of the alternative pathway, providing an active subunit
associated with C3b to form the C3 convertase (Alfakeeh et al., 2017). Previous studies have
revealed increasing CFB or complement factor Bb (a fragment of CFB) in the circulation of
patients with pMN or IgAN (Zhang et al., 2019). In our study, CFB exhibited a negative
correlation with eGFR but a positive correlation with 24-h urine protein, which supports
the involvement of CFB and AP activation in IgAN progression. C8A, as a component of
the MAC, was significantly increased in IgAN-2 and IgAN-3 compared with IgAN-1 in
our study (Fig. 6). The formation of MAC or C5b-9 was reported to induce glomerular
injury, inflammation, and fibrosis (Koopman et al., 2020). C5b-9 serum was also evaluated
as a prognostic marker for IgAN. Several studies have demonstrated more intense and
diffuse C5b-9 deposition in the glomerulus and tubules of IgAN patients than in healthy
controls (Koopman et al., 2020; Maixnerova et al., 2016; Yu et al., 2022). Urine-based
proteomics studies have also suggested an increase in urinary C5b-9 levels in patients with
IgAN. Urinary C5b-9 levels were found to be associated with disease severity and inversely
correlated with eGFR (Yu et al., 2022; Abe et al., 2001; Neuen et al., 2021). The observed
increase in CFB and C8A confirmed that the AP and MAC might participate in
pathological processes during the progression of IgAN.
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The combination of CFB and MAdCAM-1 was able to distinguish different levels of
IgAN in this study. MAdCAM-1 is a transmembrane protein with a complex structure that
can combine three Ig domains and a mucin-like region between Ig domains 2 and 3. There
is also an IgA-like Ig domain in the MAdCAM-1 molecule, which could be correlated with
its expression in the area where most IgA antibodies are secreted (Shyjan et al., 1996).
MAdCAM-1 is involved in the migration and recruitment of leukocytes to the site of
inflammation in chronically inflamed tissues (Ando et al., 2007). Previous studies have
suggested that the tissue expression of adhesion molecules in IgAN reflects continuous
inflammatory renal activity, including vascular cell adhesion molecule 1 (VCAM-1) and
intercellular adhesion molecule 1 (ICAM-1) (Mrowka, Heintz & Sieberth, 1999;Wen et al.,
2022). However, few studies have demonstrated the association between MAdCAM-1 and
IgAN. A previous study detected soluble MAdCAM-1 in the serum and urine of healthy
donors, and the expression levels of MAdCAM-1 were similar to those of CAM, ICAM-1,
and VCAM-1 (Leung et al., 2004). The decline of MAdCAM-1 in the urine of IgAN
patients should be further studied as a potential marker for IgAN progression.

After removing 14 highly abundant proteins in urine samples prior to quantitative
proteomic analysis, this study identified abundant complements and complement-related
proteins in the urine of IgAN patients in different CKD stages. To our knowledge, this is
the first study to identify an abundance of complements in the urine to IgAN patients. This
is also the first study to demonstrate alterations in the urinary complement proteins of AP
and LP. Among these complements, the major component involved in IgAN progression
was the MAC.

This study has several limitations. First, this was a single-centre study with a limited
number of patients. Thus, a large-scale analysis, including healthy controls, IgAN patients,
and patients with other related chronic kidney diseases, is needed to confirm the
conclusions of this study. Second, although CFB and C8A were validated by PRM, more
related complements, such as CFHR2 and CFHR4, need to be validated.
Immunohistochemistry studies in the renal tissues of IgAN patients would also help to
verify the results of this study.

In conclusion, complement components were found in IgAN urine and increased with
the progression of IgAN. These findings indicate that the urine proteome may reflect
changes in IgAN progression. In addition, a combination of CFB and MAdCAM-1 may be
used as a potential urinary biomarker for monitoring the development of IgAN.
The findings of our study provide useful information for future IgAN research and
improve the understanding of the pathogenesis of IgAN.

ACKNOWLEDGEMENTS
We thank Ying Sun, Siqian Li, and Liling Lin for collecting specimens and Zhengguang
Guo and Wei Sun for their great help in analysing the experimental data.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 19/25

http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


ADDITIONAL INFORMATION AND DECLARATIONS

Funding
This work was supported by the National Natural Science Foundation of China (No.
31200614), the Beijing Municipal Science and Technology Project (D181100000118004),
and the Youth Fund of Peking Union Medical College Hospital (pumch201912152).
The funders had no role in study design, data collection and analysis, decision to publish,
or preparation of the manuscript.

Grant Disclosures
The following grant information was disclosed by the authors:
National Natural Science Foundation of China: 31200614.
Beijing Municipal Science and Technology Project: D181100000118004.
Youth Fund of Peking Union Medical College Hospital: pumch201912152.

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

Author Contributions
� Xia Niu analyzed the data, prepared figures and/or tables, authored or reviewed drafts of
the article, and approved the final draft.

� Shuyu Zhang performed the experiments, analyzed the data, prepared figures and/or
tables, authored or reviewed drafts of the article, and approved the final draft.

� Chen Shao conceived and designed the experiments, authored or reviewed drafts of the
article, and approved the final draft.

� Zhengguang Guo conceived and designed the experiments, prepared figures and/or
tables, and approved the final draft.

� Jianqiang Wu performed the experiments, prepared figures and/or tables, and approved
the final draft.

� Jianling Tao conceived and designed the experiments, authored or reviewed drafts of the
article, and approved the final draft.

� Ke Zheng performed the experiments, authored or reviewed drafts of the article, and
approved the final draft.

� Wenling Ye analyzed the data, prepared figures and/or tables, and approved the final
draft.

� Guangyan Cai conceived and designed the experiments, authored or reviewed drafts of
the article, and approved the final draft.

� Wei Sun conceived and designed the experiments, authored or reviewed drafts of the
article, and approved the final draft.

� Mingxi Li conceived and designed the experiments, authored or reviewed drafts of the
article, and approved the final draft.

Data Availability
The following information was supplied regarding data availability:

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 20/25

http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


The raw data for LC-MS/MS analysis is available at iProX: IPX0006078000,
PXD040799.

https://www.iprox.cn/page/project.html?id=IPX0006078000.

Supplemental Information
Supplemental information for this article can be found online at http://dx.doi.org/10.7717/
peerj.15125#supplemental-information.

REFERENCES
Abe K, Miyazaki M, Koji T, Furusu A, Shioshita K, Tsukasaki S, Ozono Y, Harada T, Sakai H,

Kohno S. 2001. Intraglomerular synthesis of complement C3 and its activation products in IgA
nephropathy. Nephron 87(3):231–239 DOI 10.1159/000045920.

Alfakeeh K, Azar M, Alfadhel M, Abdullah AM, Aloudah N, Alsaad KO. 2017. Rare genetic
variant in the CFB gene presenting as atypical hemolytic uremic syndrome and immune
complex diffuse membranoproliferative glomerulonephritis, with crescents, successfully treated
with eculizumab. Pediatric Nephrology 32(5):885–891 DOI 10.1007/s00467-016-3577-0.

Ando T, Langley RR, Wang Y, Jordan PA, Minagar A, Alexander JS, Jennings MH. 2007.
Inflammatory cytokines induce MAdCAM-1 in murine hepatic endothelial cells and mediate
alpha-4 beta-7 integrin dependent lymphocyte endothelial adhesion in vitro. BMC Physiology
7(1):10 DOI 10.1186/1472-6793-7-10.

Andrighetto S, Leventhal J, Zaza G, Cravedi P. 2019. Complement and complement targeting
therapies in glomerular diseases. International Journal of Molecular Sciences 20(24):6336
DOI 10.3390/ijms20246336.

Coelho AI, Berry GT, Rubio-Gozalbo ME. 2015. Galactose metabolism and health. Current
Opinion in Clinical Nutrition and Metabolic Care 18(4):422–427
DOI 10.1097/MCO.0000000000000189.

Cox SN, Sallustio F, Serino G, Pontrelli P, Verrienti R, Pesce F, Torres DD, Ancona N,
Stifanelli P, Zaza G, Schena FP. 2010. Altered modulation of WNT-beta-catenin and PI3K/Akt
pathways in IgA nephropathy. Kidney International 78(4):396–407 DOI 10.1038/ki.2010.138.

Cserhalmi M, Papp A, Brandus B, Uzonyi B, Jozsi M. 2019. Regulation of regulators: role of the
complement factor H-related proteins. Seminars in Immunology 45(1):101341
DOI 10.1016/j.smim.2019.101341.

Floege J, Amann K. 2016. Primary glomerulonephritides. The Lancet 387(10032):2036–2048
DOI 10.1016/S0140-6736(16)00272-5.

Furini G, Verderio EAM. 2019. Spotlight on the transglutaminase 2-heparan sulfate interaction.
Medical Sciences (Basel) 7(1):5 DOI 10.3390/medsci7010005.

Goicoechea de Jorge E, Caesar JJE, Malik TH, Patel M, Colledge M, Johnson S, Hakobyan S,
Morgan BP, Harris CL, Pickering MC, Lea SM. 2013. Dimerization of complement factor
H-related proteins modulates complement activation in vivo. Proceedings of the National
Academy of Sciences of the United States of America 110(12):4685–4690
DOI 10.1073/pnas.1219260110.

Guo Z, Liu X, Li M, Shao C, Tao J, Sun W, Li M. 2015. Differential urinary glycoproteome
analysis of type 2 diabetic nephropathy using 2D-LC-MS/MS and iTRAQ quantification. Journal
of Translational Medicine 13(1):371 DOI 10.1186/s12967-015-0712-9.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 21/25

http://proteomecentral.proteomexchange.org/cgi/GetDataset?ID=PXD040799
https://www.iprox.cn/page/project.html?id=IPX0006078000
http://dx.doi.org/10.7717/peerj.15125#supplemental-information
http://dx.doi.org/10.7717/peerj.15125#supplemental-information
http://dx.doi.org/10.1159/000045920
http://dx.doi.org/10.1007/s00467-016-3577-0
http://dx.doi.org/10.1186/1472-6793-7-10
http://dx.doi.org/10.3390/ijms20246336
http://dx.doi.org/10.1097/MCO.0000000000000189
http://dx.doi.org/10.1038/ki.2010.138
http://dx.doi.org/10.1016/j.smim.2019.101341
http://dx.doi.org/10.1016/S0140-6736(16)00272-5
http://dx.doi.org/10.3390/medsci7010005
http://dx.doi.org/10.1073/pnas.1219260110
http://dx.doi.org/10.1186/s12967-015-0712-9
http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


Guo Z, Wang Z, Lu C, Yang S, Sun H, Reziw, Guo Y, Sun W, Yue H. 2018. Analysis of the
differential urinary protein profile in IgA nephropathy patients of Uygur ethnicity. BMC
Nephrology 19:358 DOI 10.1186/s12882-018-1139-3.

Hebecker M, Jozsi M. 2012. Factor H-related protein 4 activates complement by serving as a
platform for the assembly of alternative pathway C3 convertase via its interaction with C3b
protein. Journal of Biological Chemistry 287(23):19528–19536 DOI 10.1074/jbc.M112.364471.

Kok K, Zwiers KC, Boot RG, Overkleeft HS, Aerts J, Artola M. 2021. Fabry disease: molecular
basis, pathophysiology, diagnostics and potential therapeutic directions. Biomolecules 11(2):271
DOI 10.3390/biom11020271.

Koopman JJE, van Essen MF, Rennke HG, de Vries APJ, van Kooten C. 2020. Deposition of the
membrane attack complex in healthy and diseased human kidneys. Frontiers in Immunology
11:599974 DOI 10.3389/fimmu.2020.599974.

Koyama A, Sharmin S, Sakurai H, Shimizu Y, Hirayama K, Usui J, Nagata M, Yoh K,
Yamagata K, Muro K, Kobayashi M, Ohtani K, Shimizu T, Shimizu T. 2004. Staphylococcus
aureus cell envelope antigen is a new candidate for the induction of IgA nephropathy. Kidney
International 66(1):121–132 DOI 10.1111/j.1523-1755.2004.00714.x.

Kurokawa K, Takahashi K, Lee BL. 2016. The staphylococcal surface-glycopolymer wall teichoic
acid (WTA) is crucial for complement activation and immunological defense against
Staphylococcus aureus infection. Immunobiology 221(10):1091–1101
DOI 10.1016/j.imbio.2016.06.003.

Lafayette RA, Rovin BH, Reich HN, Tumlin JA, Floege J, Barratt J. 2020. Tolerability and
efficacy of narsoplimab, a novel MASP-2 inhibitor for the treatment of IgA nephropathy. Kidney
International Reports 5(11):2032–2041 DOI 10.1016/j.ekir.2020.08.003.

Lerner YV, Tsoy LV, Grishina AN, Varshavsky VA. 2022. Morphological characteristics of renal
changes in Fabry disease. Arkhiv patologii 84(1):21–26 DOI 10.17116/patol20228401121.

Leung E, Lehnert KB, Kanwar JR, Yang Y, Mon Y, McNeil HP, Krissansen GW. 2004. Bioassay
detects soluble MAdCAM-1 in body fluids. Immunology & Cell Biology 82(4):400–409
DOI 10.1111/j.0818-9641.2004.01247.x.

Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF 3rd, Feldman HI, Kusek JW, Eggers P,
Van Lente F, Greene T, Coresh J. 2009. CKD-EPI (Chronic Kidney Disease Epidemiology
Collaboration). A new equation to estimate glomerular filtration rate. Annals of Internal
Medicine 150:604–612 DOI 10.7326/0003-4819-150-9-200905050-00006.

Lombard V, Golaconda Ramulu H, Drula E, Coutinho PM, Henrissat B. 2014. The
carbohydrate-active enzymes database (CAZy) in 2013. Nucleic Acids Research 42(Database
issue):D490–D495 DOI 10.1093/nar/gkt1178.

Lukawska E, Polcyn-Adamczak M, Niemir ZI. 2018. The role of the alternative pathway of
complement activation in glomerular diseases. Clinical and Experimental Medicine
18(3):297–318 DOI 10.1007/s10238-018-0491-8.

Ma H, Sandor DG, Beck LH Jr. 2013. The role of complement in membranous nephropathy.
Seminars in Nephrology 33(6):531–542 DOI 10.1016/j.semnephrol.2013.08.004.

Maixnerova D, Reily C, Bian Q, Neprasova M, Novak J, Tesar V. 2016. Markers for the
progression of IgA nephropathy. Journal of Nephrology 29(4):535–541
DOI 10.1007/s40620-016-0299-0.

Medjeral-Thomas NR, Lomax-Browne HJ, Pickering MC. 2018. Circulating complement factor
H-related protein 5 levels contribute to development and progression of IgA nephropathy.
Kidney International 94(1):150–158 DOI 10.1016/j.kint.2018.02.023.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 22/25

http://dx.doi.org/10.1186/s12882-018-1139-3
http://dx.doi.org/10.1074/jbc.M112.364471
http://dx.doi.org/10.3390/biom11020271
http://dx.doi.org/10.3389/fimmu.2020.599974
http://dx.doi.org/10.1111/j.1523-1755.2004.00714.x
http://dx.doi.org/10.1016/j.imbio.2016.06.003
http://dx.doi.org/10.1016/j.ekir.2020.08.003
http://dx.doi.org/10.17116/patol20228401121
http://dx.doi.org/10.1111/j.0818-9641.2004.01247.x
http://dx.doi.org/10.7326/0003-4819-150-9-200905050-00006
http://dx.doi.org/10.1093/nar/gkt1178
http://dx.doi.org/10.1007/s10238-018-0491-8
http://dx.doi.org/10.1016/j.semnephrol.2013.08.004
http://dx.doi.org/10.1007/s40620-016-0299-0
http://dx.doi.org/10.1016/j.kint.2018.02.023
http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


Medjeral-Thomas NR, Troldborg A, Constantinou N, Lomax-Browne HJ, Hansen AG,
Willicombe M, Pusey CD, Cook HT, Thiel S, Pickering MC. 2018. Progressive IgA
nephropathy is associated with low circulating mannan-binding lectin-associated serine
protease-3 (MASP-3) and increased glomerular factor H-related protein-5 (FHR5) deposition.
Kidney International Reports 3(2):426–438 DOI 10.1016/j.ekir.2017.11.015.

Miyazaki R, Kuroda M, Akiyama T, Otani I, Tofuku Y, Takeda R. 1984. Glomerular deposition
and serum levels of complement control proteins in patients with IgA nephropathy. Clinical
Nephrology 21:335–340.

Mohammed EEA, Fateen EM. 2019. Identification of three novel homozygous NAGLU mutations
in Egyptian patients with sanfilippo syndrome B. Meta Gene 21(2):100580
DOI 10.1016/j.mgene.2019.100580.

Mrowka C, Heintz B, Sieberth H-G. 1999. ICAM-1, and E-selectin in IgA nephropathy and
Schonlein-Henoch syndrome: differences between tissue expression and serum concentration.
Nephron 81(3):256–263 DOI 10.1159/000045290.

Neuen BL, Weldegiorgis M, Herrington WG, Ohkuma T, Smith M, Woodward M. 2021.
Changes in GFR and albuminuria in routine clinical practice and the risk of kidney disease
progression. American Journal of Kidney Diseases 78(3):350–360 e351
DOI 10.1053/j.ajkd.2021.02.335.

Paunas TIF, Finne K, Leh S, Marti HP, Mollnes TE, Berven F, Vikse BE. 2017. Glomerular
abundance of complement proteins characterized by proteomic analysis of laser-captured
microdissected glomeruli associates with progressive disease in IgA nephropathy. Clinical
Proteomics 14:30 DOI 10.1186/s12014-017-9165-x.

Prikryl P, Vojtova L, Maixnerova D, Vokurka M, Neprasova M, Zima T, Tesar V. 2017.
Proteomic approach for identification of IgA nephropathy-related biomarkers in urine.
Physiological Research 66:621–632 DOI 10.33549/physiolres.

Roos A, Rastaldi MP, Calvaresi N, Oortwijn BD, Schlagwein N, van Gijlswijk-Janssen DJ,
Stahl GL, Matsushita M, Fujita T, van Kooten C, Daha MR. 2006. Glomerular activation of
the lectin pathway of complement in IgA nephropathy is associated with more severe renal
disease. Journal of the American Society of Nephrology 17(6):1724–1734
DOI 10.1681/ASN.2005090923.

Saha MK, Pendergraft WF 3rd, Jennette JC, Falk RJ. 2011. Primary glomerulonephritis disease.
In: Taal MW, ed. Brenner and Rector’s the Kidney. 9th Edition. Vol. 2011. Saunders,
Philadelphia, 1031–1043.

Scarpellini A, Huang L, Burhan I, Schroeder N, Funck M, Johnson TS, Verderio EA. 2014.
Syndecan-4 knockout leads to reduced extracellular transglutaminase-2 and protects against
tubulointerstitial fibrosis. Journal of the American Society of Nephrology 25(5):1013–1027
DOI 10.1681/ASN.2013050563.

Shao C, Zhao M, Chen X, Sun H, Yang Y, Xiao X, Guo Z, Liu X, Lv Y, Chen X, Sun W, Wu D,
Gao Y. 2019. Comprehensive analysis of individual variation in the urinary proteome revealed
significant gender differences. Molecular & Cellular Proteomics 18(6):1110–1122
DOI 10.1074/mcp.RA119.001343.

Shyjan AM, Bertagnolli M, Kenney CJ, Briskin MJ. 1996. Human mucosal addressin cell
adhesion molecule-1 (MAdCAM-1) demonstrates structural and functional similarities to the
alpha 4 beta 7-integrin binding domains of murine MAdCAM-1, but extreme divergence of
mucin-like sequences. The Journal of Immunology 156(8):2851–2857
DOI 10.4049/jimmunol.156.8.2851.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 23/25

http://dx.doi.org/10.1016/j.ekir.2017.11.015
http://dx.doi.org/10.1016/j.mgene.2019.100580
http://dx.doi.org/10.1159/000045290
http://dx.doi.org/10.1053/j.ajkd.2021.02.335
http://dx.doi.org/10.1186/s12014-017-9165-x
http://dx.doi.org/10.33549/physiolres
http://dx.doi.org/10.1681/ASN.2005090923
http://dx.doi.org/10.1681/ASN.2013050563
http://dx.doi.org/10.1074/mcp.RA119.001343
http://dx.doi.org/10.4049/jimmunol.156.8.2851
http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


Sun L, Zi X, Wang Z, Zhang X. 2022. IgA nephropathy with mimicking Fabry disease: a case
report and literature review. Medicine (Baltimore) 101(42):e31060
DOI 10.1097/MD.0000000000031060.

Suzuki H, Kiryluk K, Novak J, Moldoveanu Z, Herr AB, Renfrow MB, Wyatt RJ, Scolari F,
Mestecky J, Gharavi AG, Julian BA. 2011. The pathophysiology of IgA nephropathy. Journal of
the American Society of Nephrology 22(10):1795–1803 DOI 10.1681/ASN.2011050464.

Talsma DT, Katta K, Ettema MAB, Kel B, Kusche-Gullberg M, Daha MR, Stegeman CA,
van den Born J, Wang L. 2018. Endothelial heparan sulfate deficiency reduces inflammation
and fibrosis in murine diabetic nephropathy. Laboratory Investigation 98(4):427–438
DOI 10.1038/s41374-017-0015-2.

Tortajada A, Gutierrez E, Pickering MC, Praga Terente M, Medjeral-Thomas N. 2019. The role
of complement in IgA nephropathy. Molecular Immunology 114(3):123–132
DOI 10.1016/j.molimm.2019.07.017.

Tortajada A, Yebenes H, Abarrategui-Garrido C, Anter J, Garcia-Fernandez JM,
Martinez-Barricarte R, Alba-Dominguez M, Malik TH, Bedoya R, Cabrera Perez R,
Lopez Trascasa M, Pickering MC, Harris CL, Sanchez-Corral P, Llorca O,
Rodriguez de Cordoba S. 2013. C3 glomerulopathy-associated CFHR1 mutation alters FHR
oligomerization and complement regulation. Journal of Clinical Investigation 123(6):2434–2446
DOI 10.1172/JCI68280.

Trimarchi H, Barratt J, Cattran DC, Cook HT, Coppo R, Haas M, Liu ZH, Roberts IS,
Yuzawa Y, Zhang H, Feehally J, IgAN Classification Working Group of the International
IgA Nephropathy Network and the Renal Pathology Society. Conference Participants. Oxford
classification of IgA nephropathy 2016: an update from the IgA nephropathy classification
working group. Kidney International 91(5):1014–1021 DOI 10.1016/j.kint.2017.02.003.

Uhlen M, Fagerberg L, Hallstrom BM, Lindskog C, Oksvold P, Mardinoglu A, Sivertsson A,
Kampf C, Sjostedt E, Asplund A, Olsson I, Edlund K, Lundberg E, Navani S, Szigyarto CA,
Odeberg J, Djureinovic D, Takanen JO, Hober S, Alm T, Edqvist PH, Berling H, Tegel H,
Mulder J, Rockberg J, Nilsson P, Schwenk JM, Hamsten M, von Feilitzen K, Forsberg M,
Persson L, Johansson F, Zwahlen M, von Heijne G, Nielsen J, Ponten F. 2015. Tissue-based
map of the human proteome. Science 347(6220):1260419 DOI 10.1126/science.1260419.

Wen L, Zhao Z, Li F, Ji F, Wen J. 2022. ICAM-1 related long noncoding RNA is associated with
progression of IgA nephropathy and fibrotic changes in proximal tubular cells. Scientific Reports
12(1):9645 DOI 10.1038/s41598-022-13521-6.

Whybra C, Schwarting A, Kriegsmann J, Gal A, Mengel E, Kampmann C, Baehner F,
Schaefer E, Beck M. 2006. IgA nephropathy in two adolescent sisters heterozygous for Fabry
disease. Pediatric Nephrology 21(9):1251–1256 DOI 10.1007/s00467-006-0176-5.

Wilhelm M, Schlegl J, Hahne H, Gholami AM, Lieberenz M, Savitski MM, Ziegler E,
Butzmann L, Gessulat S, Marx H, Mathieson T, Lemeer S, Schnatbaum K, Reimer U,
Wenschuh H, Mollenhauer M, Slotta-Huspenina J, Boese JH, Bantscheff M, Gerstmair A,
Faerber F, Kuster B. 2014. Mass-spectrometry-based draft of the human proteome. Nature
509(7502):582–587 DOI 10.1038/nature13319.

Wiśniewski JR, Zougman A, Nagaraj N, Mann M. 2009. Universal sample preparation method
for proteome analysis. Nature Methods 6(5):359–362 DOI 10.1038/nmeth.1322.

Wu J, Wang W, Chen Z, Xu F, Zheng Y. 2021. Proteomics applications in biomarker discovery
and pathogenesis for abdominal aortic aneurysm. Expert Review of Proteomics 18(4):305–314
DOI 10.1080/14789450.2021.1916473.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 24/25

http://dx.doi.org/10.1097/MD.0000000000031060
http://dx.doi.org/10.1681/ASN.2011050464
http://dx.doi.org/10.1038/s41374-017-0015-2
http://dx.doi.org/10.1016/j.molimm.2019.07.017
http://dx.doi.org/10.1172/JCI68280
http://dx.doi.org/10.1016/j.kint.2017.02.003
http://dx.doi.org/10.1126/science.1260419
http://dx.doi.org/10.1038/s41598-022-13521-6
http://dx.doi.org/10.1007/s00467-006-0176-5
http://dx.doi.org/10.1038/nature13319
http://dx.doi.org/10.1038/nmeth.1322
http://dx.doi.org/10.1080/14789450.2021.1916473
http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/


Yang M, Liu JW, Zhang YT, Wu G. 2021. The role of renal macrophage, AIM, and TGF-beta1
expression in renal fibrosis progression in IgAN patients. Frontiers in Immunology 12:646650
DOI 10.3389/fimmu.2021.646650.

Yaseen S, Demopulos G, Dudler T, Yabuki M,Wood CL, CummingsWJ, Tjoelker LW, Fujita T,
Sacks S, Garred P, Andrew P, Sim RB, Lachmann PJ, Wallis R, Lynch N, Schwaeble WJ.
2017. Lectin pathway effector enzyme mannan-binding lectin-associated serine protease-2 can
activate native complement C3 in absence of C4 and/or C2. The FASEB Journal 31(5):2210–2219
DOI 10.1096/fj.201601306R.

Yu BC, Park JH, Lee KH, Oh YS, Choi SJ, Kim JK, Park MY. 2022.Urinary C5b-9 as a prognostic
marker in IgA nephropathy. Journal of Clinical Medicine 11(3):820 DOI 10.3390/jcm11030820.

Zhang MF, Huang J, Zhang YM, Qu Z, Wang X, Wang F, Meng LQ, Cheng XY, Cui Z, Liu G,
Zhao MH. 2019. Complement activation products in the circulation and urine of primary
membranous nephropathy. BMC Nephrology 20(1):313 DOI 10.1186/s12882-019-1509-5.

Zhao M, Li M, Yang Y, Guo Z, Sun Y, Shao C, Li M, Sun W, Gao Y. 2017. A comprehensive
analysis and annotation of human normal urinary proteome. Scientific Reports 7(1):3024
DOI 10.1038/s41598-017-03226-6.

Niu et al. (2023), PeerJ, DOI 10.7717/peerj.15125 25/25

http://dx.doi.org/10.3389/fimmu.2021.646650
http://dx.doi.org/10.1096/fj.201601306R
http://dx.doi.org/10.3390/jcm11030820
http://dx.doi.org/10.1186/s12882-019-1509-5
http://dx.doi.org/10.1038/s41598-017-03226-6
http://dx.doi.org/10.7717/peerj.15125
https://peerj.com/

	Urinary complement proteins in IgA nephropathy progression from a relative quantitative proteomic analysis
	Introduction
	Materials and Methods
	Results
	Discussion
	flink5
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


