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Introduction

This thesis is based on the findings made in a patient who sought care at the
Department of Medicine in Malmo, Sweden, about 10 years ago. She had just had
her fourth in vitro fertilization (IVF). It was her experience that the treatment had a
profound effect on her gut and that the last treatment resulted in symptoms of
vomiting, abdominal pain, and constipation. Subsequent thorough
multidisciplinary investigation revealed that she suffered from chronic intestinal
pseudo-obstruction (CIPO), a severe gastrointestinal dysmotility condition. It was
suspected that the dysmotility could be due to the gonadotropin-releasing hormone
(GnRH) medication administered as part of the IVF treatment. As GnRH may play
a part in gastrointestinal motility, it was hypothesized that antibodies against
GnRH could have arisen as a sign of gastrointestinal dysmotility. Therefore, an
enzyme-linked immunosorbent assay (ELISA) model was set up and was to show
presence of antibodies against GnRH. The 30-year old woman lost weight and was
in need of nutritional support. At this point she underwent a full-thickness biopsy
of her bowel. Histological examination revealed that she, in contrast to healthy
controls, had a bowel depleted of GnRH-containing neurons, in a pivotal part of
the enteric nervous system (ENS), namely the myenteric plexus. The ENS controls
gastrointestinal motility and is sometimes referred to as the “second brain” (1).
These findings were the result of a veritable medical effort combining clinical,
surgical, histopathological, and experimental skills in a quest to help a patient in
need, conducted by colleagues at Malmod University Hospital just before I was
introduced to this particular field of research. The findings were then used as a
starting point for the hypothesis that GnRH plays a role in gastrointestinal
motility, something that had been suggested previously (2). Within this thesis,
possible connections between gastrointestinal motility and GnRH were further
explored. In this quest, patients suffering from dysmotility-related diseases were
investigated, animal trials were conducted, and other patients subjected to IVF or
having gastrointestinal dysmotility problems were further investigated.
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The gastrointestinal tract

The gastrointestinal tract has many complex tasks that can seem simple at first
glance, for example, supplying the body with water, electrolytes, and nutrients.
The alimentary tract is a canal in which food is moved through the body and
represents the outside of the body, hence harboring foreign material and bacteria
not accessible to the immune system. Food has to be digested through the action of
digestive juices and mechanical mixing. Digested food and water are made
available to the body through absorption into the blood stream. The entire
alimentary tract represents a complex system where each part is adapted to
specific functions. An elaborate control system is required to transform ingested
food into energy and building material accessible to all cells in the body, and expel
remnant matter that cannot be used and is potentially toxic. A wide array of
transmitter substances and a nervous control system are in place to achieve this. I
will elaborate briefly on the underlying embryology and anatomy of the
gastrointestinal tract, and then focus on intestinal motor control, ways of studying
intestinal motility, and different disorders involving intestinal motility relevant to
this particular thesis.

Embryology

The anatomic formation of the gastrointestinal tract is achieved through a series of
evaginations, elongations, and dilatations of the endodermal primary gut tube.
Three distinct regions of the bowel give rise to specific portions of the
gastrointestinal tract. The foregut is the precursor of the cranial portion of the
gastrointestinal tract, and the midgut gives rise to the larger portion of the small
bowel and half of the large bowel (3). The hindgut is the precursor of the distal
colon. Neural structures are formed when neural crest cells migrate from the
central nervous system (CNS) to colonize the gut (4). Having reached the gut,
neural crest cells differentiate to form different types of neurons and glia to form
the neural network that regulates the gut, namely, the ENS (5, 6).

Anatomy

The first section of the alimentary tract is the oral cavity, which apart from tongue
and teeth contains salivary glands, all important in the processing of ingested food.
The oral cavity opens into the esophagus, which in length measures about 20 cm.
Approximately 5% of the upper esophagus, including the upper esophageal
sphincter, is constituted of striated muscle. The 50%—-60% of the distal part,
including the lower esophageal sphincter, is smooth muscle, and the transition
zone in between contains both muscle types (7). The esophagus opens into the
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stomach, which plays several important roles in digestion, storing and breaking up
ingested food. It also contains multiple glands releasing both acid and enzymes
(8). The stomach in turn open into the small bowel, which is a long muscular tube
extending from the pylorus of the stomach to the Bauhini valve before the cecal
part of the large bowel. The small bowel is divided into three sections, the
duodenum occupying the first 25 cm, and the jejunum and ileum occupying about
50% each of the remaining part of the small bowel. No anatomic distinction
between these two parts is present. The transit for a solid meal through the small
bowel is dependant on the subject, and the type of ingested food, but is estimated
to be 2—12 hours (9). The colon in turn is divided into the ascending, transverse,
descending, and sigmoid colons, and the rectum. Passage through the colon takes
hours to days, and is shorter in males than in females (10, 11). The rectum ends in
the anal canal, the end of the gastrointestinal canal.

Histology

The gastrointestinal tract consists of four major tunics; this plan is evident from
the esophagus to the anus. These layers are subsequently described from the lumen
outward (12).

1. The mucosa is the innermost layer surrounding the lumen, containing the
mucus epithelium, which is wet with secretory and absorptive functions. It
also contains the lamina propria, which is a layer of connective tissue
containing glands and vessels. The muscularis mucosa is often also
attributed to the mucosal tunic and is usually quite thin, responsible for the
movement of the mucosa itself, and not in propulsion of food (12).

2. The submucosa is a thicker layer of connective tissue and the platform for
the mucosa, containing nerves, vascular and lymphatic supply, and in
some parts of the gastrointestinal tract also glands (12).

3. The muscularis contains the smooth muscle layers of the gastrointestinal
tract, the inner circular and the outer longitudinal. The action of these two
muscle layers creates an oral contraction and a simultaneous aboral or
distal relaxation with the effect of moving the content of the gut in the
anal direction. It is also capable of creating mixing movements. Vascular
and nerve supply reside between the muscle layers and the ENS with its
two main nervous plexus, namely the myenteric plexus (Meissner’s
plexus) and the submucosal plexus (Auerbach’s plexus), situated apart
from one other. The myenteric plexus is situated in between the muscle
layers of the intestinal wall, and the submucosal just below the
submucosa, as illustrated in Figure 1 (12). The ENS in turn contains more
than 10® neurons with different electrophysiological properties, different
targets or inputs, and different directions of axons, thus forming a complex
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network controlling gastrointestinal motility. Further connections both to
the sympathetic and the parasympathetic nervous system as well as to the

CNS exist (13-16).

4. The adventitia or serosa is the outermost layer, covered by squamous

epithelium, and mainly consists of connective tissue (12).

Figure 1
Gross intestinal histology illustrated in rat ileum hematoxylin-eosin coloring.
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Gastrointestinal neural control

The neural control of the gastrointestinal tract is extremely organized and
integrated, involving the CNS (brain and spinal cord), autonomic nervous system
(ANS; sympathetic and parasympathetic), and ENS (14). The ENS is an intrinsic
nervous system that can control intestinal function independently of the CNS.
Optimal function of the ENS requires the involvement of the other parts in this
integrated system, and the ENS is therefore not considered completely

autonomous. (14).
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Central nervous system

The CNS receives and processes information that it receives from, and coordinates
the activity of, all parts of the body. It consists of the brain and the spinal cord.
Together with the peripheral nervous system, it has a fundamental role in the
control of the human body and of gastrointestinal function. Its precise role in
presumed motility disorders is a subject for research and is incompletely
understood (17, 18).

Autonomic nervous system

The peripheral components of the ANS can be classified into three divisions:
sympathetic, parasympathetic, and enteric (13). The ANS plays a role in motility,
but is most renowned as the nervous system that is not influenced by will. Apart
from intestinal motility it controls, among other things, heart rate, blood pressure,
vascular tone, and sexual function. Thus, the ANS innervates visceral organs of
the thoracic, abdominal, and pelvic cavities. It also controls endocrine and
exocrine glands throughout the body, and the blood vessels that supply all organs
(13). The ANS is divided into two parts, namely, the parasympathetic and
sympathetic. The sympathetic nervous system uses adrenaline and noradrenaline
as its main transmitter substances with nerve fibers projecting from the spinal cord
at Thl to L2 level (the truncus symphaticus) (13, 19). The parasympathetic
nervous system is the part most linked to intestinal function, and mainly uses
acetylcholine (ACh), but also vasoactive intestinal peptide (VIP) and nitric oxide
(NO), as transmitters (19).

Autonomic dysfunction (AD) is a complication or part of several chronic diseases
such as diabetes mellitus, inflammatory bowel disease, and motility disorders (20-
24). Autonomic testing in patients with gastrointestinal motility disorders is
advocated in particular if an underlying neurologic disorder is suspected (21-24).
Sjogren’s syndrome, which constitutes one patient population investigated within
this thesis, is a cohort in which autonomic dysfunction has previously been
demonstrated (25, 26).

Enteric nervous system

The ENS consists of enteric ganglia, which in turn are made up by aggregation of
nerve cells interconnected with axons, and also of nerve fibers reaching visceral
effector tissues as well as CNS and sympathetic ganglia (14). It also innervates
blood vessels, muscle cells, interstitial cells of Cajal (ICCs), immune cells, enteric
glia, and endocrine cells within the gastrointestinal tract (27). The ENS contains
functionally different types of neurons: sensory neurons, interneurons, and
secretomotor neurons (27, 28). This network uses a wide array of transmitter
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substances, of which the number of known substances increased dramatically
during the 1990s (15).

The most commonly mentioned transmitter in ENS is Ach, which is present in
motor and sensory neurons and interneurons, together with tachykinins like
substance P and neurokinin A (NKA). Acetylcholine is regarded as the main
excitatory transmitter, causing contraction (27). Inhibitory neurons contain NO,
VIP, and pituitary adenylate cyclase-activating polypeptide (PACAP) (28).

The roles of other signaling substances may be more variable, depending on the
region of the gastrointestinal tract or species and the receptors expressed (15).

Many different serotonin (5-hydroxytryptamine, 5-HT) receptors are expressed in
the gastrointestinal tract, and some serotonin receptors initiate contractions,
whereas others cause relaxation of the gut. It should be noted that neuronally
released serotonin represents only 10% of the total concentration in the gut; the
rest originates from epithelial endocrine cells (15, 16, 29).

Serotonin is pivotal in gut motility, but even though thorough studies have been
made, its precise role is not fully understood (16). Therapeutic advances using the
knowledge of ENS and its neurochemistry have been less promising than might be
expected. This is despite the fact that the market value of a drug targeting enteric
dysmotility has been estimated to 10 billion dollars per year, underlining the
complexity of gastrointestinal motor control (30-34). A brief overview of some
transmitter substances is presented in Table 1.
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Table 1

Transmitter substances: GRP, gastrin-releasing polypeptide; CCK, Cholecystokinin; NO,
nitric oxide; PGE2, prostaglandin E2; TRH, thyrotropin-releasing hormone; CGRP,
calcitonin gene-regulated peptide; GABA, gamma butyric acid; NA, noradrenaline; NPY,
neuropeptide Y; PACAP, pituitary adenylate cyclase-activating polypeptide; VIP,
vasoactive intestinal polypeptide. From Hansen 2003 and Olsson 2011 (15, 16).

Stimulatory Inhibitory
Ach Adrenaline/NA
GRP CGRP
CCK GABA
Adenosine Galanin
Neurokinin A NPY
Serotonin Glucagon
Opioids Opioids
Histamine Neurotensin
Motilin NO
Substance P PACAP
TRH Somatostatin
PGE2 VIP

Secretin

Local reflex behavior is central in regulation of motor and secretory
gastrointestinal behavior, and the ENS is intimately linked to both the ANS and
the CNS through vagal and sacral afferents relaying information from the
gastrointestinal tract to the CNS (35). Most CNS, or voluntary, control is exerted
at the beginning and in the end of the gastrointestinal canal (14). ENS disturbances
have been put forward as being of importance in motility disorders (28, 35).
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Figure 2

Enteric ganglia illustrated in paraffin sections of ileum from rats immunostained with
biotin-conjugated primary antibodies raised against the general neuronal marker neuronal
protein (HuC/D).
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Intestinal motility

Motility is not always propagating but also mixing, breaking down intestinal
content, displaying it to enterocytes for absorption or to receptors lining the
intestinal wall to optimize motor control taking the composition and amount of
content into account (14, 15, 36). Gastrointestinal motility is influenced by various
factors, among others, the type of ingested food. A fatty meal slows gastric
emptying, as an example of the bowel’s capacity of adapting to the content and
amount of material within it (37). Simple things such as stretch of the intestinal
wall and very complex systems such as intestinal muscle and ENS activity have
profound effects on intestinal motility (36, 38, 39). Dysfunctions of the ENS and a
neuroeffector mechanism behind intestinal dysmotility have been researched, but
hormonal, inflammatory, and ANS activity are also highly relevant in this setting,
as are CNS mechanisms and many others (35, 38, 40).

Motility is achieved through the coordination of the contraction of the circular and
longitudinal muscle layers. Contractions of the smooth muscle syncytium are
orchestrated by the ICCs, which have pacemaker activity resulting in so-called
slow waves. These slow waves evoke influx of Ca®" through voltage-dependent L-
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type Ca®" channels, ultimately causing the binding between actin filaments and
myosin heads in intestinal smooth muscle (38, 40). The ICCs are interlinked
between neurons and between neurons and myocytes, hence able to initiate and
coordinate pacemaker function for the bowel, whereas frequency of contraction is
regulated by a variety of physiological conditions, and shifts in pacemaker
dominance can occur in response to both neural and non-neural inputs, as
mentioned earlier (40).

Motility patterns are divided into fasting and postprandial patterns. Digestive local
contractions and relaxations, which are often the predominant activity after food
intake, may be initiated at any location along the gut and help mix the gut content
(27, 36). After a while, propagating, propulsive contractile activity referred to as
peristalsis, occurs. The stimuli are chemical or mechanical actions on the intestinal
wall, as well as autonomic reflexes, release of hormones, and CNS input (16).

In the fasting, inter-digestive state, motility consists of cyclic activity called the
migrating motor complex (MMC), a slowly propagating contraction traveling
along the gastrointestinal tract (41, 42). In humans, there are four main types of
patterns regarding MMCs. The most well known is MMC 111, the housekeeping
complex, propagating along the gastrointestinal tract to keep the gut free from
indigestible particles, dead enterocytes, and unwanted bacteria. It occurs at a rate
specific to that particular site in the bowel, with most frequent contractions in the
oral parts of the bowel (15, 16, 42).

MMC I is almost silent, while phase II consists of irregular contractions. Phase IV
in turn occurs after phase III and represents a short transition period back to phase
I (41). In the most proximal and distal parts of the digestive tract, muscle under
voluntary control complicates motor patterns. Many disorders of the
gastrointestinal tract are caused by, or associated with, disordered motility (43).

A somewhat simplified summary of motor function would state that sensory
neurons, sensitive to chemical and mechanical stimuli, propagate orally to synapse
to excitatory motor neurons and aborally to synapse with inhibitory motor neurons
(14), thus being able to orchestrate an appropriate response to whatever is detected
by the sensory neuron.

The precise motor response of the bowel depends on which neurotransmitters and
which receptors are present at the specific location and at the particular moment
studied. These in turn depend on a multitude of factors, such as state of mind,
stress levels, food content, amount of ingested food, blood glucose levels, possible
medications, and so on. Some factors have previously been discussed, and several
other, yet undiscovered factors probably also affect intestinal motility. Although
some neurons act directly on intestinal muscle cells, ICCs have been shown to be
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able to enhance and decrease the effect of different locally released transmitter
substances or circulating hormones (40, 44, 45).

Changes in motility can be evoked by various conditions and diseases, such as
diabetes mellitus and Parkinson’s disease. Nervous axons themselves can also be
affected by disease (46-48). Changes in intestinal motility affect all people at one
stage or another, whether evoked by stress or bad prawns, and since 1899 when
Bayliss (49) made his experiments on dog intestine to try to map the system for
intestinal control, the matter has been subject to intense research. It is still,
however, difficult to completely understand how the at least 10® neurons and
numerous hormones work together in the quest to pass food from the mouth to the
anus, extracting energy and building blocks from it (27). This thesis is merely a
microscopic contribution in this quest to better understand the complex play at
work in intestinal motility.

Evaluation of intestinal motility

The study of motility in different parts of the bowel is not always easily feasible.
Intraluminal pressure monitoring, or manometry, is one method employed to study
intestinal motility, and it is used to detect abnormal motor activity within the
esophagus, stomach, small bowel, and large bowel. Reach of the instruments set
the boundaries for this type of evaluation (43, 50). Different types of manometry
equipment all share a common principle; pressure-sensitive gauges mounted on a
tube are inserted into the gastrointestinal tract, and motor activity or MMCs are
recorded as contractions which raise intraluminal pressure (43). Abnormalities in
MMC 111, as well as lack of activity, could suggest underlying CIPO or enteric
dysmotility (ED) (48, 50-52). Other methods of studying intestinal motility
include a capsule (smart pill) that monitors intestinal pressure and pH during its
passage through the gastrointestinal tract (53).

Traditional radiography can be used to study esophageal motility, since the act of
swallowing can be recorded on video (54). Plain radiography or computed
tomography or passage examination is extensively used to try to rule out
mechanical obstruction or perforation in the acute abdomen (48, 55, 56).

To study emptying of solids from the stomach, scintigraphy is considered the gold
standard method, and scintigraphy can also be used to study colon emptying (43,
50). The method involves the ingestion of a standardized low fat meal, often an
egg, where the yolk has been labeled with technetium, and subsequent detection of
the isotope passage using a gamma camera (57, 58). Apart from standardization of
the ingested meal, the method relies on standardization of the subject position,
prior fasting period, scanning methods, and methods of calculation. Different
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centers tend to have their own standardization and own control groups. The
method is reproducible and is a useful screening tool for delayed gastric emptying
and the results can be abnormal as a sign of underlying small bowel dysmotility.
The method is non-invasive, but is associated with a small amount of radiation and
necessitates the gamma camera on location (57).

Some difficulties can be overcome using another non-invasive method, namely the
BC-octanoic acid breath test. The method involves the collection of breath samples
after the ingestion of a solid meal, where again the marker, in this case octanoic
acid, has been added to egg yolk. After disintegration in the duodenum, the
octanoic acid is transported to the liver, where it is oxidized into CO, and
thereafter exhaled. The main parameter determining the amount of CO, in breath
is the rate of emptying from the stomach into the duodenum (59-61).

Magnetic resonance imaging (MRI) can be used to assess gastric emptying and
small-intestinal motility, but is not to date a widely used tool, perhaps because of
its relatively high cost and limited availability (62, 63). There seems to be
potential for the method, though; in new dynamic cine-MRI it is possible to study
motility in a completely new way. The limited availability of MRI machines as
well as the horizontal position of the subject make the method impractical, and it
is still inferior to manometry today (64).

The progress of radio opaque markers through the gastrointestinal tract using
radiographs is another method of studying motility (10, 11, 43, 65-67). It is
relatively inexpensive and readily available, requiring only equipment for
fluoroscopy. The method does not necessitate preparations. Modified versions of
the technique can even be used to assess transit times in all segments of the bowel,
gastric and small intestinal as well as colonic (11).

Full-thickness biopsy

Intestinal histology, studied via full-thickness biopsies, can reveal signs of
denervation, absence of muscle cells, and other signs, explaining a disturbed
motility detected by the methods described above. A full-thickness biopsy can be a
powerful complement in the evaluation of gastrointestinal motility disorders and is
obtained via minimally invasive surgery (68). Laparoscopically, the abdomen is
inspected and the small bowel is exteriorized and a diamond-shaped biopsy
measuring about 1 cm X 1 c¢m is obtained (69). In Malmg, a section 1 m proximal
to Bauhin’s valve is selected (70, 71). There is evolving evidence that
histopathological analysis of full-thickness biopsies in severe gastrointestinal
motor disorder can contribute to accurate diagnosis and determine outcome, and
may also contribute to changes in patient management in some cases (71).
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Evaluation of the autonomic nervous system

Several methods are available for autonomic testing, and most tests measure
various cardiovascular autonomic reflexes. For example, the deep-breathing test is
used to measure the degree of sinus arrhythmia during deep breaths and is
considered a parasympathetic test. The orthostatic test evaluates the heart rate and
blood pressure reaction in response to tilting of the body, evaluating both the
parasympathetic and sympathetic nervous system. In the case of blood pressure
reaction, it mainly reflects sympathetic function. A Valsalva test evaluates
parasympathetic function by monitoring heart rate in response to the Valsalva
maneuver. The cold-pressor test in turn evaluates sympathetic function in response
to contralateral cooling of the hand (72, 73). When studying populations with
different ages and a female predominance, which has been done within this thesis,
age and sex has to be taken into consideration, as autonomic function deteriorates
with advancing age and some parameters differ between sexes (74, 75).

Functional and motility disorders of the gastrointestinal
tract

Gastrointestinal complaints that could be attributed to an underlying
gastrointestinal dysfunction or disorder, without visible organic explanation in
routine examinations, tend to have a female predominance, and are very common
in the population, causing considerable morbidity in the community (76). Some
defined functional and motility disorders relevant to this thesis will be discussed
further.

Irritable bowel syndrome

Many people consult doctors with gastrointestinal complaints, and as many as
10%-20% have problems so severe that they are considered to suffer from the
illness “irritable bowel syndrome” (IBS), a disease that affects women 1.5 to 3
times more often than men. The reason/reasons underlying the condition are not
completely known (77). IBS is the most commonly diagnosed gastrointestinal
condition and accounts for approximately 30% of all referrals to
gastroenterologists and 3% of all visits to general practitioners (78). IBS is a
functional bowel disorder (FBD) characterized by chronic abdominal pain and
altered bowel habits identified by its symptoms. The pathophysiology of IBS
remains uncertain. It is viewed as a disorder resulting from an interaction among a
number of factors (76). Previous diagnostic criterion (ROME II) presumed the
absence of a structural or biochemical explanation (79). However, the assumption
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that research will reveal that IBS or subgroups within the IBS group will
demonstrate such structural or biochemical features have led to the presumption
having been omitted in the current criteria (69, 76).

IBS is therefore diagnosed using the ROME III criteria, which states the
following:

Diagnostic criterion™®

Recurrent abdominal pain or discomfort** at least 3 days/month in the last 3
months associated with two or more of the following:

1. Improvement with defecation
2. Onset associated with a change in frequency of stool
3. Onset associated with a change in form (appearance) of stool

*Criterion fulfilled for the last 3 months with symptom onset at least 6 months
prior to diagnosis

**“Discomfort” means an uncomfortable sensation not described as pain.

In pathophysiology research and clinical trials, a pain/discomfort frequency of at
least 2 days a week during screening evaluation is recommended for subject
eligibility (76).

Despite multiple investigations, data have been conflicting. No abnormality has
been found to be consistent with IBS, and demonstrable pathological
abnormalities or reliable biomarkers are lacking (76).

The symptoms listed above leading up to diagnosis are present also in healthy
controls, making it challenging to identify a precise underlying pathology. Several
mechanisms behind the symptom-based diagnosis IBS have been suggested and
further investigated. Disturbed motility has been demonstrated using
antroduodenal manometry (80). Visceral hypersensitivity (increased sensation in
response to stimuli), particularly in the rectum, is a frequent finding in IBS
patients (81). CNS modulation or modulation of the so-called brain-gut axis has
been reported, using, among other techniques, MRI (18). Psychosocial factors and
comorbidity with anxiety disorders have been demonstrated, and coping strategies
seem very important in IBS (79, 82-84). IBS has also been shown to coexist with
fibromyalgia in many patients, with ensuing low quality-of-life scores (85, 86). A
comorbid triad of IBS, chronic fatigue, and musculoskeletal pain has recently been
pointed out in a Norwegian population (87). Also recently, in a randomized
control trial, it has been shown that physical activity improves IBS symptoms (88).

Infection is another suggested cause, and the odds of developing IBS are increased
six-fold after an acute gastrointestinal infection. Risk factors for postinfectious
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IBS included young age, severity of initial illness, female gender, anxiety, and
depression (89, 90). An inflammatory pathogenesis has been suggested and
lymphocytes have been demonstrated in the gastrointestinal tract in full-thickness
samples of IBS patients (69), and mast cells have been reported in vicinity of
enteric neurons (91). Altered serotonin signaling (82), autonomic disturbances
(92), food allergy based on IgG antibodies against food itself (93), and genetic
polymorphism, where TNFSF15 is a susceptibility gene for IBS (83), have been
reported.

An IBS diagnosis does not negate another concurrent disease that can affect
gastrointestinal motility. The condition is sometimes considered under-diagnosed,
and some state that only roughly a third of subjects have been formally diagnosed
(77). Many conditions might give rise to symptoms that could be interpreted as
IBS; therefore, diagnosis depends on careful interpretation of the temporal
relationships of pain/discomfort and bowel habits (76). Even if the diagnostic
criterion is carefully used, the group of patients sharing a common IBS diagnosis
is very heterogeneous. Possibly groups within the group could be extracted if an
underlying clear pathology were to be found (69). Of particular relevance to this
thesis is that IBS patients have recently been shown to express antibodies against
GnRH to a larger extent and in higher levels than controls (94), perhaps
representing a subgroup among IBS patients. The female predominance, the
relation to a possible disturbance in autonomic function, and a high prevalence of
depression and anxiety in the IBS group have been important in the selection of
one of the other groups to be studied within the thesis, namely, the patients with
primary Sjogren’s syndrome (pSS), who share the same characteristics.

Chronic intestinal pseudo-obstruction and enteric dysmotility

Patients diagnosed with the most severe forms of IBS may have symptoms that
resemble those of CIPO and ED. However, in contrast to IBS, the CIPO diagnosis
necessitates the symptom of mechanical obstruction and objective signs of
obstruction (95-97). Hence, abnormal small bowel contractile activity in
combination with episodic or chronic signs mimicking mechanical obstruction of
the small bowel is the defining feature of CIPO (48, 52). The condition is highly
morbid and outcome is generally poor, with increased mortality (96, 98).

CIPO is a rare condition with uncertain or unknown prevalence and incidence;
prevalence in Sweden has been estimated to be 3—5 per 100,000 (99, 100).

The diagnosis of ED requires documented abnormal contractile activity, but no
past history of episodes, or current signs, mimicking mechanical obstruction. Nor
should any medication that could potentially give rise to the changes in contractile
activity be present (48). Both CIPO and ED are considerably more severe
disorders compared to IBS, since the conditions need extensive medical and
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nursing therapy, and many patients diagnosed with these conditions need
nutritional support and regular analgesic treatment (101). Patients struck by CIPO
are believed to represent a population that is more ill and has poorer prognosis as
opposed to those with ED, even though both these conditions are linked to poor
prognosis (101, 102). The two conditions share many features, both being highly
morbid and presumed to be linked to neuromuscular gastrointestinal diseases.
Symptoms cannot distinguish between the groups. The distinction is whether there
are subocclusive events with radiological signs of mechanical obstruction, without
its real presence (air/fluid levels on x-ray) (48, 103). Therefore, ED falls in
between IBS and CIPO, with the lower limit being documented abnormal motor
activity, and the upper being absence of radiological signs of subocclusive events.
It has been speculated that ED may represent a subgroup of functional bowel
disorders with a more advanced stage of a disease that can be detected by small
bowel manometry, and that it is characterized by enteric ganglioneuritis leading to
neurodegeneration and progressively impaired function (103).

Since the diagnoses CIPO and ED are set using radiological and manometric
findings in combination with symptoms, the pathogenetic mechanisms may vary
between different patients. However, the diseases are associated with disturbances
in one or a combination of the following areas (55, 104, 105):

- abnormalities in the ENS

- abnormalities in the extrinsic nervous supply

- abnormalities in gastrointestinal smooth muscle
- abnormalities in ICCs

Advances in histopathology in recent years have led to the consensus that in some
cases of severe CIPO and ED, where the etiology remains unknown, full-thickness
biopsy may be beneficial (71). Studies of such biopsies have made possible a
classification of neuromuscular pathology into the main groups of visceral
myopathy, visceral neuropathy, and combined visceral neuromyopathy (103, 105).
Some of the abnormalities are shared with other diagnostic entities and may be
secondary to a known cause or idiopathic (105). In some rare cases, specific
genetic mutations have been linked to CIPO, such as in the case of Waardenburgh-
Shah syndrome (deafness and pigmentary anomalies in association with
megacolon) (106). CIPO is most often referred to as a sporadic form, which is in
contrast with the finding that some genes are associated with CIPO (99, 106, 107).
Viruses (108); gynecological cancer (109); neuromuscular diseases, including
amyloidosis; diabetes mellitus; Ehler-Danlos; and systemic sclerosis are also
associated with CIPO (99, 107, 110). Diseases affecting the CNS or ENS can
naturally also cause CIPO, and the most renowned examples are Hirschsprung’s
disease, neurofibromatosis, von Recklinghausen, or even stroke affecting the ANS
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(99). Not to be forgotten in this context is the patient described earlier, who
developed CIPO after repeated buserelin injections (70). Paraneoplastic CIPO has
been reported in some cases related to antibodies against neural structures, such as
antineuronal nuclear Hu antibodies (111-113).

Although great advances have been made in pathology in recent years, the need of
consensus and similar treatment of biopsies is pivotal for future histopathological
research. Today, differences in staining techniques and preparation techniques
make it very difficult to compare results, and much of the interpretation relies on
skilled individual pathologists (71, 114). Access to such a pathologist (Béla
Veress) has been crucial to the thesis.

Gastroparesis

Gastroparesis or delayed gastric emptying is a common cause of nausea, vomiting,
and other upper gut symptoms. The true prevalence of gastroparesis is unknown
(115). In the US population, the incidence per 100,000 individuals has been
estimated to be 37.8 and 9.6 for women and men, respectively. The condition was
associated with significantly lower overall survival as compared to age- and
gender-matched controls, hence, a rare condition, but associated with poor
outcome (116). It is more common in patients with diabetes mellitus, where 11%—
18% report symptoms, in particular, those with long-standing disease (46, 117).
The etiology of gastroparesis can vary. The main categories are considered to be
diabetic and idiopathic, which account for about one third each. Postsurgical,
secondary to neurological and collagen vascular, constitute the major part of the
remaining third of the categories of suspected causes (117, 118). There are several
abnormalities that may result in motor dysfunction of the stomach, including
autonomic neuropathy, enteric neuropathy, abnormalities of ICC, sudden
fluctuations in blood glucose, and psychosomatic factors (117, 118).
Histopathology shows that myopathic disorders are uncommon. In gastric
biopsies, the most common intrinsic defects are recognized in the ICCs.
Gastroparesis has also been reported to be associated with immune infiltration and
neuronal changes, as in the case of CIPO (118).

In the case of Sjogren’s syndrome, only one study has reported objective signs of
impaired gastric emptying (IGE) (119). Symptoms of IGE and other
gastrointestinal symptoms are, however, frequently encountered in pSS patients
(25,120, 121).
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Sjogren’s syndrome

Primary Sjogren’s syndrome (pSS) is a chronic inflammatory disorder affecting
mainly exocrine glands, resulting in dryness of primarily the eyes and mouth
(122). pSS is diagnosed according to the American-European Classification
Criteria (AECC), which requires fulfillment of at least 4 of 6 criteria, including
some sign of autoimmunity (focal sialadenitis or presence of anti-SS-A and/or
anti-SS-B antibodies) (123). The prevalence of pSS has been estimated to be
0.1%—-0.6% (124). Apart from affecting exocrine glands, pSS has been reported to
affect multiple non-exocrine organs, such as the nervous system and the
gastrointestinal tract (122, 125). Previous studies have also shown that it can affect
the ANS, and through this has the potential of affecting function in various organs,
including the gastrointestinal tract (25, 126). Dry mouth is the most common
complaint. Taking this into account, lack of saliva has been put forward as one
explanation for swallowing difficulties, the most predominant symptom from the
gastrointestinal tract (122, 127). However, many have demonstrated a lack of
association between the symptom of dysphagia, salivary flow, and manometric
abnormalities (128, 129). In one previous study, delayed gastric emptying was
detected in 70% of pSS patients (119). It has been reported that many patients
suffering from pSS also suffer from IBS and functional dyspepsia (FD) (120). It
has also been reported that pSS patients express antibodies directed against GnRH
to a greater degree in comparison to control patients with systemic sclerosis,
another disease known for profound intestinal involvement (120).

In vitro fertilization

In 2008 in Sweden, 13,408 complete IVF treatments were conducted, resulting in
3438 live births (130). An IVF is a procedure intended to overcome infertility and
produce pregnancy. Generally, it means the hormonal stimulation of female
ovaries to produce oocytes that are subsequently aspirated and later fertilized in a
laboratory before being reinserted into the female uterus (130). Such a procedure
usually spans two weeks and is referred to as an IVF cycle. The first successful
IVF treatment led to a tubal pregnancy and was first described by Steptoe and
Edwards in 1976, a pregnancy that had to be terminated due to its location. Two
years later, the woman in question delivered a girl weighing 2700 g (131, 132).
The Nobel Assembly at Karolinska Institutet awarded the Nobel Prize in
Physiology or Medicine in 2010 to Robert G. Edwards for the development of
human IVF (133).
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In the first successful IVF treatment, a single oocyte was recovered in a natural
ovulatory cycle. Nowadays, this has changed, and many different protocols are
used in the IVF setting, aimed at creating multiple mature oocytes to be harvested
and reinserted (134). Protocols are referred to as short or long protocols. In short
protocols, sometimes GnRH antagonists are preferred over GnRH agonists.
However, long protocols, in a meta-analysis seem to be more successful than short
ones (134). A commonly used protocol starts with the administration of a GnRH
agonist for two weeks to down-regulate luteinizing hormone (LH), preventing an
LH surge and subsequent ovulation, destroying the possibility of harvesting
oocytes. Subcutaneous or nasally administered GnRH can be used. The initial
stimulatory effect of GnRH can be cancelled using oral contraceptives or by
choosing the luteal phase of the menstrual cycle to begin treatment. The woman is
then stimulated using human menopausal gonadotropin (hMG), follicle-
stimulating hormone (FSH), or both, all under the continuation of GnRH to
prevent an LH surge (135). Oocytes are recovered after injection of human
chorionic gonadotropin (hCG), which has LH activity and can be used to imitate
the LH surge. Recovery is achieved using vaginal ultrasound and an aspiration
technique. Retrieved oocytes are fertilized in the laboratory dish. If sperm quality
is poor, sperm can be injected into the oocyte (136). The fertilized oocytes are then
placed in a medium and cultured, trying to create an environment similar to that of
the uterus. About 48 hours later, the best embryo or embryos are selected and
reinserted into the uterus via a catheter (137).

The risks of IVF treatment are mainly related to multiple gestations, and most
risks have been related to the child, with increased risk for preterm birth, cancer,
or neuropsychiatric disorders (138). Risk seems small and is considered to be
declining with advancing technique (138). For the mother, a possible relation to
ovarian cancer risk has been discussed. One possible reason is that ovarian
pathology can cause both infertility and cancer risk (139). Other risks have been
related to the ovarian stimulation treatment and ovarian hyperstimulation
syndrome (140).

Gonadotropin-releasing hormone

The reproductive axis is controlled by GnRH, which is produced in hypothalamic
neurons and secreted in a pulsatile fashion (141). GnRH reaches the anterior
pituitary via the portal circulation and stimulates secretion of FSH and LH through
GnRH receptor (GnRH-R) activation (142). FSH and LH target the gonads and
regulate secretion of steroid hormones, like estrogen and progesterone (19, 143).
In vertebrates, 23 native forms of GnRH exist. They are all decapeptides, and
changes in amino acids in molecular positions 5 to 8 make them different from one
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another (144, 145). This, through evolution, highly conserved peptide, can be
expressed in more than one form in each vertebrate, some expressing up to three
forms (143, 145, 146). In mammals, 2 types of GnRH have been deemed relevant.
Known functions of these different GnRH types include

- GnRH 1, which takes care of regulation of the hypothalamic-pituitary axis and
gonadotropin production, and

- GnRH II, which is distributed in the brain, in particular the hind brain and spinal
cord, thus being extra-hypothalamic. It is believed to participate in reproduction
and sexual behavior through a neuromodulator role (145, 147).

Different receptors for GnRH have been described in mammals, although one
(GnRH-RII) is not expressed as a fully functional receptor, due to a genomic stop
sequence/frame shift (143, 148). However, GnRH II seems to be able to signal
through the type I receptor (145, 149). GnRH was first isolated and characterized
by Nobel Prize winners Roger Guillemin and Andrew Schally (1977). In vivo, its
short half-life of 2—4 minutes, in combination with secretion into the portal
circulation of the pituitary, which is anatomically inaccessible, has rendered
sampling very complicated (141). Instead, pulses of the downstream-secreted LH
are studied.

A variety of GnRH analogs are available on the market, derived from the native
GnRH with substitutions in positions 6 and 10 of the native decapeptide, resulting
in longer half-life and stronger binding to the receptor (142). Buserelin, for
instance, is deemed to be 20 times more potent than the native analog (142).

The GnRH-R is a G-protein-coupled receptor with seven transmembrane domains,
through which GnRH is believed to exert different roles (149). GnRH-Rs have
been found in hypothalamus, brain, placenta, endometrium, myometrium, decidua,
ovary, breast/mammary glands, testis, sperm, prostate, lymphocytes, T cells,
mononuclear blood cells, spleen, liver, pancreas, kidney, adrenal glands, heart,
skeletal muscle, submaxillary glands, gastric parietal cells, spinal chord, retina,
and various cancers and cancer cell lines (143).

There are two main ways of using GnRH analogs in the clinical setting, one being
the administration in a stimulating, pulsatile fashion and the other being
continuous administration with down-regulating effects. Pulsatile, intravenous
administration can be used to restore normal function in the pituitary-gonad axis
and restore fertility (141). At first, GnRH analogs stimulate the release of LH and
FSH, but after about 10 days of chronic treatment, they result in desensitization of
gonadotropin secretion (150). This ultimately means chemical castration, which
means that GnRH agonists are useful in several different clinical settings, such as
in
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- sex-hormone-dependent neoplasms such as prostate, ovary, and breast
cancers;

- settings where sex hormones are considered to exacerbate medical
conditions, for example, endometriosis, uterine fibroids, and polycystic
ovarian syndrome;

- precocious puberty; and

- cases where pituitary hormones can interfere with the clinical goal, as in
the case of IVF treatment (141).

The way in which the down-regulation of receptor sensitivity is achieved is not
completely known, and many possible mechanisms are presented (143).

Since hypothalamic GnRH is not considered to reach the systemic circulation,
speculation has been made regarding possible autocrine/paracrine actions in
addition to its hormonal effects (151). The way in which GnRH interacts with the
GnRH-R, evoking different reactions in different tissues, is a matter of intense
research; at one end it causes the pituitary synthesis and release of LH and FSH,
and at the other extreme it has a potential role in apoptosis and inhibition of cell
proliferation of cancer cells and other cells in vivo and in vitro (an effect not
linked to sex hormones) (143, 149). Several variables are thought to influence the
GnRH effect: the pulse, speed, and amount of GnRH; the setting in which the cell
that is exposed to GnRH finds itself;, complex intracellular signaling cascades,
involving mitogen-activated protein (MAP) kinase; calcium; the cells’
cytoskeleton; protein kinase C; and many more, all taking part in the complex play
that determines the cells’ reaction to GnRH (143, 145, 149, 151).

Not all effects of GnRH have been completely explored. It seems to be a player in
different stages of mammal development and to influence reproductive health; it
may influence neural networks, potentially can interfere with biology in cancerous
cells, and perhaps even evoke cell cycle arrest and apoptosis (143, 145, 149). In
most target cells, the biological role and the response evoked by GnRH are not
known and need further research and elucidation (143).

Gonadotropin-releasing hormone in the bowel

It is presumed that GnRH release is linked to the availability of nutrients and that
onset of puberty and mammalian reproduction are linked to GnRH secretion at a
hypothalamic level, establishing one connection between GnRH and the
gastrointestinal tract (152). Other studies implicate a more direct role for the
reproductive peptide hormones in the gastrointestinal tract (144).
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In rat, GnRH and GnRH-R mRNA and/or peptide has been found in ganglion cells
of the myenteric plexus (153), on gastric smooth muscle cells (154), and on
parietal cells in the epithelium (155). The role of GnRH in the gut is not
completely elucidated, but GnRH analogs have been shown to inhibit gastric
secretion and gastrin release in rat and dog (156, 157), to inhibit cell proliferation
in gastric epithelium (158), and to protect enteric rat neurons in culture when
continuously stimulated (159), whereas shorter stimulation inhibits cell
proliferation in gastric smooth muscle cells (154).

The analog leuprolide has been reported to restore motor function in the
gastrointestinal tract in female, ovariectomized rats (160). In 1989 Mathias et al.
(161) made an informal initial study attempting to treat 4 female patients with
FBD, using the GnRH analog leuprolide and estrogen add back. In 1992 a patient
who had had a heart-lung transplant and developed a cytomegalovirus (CMYV)
infection, developed CIPO and was successfully treated with the GnRH analog
leuprolide, reducing the delay of gastric emptying by about a third, although she
still had about 3 times the normal value of t(half) as compared to healthy controls
(162). In 1994 Mathias et al. (163) completed a placebo-controlled study of 30
women with FBD, using leuprolide, having significant effect on a composite score
evaluating the perception of abdominal pain, nausea, vomiting, bloating, early
satiety, and anorexia compared to baseline.

In 1998 a multicenter study by the same group was made involving 100
premenopausal women with FBD, again using leuprolide and a composite score;
significant effect over placebo was achieved for 2 of the domains, namely
abdominal pain and nausea (2).

In 2005 another investigator, Palomba (164) used leuprolide at 2 centers in Italy,
in a double-blind, controlled study of 120 patients suffering from IBS. Measured
with 2 quality-of-life scores, leuprolide achieved significant improvement over
placebo in GnRH-treated women. Additional significant effect was achieved using
hormone add-back therapy.

GnRH-immunoreactive (IR) neurons were found in human gastrointestinal tract in
2007, in the patient that is the origin of this thesis (70). In another case report of
2010, a patient suffering from intestinal dysmotility and gastroparesis, along with
a high titer of GnRH antibodies and reduced numbers of GnRH-IR enteric
neurons, was described by Ohlsson et al. (159). GnRH immunoglobulin M (IgM)
antibodies have, then, been found in higher prevalence and at higher levels in IBS
and dysmotility patients (94).

The mechanism of action of GnRH is poorly understood, and speculation on
action through activation of GnRH receptors located on myenteric neurons has
been made, proposing GnRH analogs as neuromodulators (144). The involvement
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of other reproductive axis hormones has also been put forward, and the finding
that LH alters myoelectric activity in rat small bowel has further underlined them
(165). In 2009 it was suggested that GnRH interacts with glucagon-like peptide
(GLP)-1 and GLP-2 through paracrine and autocrine ways, taking part in glucose
metabolism and insulin secretion (166).
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Aims of the thesis

The overall aim of this thesis was to explore the relation between GnRH and
gastrointestinal symptoms and dysmotility. The aims of the individual studies
were as follow:

Paper 1

To assess the prevalence of IGE in patients with pSS, a group with high levels of
GnRH antibodies, using the octanoate breath test, and to study associations
between objective signs and symptoms of AD, IGE, and inflammatory and
serological features of pSS.

Paper 11

To compare the degree of gastrointestinal complaints in different patient
populations in which high levels of GnRH antibodies had earlier been described,
using the Visual Analog Scale for Irritable Bowel Syndrome (VAS-IBS)
questionnaire.

Paper 111

To retrospectively scrutinize patients with gastrointestinal dysmotility so severe
that they had had full-thickness biopsy, for information on coexisting diseases and
etiologic factors, and to describe expression of GnRH in the ENS and antibodies
against GnRH in serum, in order to investigate whether GnRH depletion is a
widespread problem in this patient group.

Paper IV

To study the presence of LH receptors in the gastrointestinal tract, and if present,
compare receptor expression in patients with or without severe gastrointestinal
dysmotility, to establish one possible mode of action for the reported effect of
GnRH analogs on gastrointestinal symptoms and motility.

Paper V
To assess gastrointestinal symptoms and the presence of antibodies against GnRH
and its receptor in serum in women before and after IVF treatment with buserelin.
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Paper VI
To investigate possible enteric neurodegeneration and titers of GnRH antibodies in
rat, in response to repeated administration of the GnRH analog buserelin.
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Materials and Methods

Subjects

Paper I

Patients with pSS: Twenty-eight consecutive patients (26 females) with pSS
according to the AECC (123), from the outpatient clinic at the Department of
Rheumatology, Ské&ne University Hospital, Malmo, who had previously been
included in a prospective study on AD (25), were included in the current study.
Their median age was 62 years, range 29—65 years.

Control population: The octanoate breath test controls consisted of 50 healthy
controls recruited among laboratory staff and their relatives and friends (median
age 43 years, range 25-59 years, 25 females). The control group for the deep-
breathing test and the orthostatic heart rate test consisted of 56 healthy individuals
(median age 40 years, range 16-59 years, 22 females), all of whom had passed a
health examination without signs of cardiovascular disease, respiratory disorders,
or diabetes mellitus (167). The controls for the orthostatic blood pressure reaction
test consisted of 238 healthy non-diabetic individuals (median age 60 years, range
16-96 years, 106 females) (168). The finger skin blood flow test controls
consisted of 80 healthy subjects (median age 43 years, range 19-81 years, 37
females), all of whom were non-smokers without any history of vascular disease,
and were not taking any medication (74).

Paper 11

Patients with IBS: Thirty-nine consecutive female patients (median age 37 years,
range 18—69 years) visiting the out-patient clinic at the Department of
Gastroenterology during a two-year period, suffering from abdominal pain and
altered bowel habits, lacking objective abnormal findings, and who fulfilled the
Rome III criteria, were classified as having IBS and included (76). None had
nutritional support or opioid analgesics.

Patients with motility disorders: Twenty-one consecutive female patients
(median age 43 years, range 26—84 years) referred for laparoscopic full-thickness
biopsy because of symptoms or signs of severe dysmotility between 1998 and
2009, or patients with a severe motility disorder having had a bowel resection
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within the time frame were identified. Sixteen patients fulfilled the diagnostic
criteria for ED and 5 for CIPO (48, 55, 97, 169). Ten of the patients had peroral
nutrition, whereas 11 had supplements of enteral or intravenous nutrition.
Seventeen used opioid analgesics.

Patients with pSS: The 26 female pSS patients from Paper I (median age 62
years, range 29-65 years) were willing to be included in the study. None of the
patients had previously undergone abdominal surgery, and none had nutritional
support or opioid analgesics.

Control population: The control group was recruited among hospital staff and
consisted of 52 healthy female volunteers (median age 44 years, range 22—77
years) who had not undergone prior abdominal surgery.

Papers Il and 1V

Patients with motility disorders: Twenty-two patients (19 females), having had
full-thickness biopsy, mainly the same as in Paper II, with remaining,
representative material containing sufficient amount of ganglia for GnRH and LH
receptor staining, were included in a retrospective manner (median age 44 years,
range 18-96 years). Regarding GnRH staining, 14 patients were diagnosed with
ED and 8 patients with CIPO. In total, 19 small bowel specimens and 8 large
bowel specimens were available, reflecting material from resections, with both
small and large bowel specimens present in 5 patients. Fifteen patients (13
females) had available biopsies for LH receptor staining, out of these 10 patients
were diagnosed with ED and 5 patients with CIPO.

Histological control group: As controls for GnRH and LH receptor +/- neurons
in small bowel, sections from 6 cases (3 females) of bowel resection due to non-
obliterating adenocarcinoma of the jejunum and ileum, and 2 cases of colonic
carcinoma were used (median age 69 years, range 53—85 years). Regarding large
bowel, the control group was 8 cases (5 females) with large bowel resection due to
diverticulosis (median age 74 years, range 60—87 years). All samples were taken
from areas with normal macro- and microscopic appearance, 10 cm above the
tumor in the small bowel and from diverticulum-free normal parts of the colonic
specimen.

Antibody control group: A cohort of 456 healthy blood donors were analyzed for
the expression of GnRH antibodies in serum (94). From this cohort, 2 age- and
gender-matched controls were randomly extracted for each patient sample and
served as controls.
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Paper V

Patients with IVF: One hundred and twenty-four consecutive patients at a fertility
clinic in Malmo, using buserelin, were included. The mean age was 34 (range 24—
41) years. Patients had been subjected to IVF treatment from 1 to 9 times, for
39.5% this treatment was the first.

Control population: Sixty-five age- and gender-matched controls, median age 37
(range 24-61) years, were recruited and answered questionnaires. A cohort of 69
healthy, female blood donors, median age 47 (range 23—64) years, served as
controls for antibody tests.

Paper VI

Animals: Female Sprague-Dawley rats (n = 33, 170-180 g) were used. Twenty
rats were given 20 pg (1 mg/ml) of the GnRH analog buserelin subcutaneously,
whereas 11 received saline injections and were treated and sacrificed in a similar
fashion. Animals were given injection treatment for 5 days. Three weeks later, a
portion of them were deeply anaesthetized and euthanized. This process was
repeated up to 4 times, rendering 4 different groups, whereby 3 (buserelin) + 2
(controls) had had treatment once (B1), 3 + 2 had had treatment twice (B2), 8 + 4
had had treatment 3 times (B3) and the remaining 6 + 3 had had treatment 4 times
(B4). Two naive rats were euthanized and used for examination of the presence
and cellular localization of LH receptors.

Methods

All studies were performed according to the Helsinki declaration and approved by
the Ethics Committee of Lund University (ethic committee approval numbers
472/2006, suppl 2011/44, 2008/563, 2009/209 and LU 735-02). All patients gave
their informed consent before entering the studies. The animal trials of Paper VI
were approved by the animal ethics committee, Lund and Malmd, Sweden.
Animals were used in accordance with the European Communities Council
Directive (86/609/EEC and 2010/63/EU) and the Swedish Animal Welfare Act
(SFS 1988:534).

Paper I

In Paper I, the octanoate breath test was used. An omelet was ingested under
standardized conditions. End-tidal breath samples were obtained before the meal
and subsequently every 15 minutes. The samples were sent to Linkoping for
analysis. The half time (t,,) and lag time (t;,,) for gastric emptying were calculated
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as previously described in detail by Ghoos et al. (59). The ty, is defined as the time
from ingestion of a bolus until 50% of the bolus has been cleared from the
stomach. The tj,, is the time from ingestion until the bolus is beginning to be
cleared from the stomach.

Laboratory tests

Blood samples were taken to assess signs of disease activity and to rule out other
possible causes of dysmotility. They included, among others, erythrocyte
sedimentation rate (ESR), rheumatoid factor (RF), and immunoglobulin G (IgG).
They were performed as routine analyses.

Autonomic nerve function tests

Deep-breathing test

After supine rest, heart rate was monitored, and once constant, maximal
expirations and inspirations were performed. An expiration/inspiration (E/I) heart
rate ratio was calculated. The E/I ratio mainly reflects parasympathetic nervous
function (170, 171).

Orthostatic heart rate and blood pressure test

Strapped on a tilt table, the subject was tilted to erect position, while heart rate and
systolic and diastolic blood pressures were monitored. An acceleration index was
calculated from R-R intervals before and after tilt, an index that measures both
parasympathetic and sympathetic nervous function, while the blood pressure
reaction is attributed to sympathetic nervous function (172, 173).

Finger skin blood flow test

The subject was seated with a finger of one hand on a holder. The temperature of
the aluminum holder was kept stable, and finger skin blood flow was monitored
with a laser Doppler device. The subject then immersed the contralateral hand and
forearm into a cold-water bath and blood flow was monitored. A vasoconstriction
(VAC) index could be calculated. This has been shown to be a sensitive test for
sympathetic nervous function in the skin (74).

Questionnaire

The self-completed Autonomic Symptom Profile (ASP), assessing AD symptoms,
was filled in during the octanoate breath test. The ASP evaluates presence and
severity of AD symptoms (25, 174-177). Furthermore, patients were assessed for
the presence of symptoms of IBS and FD, according to the Rome III criteria (76).
This assessment was based on the answers from the ASP.
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Paper 11

Self-estimation of gastrointestinal symptoms was performed using the VAS-IBS
questionnaire.

Patients estimated 7 different entities on a VAS scale from 0 to 100 mm, where 0
represents very severe problems and 100 represents absence of problems. The 7
entities were abdominal pain, diarrhea, constipation, bloating and flatulence,
vomiting and nausea, perception of psychological well-being, and the intestinal
symptoms’ influence on daily life. This questionnaire has formerly been developed
and psychometrically tested for patients with gastrointestinal symptoms without
organic causes (178). Since age differed between groups, scores were standardized
for age.

Paper Il and IV

Histological analysis

Full-thickness slices perpendicular to each other were cut and embedded in
paraffin for conventional transversal sections. The remaining part was tangentially
cut. Serial sections from all the blocks were stained according to a protocol for
CIPO analysis. Findings were classified and diagnosis was based upon
international criteria (71, 103). Sections were also stained for GnRH (70, 159).

The number of GnRH and LH receptor +/- neurons per mm length of myenteric
ganglia in transversal sections was counted, and the amount of GnRH + neurons
was expressed as percentage of the total number of neurons. Method accuracy was
verified using protein gene product (PGP) 9.5-labeled neurons.

ELISA

Analysis of anti-GnRH antibodies was carried out by an ELISA method that has
been improved during the work with this thesis; its latest version is presented
below and is also used in Paper V. The ELISA plates were coated with human
GnRH and blocked with bovine serum albumin (BSA). Appropriately diluted
serum was added, and antihuman biotinylated antibody was used to develop a
color reaction measured in a spectrophotometer. Antibody levels were then
presented as relative units (RU). Regarding Paper V, cut-off value in the control
group was defined as levels > 97.5™ percentile. In Paper III, 2 matched controls
per patient were used.

Paper V

Patients underwent IVF according to clinical routines. Nasal inhalations of the
GnRH analog buserelin (Suprecur®, Sanofi-Aventis, Bromma, Stockholm) were
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used. Dosage varied according to clinical response. As treatment-naive samples
for patients, blood samples taken during pre-IVF screening were used in
accordance with the Swedish Biobanks in Medical Care Act (SFS 2002:297).
Blood samples after treatment were collected after the last inhalation. ELISA
assays as described above were performed on this serum, concerning GnRH and
GnRH-R IgM, IgG, and IgA. The VAS-IBS questionnaire from Paper Il was used
and completed before the start of the treatment and after the first 3 weeks of
treatment with buserelin. Five years after the initial treatment, the VAS-IBS
questionnaire and the 36-item Short-Form questionnaire (SF-36) were sent to
patients at home. The quality-of-life form SF-36 is divided into 8 subscales, for
physical functioning, role functioning-physical, bodily pain, general health,
vitality, social functioning, role functioning-emotional, and mental health (179).
Additionally, 2 dimensions can be calculated, physical and emotional health,
according to weighting of the 8 subscales.

Paper VI

The animals were weighed prior to, and weekly during, the study. Blood sampling
was performed by heart puncture before euthanizing the animals. The stomach,
ileum, and transverse colon were used for analysis, as well as tissue samples from
the distal part of the uterine horn, the hypothalamus, and the pituitary. Cryo- and
paraffin-embedded material was processed for immunocytochemistry and
histochemistry.

The thickness of mucosa, and circular and longitudinal muscle layers, was
measured.

Antibodies against human neuronal protein HuC/D (HuC/D) and PGP 9.5 were
used as general neuronal markers. Neurons were counted in submucous and
myenteric ganglia on longitudinally cut sections; a total length of 30 mm, cut at 6—
9 different depths per region and rat was used. Subpopulations were studied with
regard to GnRH, GnRH receptor, LH receptor, VIP, or nNOS. Glial cells were
studied using S100. Apoptotic neurons were demonstrated using antibodies against
activated caspase-3. For ICC detection, c-kit receptor was used. T-lymphocytes
were studied using CD3. Mast cells were examined using toluidine blue staining
and eosinophils using eosinophilic peroxidase.

Serum analyses

The inflammatory markers interleukin 4 (IL-4), interleukin 5 (IL-5), interleukin 13
(IL-13), interleukin 1 beta (IL-1p), tumor necrosis factor alpha (TNF-a), interferon
gamma (IFN-y), and keratinocyte-derived chemokine/growth-related oncogene
(KC/GRO) were measured in sera. Antibodies against GnRH were also studied, as
has been described for Paper I11.
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Statistical analyses

Statistical analyses were performed with SPSS 17-20 (Statistical Package for the
Socal Sciences). Parameters affected by age and gender have been standardized
using a linear regression model in which these parameters were added as
covariates. Parameters were then expressed as z-scores within Paper I and Paper
II. When in doubt regarding skewness, variables were analyzed for normal
distribution by Kolmogorov-Smirnov test. Skewed distribution of several variables
within the thesis has led to the Kruskal-Wallis test or Mann-Whitney U-test being
used for comparisons between groups, and the Spearman rank correlation test for
correlations. Fisher’s exact test has been used for categorical variables. Results
have been presented as median (interquartile range (IQR) limits) unless otherwise
stated. In Paper VI, Dunn’s multiple comparison test (all comparisons against
control) or one-way analysis of variance test (ANOVA) was followed by
Bonferroni’s post hoc test, which was also employed. P-values <0.05 were
considered statistically significant.
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Results

Paper I

In patients with pSS, the age- and gender-standardized t, and t,, were
significantly prolonged in comparison to controls. Twenty-nine percent and 43%
of patients with pSS had a pathologically (>2 standard deviations) prolonged t,,
and ty,,, respectively (Table 2). Although 82% of patients reported various non-
exocrine symptoms, these were not associated with signs of IGE (data not shown).

T, was found to significantly correlate with both ESR (r;= 0.51; p = 0.01) and
IgG (r; = 0.43; p = 0.02). Accordingly, the ESR and IgG were found to be
significantly increased in patients with pathological t,,, compared to patients with
normal t,, (24 mm (range 17-34) vs. 9 mm (range 7-16), p=0.03, and 19.6 mm
(range 14.1-30.8) vs. 15.2 mm (range 10.9-18.8), p = 0.03, respectively).

Rheumatoid factor seropositive patients had significantly prolonged standardized
times as compared to RF seronegative patients for t,, (1.61 (0.09, 2.86) vs. -0.75 (-
1.24, 0.25), p = 0.02, respectively), and ti,, (2.39 (1.18, 4.22) vs. -0.44 (-0.91,
1.05), p = 0.02, respectively). In addition, antinuclear antibody (ANA)
seropositive patients had a non-significant tendency towards a prolonged t,, and tj,,
(p = 0.06).

Patients with pSS were found to have both parasympathetic and sympathetic
dysfunction. Furthermore, patients reported significantly more AD symptoms in
comparison to controls, mirrored by significantly increased ASP scores (Table 2).

Only one autonomic test variable, namely, the lowest diastolic blood pressure
ratio, was found to be significantly correlated with tj,; (r;=-0.47; p = 0.01).

Thirteen patients (46%) were found to suffer from IBS and 25 patients (89%) from
FD according to the Rome III criteria (76). However, no significant associations
between presence of symptoms of IBS or FD and signs of IGE were found (data
not shown).
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Table 2

Results of the octanoate breath test in 28 patients with primary Sjogren’s syndrome (pSS)
and 50 controls, and results of the objective autonomic nervous function tests (ART) and
the Autonomic Symptom Profile (ASP) questionnaire in patients with primary Sjogren’s

syndrome (pSS)

pSS patients

Controls

p-value

Half time (t,)
Half time (t,) pathological
Lag time (tjag)

Lag time (t;,,) pathological

1.18 (-0.71, 2.06)
29%
1.40 (-0.14, 3.11)
43%

-0.06 (-0.72, 0.74)
2%
-0.03 (-0.57, 0.66)
4%

0.03*

0.00%**
0.00%**
0.00%**

ART variables

E/I ratio

Al

VAC index

ISBP ratio

IDBP ratio

ASP variables
Orthostatic intolerance
Urinary dysfunction
Gastroparesis

Autonomic diarrhea
Constipation
Secretomotor dysfunction
Pupillomotor dysfunction
Vasomotor dysfunction
Reflex syncope

Sleep disorder

Total score

-0.82 (-1.47, 0.20)
-0.17 (-0.90, 0.51)
0.31 (-0.43, 1.60)
-0.64 (-1.26, 0.27)
-1.66 (-2.80, -0.29)

1.35 (-0.31, 2.45)
0.12 (-0.55, 1.98)
0.00 (0.00, 1.50)
0.66 (-0.53, 2.10)
1.00 (-0.56, 2.60)
3.36(2.13, 4.41)
1.84 (0.87, 3.00)
0.89 (-0.45, 2.78)
0.00 (0.00, 0.00)
0.39 (-0.11, 1.80)
2.35(0.72, 3.30)

-0.25 (-0.62, 0.60)
0.03 (-0.67, 0.65)
0.09 (-0.67, 0.62)
0.00 (-0.61, 0.70)
0.00 (-0.47, 0.54)

-0.39 (-0.78, 0.79)
-0.51 (-0.71, 0.32)
0.00 (0.00, 0.00)

-0.42 (-0.60, 0.68)
-0.30 (-0.52, -0.18)
-0.45 (-0.72, 0.52)
-0.42 (-0.71, 0.55)
-0.33 (-0.49, -0.20)
0.00 (0.00, 0.00)

-0.05 (-0.79, 0.35)
-0.21 (-0.82, 0.72)

0.01**
0.57
0.07
0.00%*
0.00%**

0.00%**
0.02*
0.00%**
0.02*
0.07
0.00%**
0.00%**
0.00**
0.61
0.00%**
0.00%**

Results are presented as z-scores (median (IQR limits)) adjusted for age and gender as well
as percentage with pathological increased time defined as a z-score >2. P-values were
calculated using the Mann-Whitney U-test and Fisher’s exact test, respectively. *p < 0.05;
**p <0.01; ***p <0.001. E/I = Expiration/Inspiration R-R intervals, Al = acceleration
index, VAC = Vasoconstriction index in response to contralateral cooling, ISBP = lowest
systolic blood pressure in tilt test, IDBP = lowest diastolic blood pressure in tilt test.
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Paper 11

Healthy subjects scored high values on the VAS-IBS scale (median values 95—
100, interquartile ranges 78—100), except for bloating and flatulence that was
present also in controls (86 (71-99)). Before comparison between groups, scores
were standardized for age, since pSS patients were significantly older. Both
patients with IBS and those with motility disorders rated their gastrointestinal
symptoms as more severe compared to controls. Both groups differed significantly
from controls in all variables. There was no statistical difference in any of the
individual symptoms between these 2 groups, except for vomiting and nausea,
which were found to be more common in dysmotility patients (Figure 3).

Although patients reported great impact of intestinal symptoms” influence on daily
life, their overall psychological well-being was not affected to the same extent
(Figure 3).

All variables differed significantly between controls and patients with pSS (Figure
3). However, patients with pSS rated their gastrointestinal symptoms as less severe
than patients with IBS and dysmotility. They had significantly less severe
symptoms than IBS patients in all variables, except for constipation (p = 0.186).
Compared to patients with motility disorders, they differed in all variables, except
constipation (p = 0.247) and psychological well-being (p = 0.252) (Figure 3).

Figure 3
Visual Analog Scale for Irritable Bowel Syndrome (VAS-IBS) z-scores

@ Control 52

O pSS 26
oBs39
#Dysmot 2

Abdominal Diarhoea  Constipation Hoating Vomiting Psychological Influence on
pain well-being daily ife
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Paper III

No complications were reported in relation to the laparoscopy-assisted procedures.
A majority of the patients had undergone abdominal and/or gynecological surgery
several times. It was difficult to evaluate whether these were performed prior to or
as a consequence of dysmotility-related symptoms. Five out of the 19 female
patients (26%) suffered from endometriosis. Three patients had received GnRH
analogs in combination with IVF and had also received GnRH analogs for
endometriosis.

Histopathological analysis revealed inflammatory neuropathy as an independent
disease or in combinations with myopathy in 11 dysmotility patients and
degenerative neuropathy or combined myoneuropathy in the remaining 11
dysmotility patients.

All diverticulosis patients and non-obliterating carcinoma patients, who served as
controls, were found to have normal histology in the samples. GnRH was found in
the cytoplasm of approximately 50% of the myenteric neurons, whereas all other
cell types of the bowel wall were negative. A group of submucosal neurons were
also labeled for GnRH.

When the dysmotility patients as a group were compared to diverticulosis or non-
obliterating carcinoma patients, there was no significant difference regarding
percentage of neurons labeled with GnRH in small or large bowel (p = 0.31 and p
= 0.96, respectively). However, 5 dysmotility patients demonstrated a markedly
lower percentage of labeled neurons as compared to diverticulosis and non-
obliterating carcinoma patients. These 5 could be characterized as outliers, as
shown in the box-plot in Figure 4.
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Percentage of GnRH-labeled neurons in 27 small bowel samples (8 controls, 19
dysmotility patients) and in 16 large bowel samples (8 controls, 8 dysmotility patients).
The outlier number 12 represents a patient with both small and large bowel material.

Three out of these 5 patients had a history of treatment with GnRH analogs as part
of IVF treatment prior to the onset of gastrointestinal symptoms, while the other 2
(one male) had no known history of such treatment.

When the dysmotility patients as a group were compared to controls, there was no
significant difference (p = 0.071) regarding antibody levels in serum. In patients
with reduced expression of enteric GnRH and available sera (n = 4), all had levels
of antibodies above the range of age- and gender-matched controls. Two cases had
been analyzed historically and were not reanalyzed; antibody levels were 400 pg
compared to 0 pg (70), and 1.030 compared to reference value <0.800 for controls
(159). In the presently analyzed patients, the antibody titer was 4.4 RU and 0.6
RU, respectively, as opposed to age- and gender-matched controls where all titers
were found within the range 0.0-0.3 RU.
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Paper IV

All specimens in both the dysmotility group and the control group displayed
material positive for LH receptors. The LH receptor was positive in cytoplasm of
approximately 50% of myenteric neurons and in glial cells, neutrophils,
endothelial cells, and mast cells for both the dysmotility group and the controls. A
group of submucosal neurons were also labeled for LH receptor. The percentage of
labeled neurons in the dysmotility group was 42.50% (IQR 38.25-48.00, range
26.00-60.00) in the small bowel and 50.00% (IQR 23.00-51.00, range 12.00—
59.00) in the large bowel. In controls, the median value was 47.14% (IQR 42.69—
49.49, range 31.69-52.99) and 43.40% (IQR 42.14-46.48, range 32.53-47.44) in
the small and large bowel, respectively, which was not significantly different
between the groups (p = 0.25 and p = 0.68, respectively).

Paper V

The only significant difference in VAS-IBS between patients before treatment and
the controls recruited five years later was with regard to increased nausea and
vomiting in patients, 95 (IQR 87-98) compared to 98 (IQR 92-99), p = 0.011.
Comparing VAS-IBS from before and after treatment shows that treatment in the
IVF setting had significant negative effect on constipation, nausea and vomiting,
psychological well-being, and the intestinal symptoms’ influence on daily life. The
amount of abdominal pain and bloating showed a non-significant tendency
towards worse symptoms during treatment, p = 0.052 and p = 0.079, respectively,
whereas diarrhea was not influenced in a major way (p = 0.617).

Abdominal pain had deteriorated at the five-year follow-up, from 92 (79-97)
before treatment compared to 84 (71-97) at follow-up, p = 0.041, but
psychological well-being had improved compared to the measurement before
treatment, from 87 (69-96) to 93 (79-98), p = 0.036. Nine patients (out of 62
responders) had marked deviations in VAS-IBS compared to before treatment.
These patients were contacted by phone, and the aggravation in symptoms seemed
to be explained by development or exacerbation of IBS symptoms. No one had
developed severe dysmotility. No correlations could be found between number of
treatments and any of the VAS-IBS or SF-36 variables.

Comparing results between patients and controls, obtained in the questionnaires
sent home to patients 5 years after treatment, the only significant difference across
groups was in the role-emotional domain of SF-36, where patients scored norm-
based scores median 56.2 (55.3-56.2) compared to 56.2 (49.2-56.2) in controls (p
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=0.012). No differences were detected regarding feeling of incomplete evacuation
and need to defecate (data not shown).

IgM antibodies against GnRH in IVF patients before and after treatment did not
occur more frequently over cut-off values than in non-treated blood donor
controls. Regarding GnRH-R on the other hand, 2.9% of controls vs. 12% of IVF
patients (p = 0.075) expressed antibodies, and hence showed a trend towards
significance. However, when comparing patients before and after treatment, 12%
expressed antibodies before treatment and 9.6% after treatment (not significant).
Two patients had a major increase in antibody level against the receptor after
treatment, but this was unrelated to symptoms.

Paper VI

All rats looked healthy and exhibited normal activity throughout the study period.
No difference in weight gain between the saline- (control) and buserelin-treated
(B1-4) rats was observed. At the end of the first 3 treatment sessions, buserelin-
treated rats showed a transient increase in body weight compared to control rats (p
< 0.01). Visceral organs appeared normal. Saline-treated rats were pooled into one
control group.

Hematoxylin-eosin revealed a normal histology of the uterus and gastrointestinal
tract in all rats. Repeated sessions of buserelin treatment (groups B3 and B4)
induced a significant thickening of the uterine musculature compared to controls
(medians: control rats 310 um, B1 rats 370 um, B2 rats 386 pm, B3 rats 446 um
(p < 0.01), and B4 rats 435 um (p < 0.05)). Thickness of intestinal layers was
measured, but displayed no significant pattern across groups.

In fundus, 4 sessions of buserelin treatment (B4) significantly reduced the number
of submucous neurons (p < 0.05). In myenteric ganglia, the numbers of neurons
were approximately 10/mm in control, B1, and B2 rats, while being markedly
decreased in rats belonging to the B3 (p < 0.05) and B4 groups (p < 0.001).

In ileum from controls and after 1 to 3 sessions of buserelin treatment (B1-3), the
numbers of submucous and myenteric neurons were approximately 4/mm and
10/mm, respectively. A significant reduction in the numbers of both submucous (p
< 0.05) and myenteric neurons (p < 0.01) were noted in B4 rats.

In colon, 6 submucous neurons/mm were noted in controls and in buserelin-treated
B1-3 rats. The number of submucous neurons was reduced in B4 rats (p < 0.01).
Myenteric neurons were 17/mm in controls as well as in buserelin-treated B1-2
rats. A significant reduction in the numbers of myenteric neurons was detected in
both B3 and B4 rats (p < 0.001).
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No GnRH- or GnRH-R-IR nerve cell bodies or fibers were detected in rat
gastrointestinal tract, irrespective of treatment. Rat hypothalamus, used as positive

control, contained numerous intensely stained GnRH- and GnRH-R-IR nerve cell
bodies and fibers.

Buserelin treatment did not affect the relative numbers of neurons IR for VIP,
except in myenteric neurons in colon from B2 rats (p < 0.05).

Comparison of controls and B1-4 rats revealed no differences in the relative
numbers of nNOS-IR submucous neurons in ileum, while in colon a significant
increase of such neurons was noted in B4 rats (p < 0.01). In myenteric neurons,
nNOS-IR increased in fundus of B3 rats (p < 0.01), and in colon of B1 (p < 0.05)
and B4 rats (p <0.01).

Intense LH receptor immunoreactivity was found in enteric neurons throughout
the gastrointestinal tract, irrespective of treatment. In colon from control rats,
approximately 10% of submucous and 20% of myenteric neurons displayed LH
receptor immunoreactivity. In rats treated four sessions with buserelin (B4),
markedly reduced numbers of both submucous and myenteric LH receptor-IR
neurons were noted (p < 0.05). Approximately 3% of submucous and 12% of
myenteric neurons displayed LH receptor immunoreactivity.

Evaluation revealed no differences in occurrence or topographic distribution of
glia within the gastrointestinal tract between controls and buserelin-treated rats.

No signs of increased presence of inflammatory cells (eosinophilic leukocytes, T-
cells, or mast cells) were noted in the gastrointestinal tract. Neither was there any
increase in circulating levels of interleukins/cytokines noted after the buserelin
treatment. GnRH antibody titers measured in sera were low or absent and did not
differ in buserelin-treated as compared to control rats.

Due to the finding that buserelin-induced neuronal loss was particularly significant
in colon, extended studies on the presence of apoptotic neurons, ICC, T-
lymphocytes, and eosinophilic leukocytes were performed using this
gastrointestinal region.

The major finding in this subgroup analysis was that in control, B1, B3, and B4
rats, extremely few (less then 1% of total) submucous neurons IR for activated
caspase-3 were noted, but in B2 treated rats, the relative number of activated
caspase-3-IR submucous neurons increased and comprised 6.5% (p < 0.01).
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Discussion

IBS and other FBDs are widespread and affect approximately 10%—15% of a
western population, affecting women 1.5-3 times more often than men (77).
Trying to explain why women are affected to a larger extent has led to speculation
regarding connections between sex hormones, particularly progesterone, and
gastrointestinal function (180, 181). GnRH is the hypothalamic hormone in the sex
hormone axis. The GnRH analog leuprolide acetate has previously been shown to
stimulate cycling motor activity in rat gut, through a yet unknown neural
mechanism (160). In addition, leuprolide significantly decreases nausea,
abdominal pain, early satiety, anorexia, and abdominal distension in patients with
FBD (2, 164). Huang et al. (153) have shown GnRH immunoreactivity in rat, in
small and large bowel, and in parasympathetic ganglion. Within this thesis GnRH
has also been shown to be present in the human ENS in Paper III (182), and
antibodies against the peptide have been shown to be more common in IBS and
dysmotility patients as compared to controls (94).

GnRH and its receptor have also been demonstrated in a wide array of organs,
including rat submaxillary glands, where IR materials were colocalized in the
epithelial cells of the serous acinus and glandular duct (143, 183). Furthermore,
exocrine glands are the main target for inflammation in pSS (122). Antibodies
against GnRH have been found in the pSS population studied in Paper I, in which
the population that earlier had demonstrated high prevalence of GnRH antibodies
also showed markedly impaired gastric emptying related to inflammatory and
serological markers (120, 184). Although IGE, at least in diabetes mellitus, is
thought to be related to AD (185), and despite our finding of AD in Paper I, signs
of AD and IGE were not associated. Autonomic dysfunction in pSS has been
attributed to various immunological mechanisms such as antimuscarinic-3 receptor
(M3R) antibodies (186-188); cytokines interfering with nervous signaling (189,
190); and inflammation of autonomic nerves, nerve vessels, and ganglia (191,
192). Since the M3R have a role in regulating gastrointestinal motility (193), the
anti-M3R antibodies also may play a role in delayed gastric emptying, as has been
previously suggested by Kovacs et al. (119) in patients with pSS and by Goldblatt
et al. (194) in patients with systemic sclerosis. The effects of these antibodies may
not be detected by the cardiovascular autonomic reflex tests used within Paper 1.
The lack of association between signs of AD and objective signs of IGE could also
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be due to differences in mechanisms behind cardiovascular AD and IGE, or to the
small sample size. End-organ failure, the effects of which are difficult to
distinguish from the effects of AD, may also obscure associations between AD
signs and IGE. The lack of associations between gastroparesis symptoms and
objective signs of IGE are in accordance with previous studies in diabetes mellitus.
The discrepancy is well known and is under evaluation (195-197).

Comparing the different patient entities within this thesis, all linked to elevated
levels of GnRH antibodies, Paper II would show another conflict seen in daily
practice. Patients with functional diagnosis and severe motility disorder were hard
to distinguish from one another using a symptom-based questionnaire. Health care
professionals consider dysmotility a more morbid condition than IBS, while IBS
patients seem to experience the same degree of symptoms. pSS patients were
found to represent a group in-between healthy subjects and IBS and dysmotility
patients, with regard to presence of gastrointestinal symptoms. The findings
underlined that the very feasible, easy-to-use questionnaire has its greatest
potential when following the same patient over time or separating people with
gastrointestinal symptoms from healthy individuals. Distinguishing between
groups with objective signs of dysmotility and those with IBS was, however, not
possible using the VAS-IBS questionnaire (198).

The case of CIPO that was the origin for this thesis showed a marked reduction of
GnRH-containing neurons in the ENS (70). This led to the scrutiny of full-
thickness samples in 22 patients with severe gastrointestinal motility disorders, in
Paper 111, revealing 5 patients with decreased levels of enteric GnRH-containing
neurons, underlining the possibility for a role as a neuropeptide, since it is not
found in other cells. Three of these 5 had had repeated treatments with GnRH
analogs in an IVF setting (182). Serum was available for antibody analysis in 4 out
of the 5 patients, and these expressed antibodies against GnRH (182). The
importance of antibodies against GnRH in the development of dysmotility is not
known (70, 94, 159). Development of antibodies against GnRH after intermittent
buserelin treatment has been described earlier, but in the setting of allergic
reaction (199). Antibodies against GnRH may be involved in neurodegeneration,
but did not affect neuron survival in vitro (159). Presence of autoimmune
processes against the ENS in CIPO, especially when secondary to malignancy, has
long been known (200, 201). In some cases, antibodies have been proposed as
evoking the enteric neurodegeneration (113). However, the antibodies found in our
patients may also be secondary to exposure of GnRH during a degenerative
process started by other factors, as is the case in other autoimmune conditions
when antibodies that serve as markers for the disease are innocent bystanders
rather than being pathogenic (202). As GnRH and LH receptor content in the
gastrointestinal tract did not differ between controls and patients when whole
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groups were compared, depletion of these peptides is not responsible for the
development of ED or CIPO in general.

In Paper V, the evaluation of 124 patients who underwent IVF treatment would
reveal that treatment did not give rise to antibodies against GnRH or its receptor.
However, the treatment led to several gastrointestinal symptoms when
administered. In a five-year perspective, abdominal pain deteriorated, but
psychological well-being improved. One reason for improved psychological well-
being after 5 years compared to prior to IVF, could be explained by the great stress
it means to go through IVF treatment. None of the investigated patients developed
any severe gastrointestinal motility disorder. It is well known that treatment with
buserelin is associated with gastrointestinal side effects (203), as well as that IVF
is associated with many psychological aspects that might have an effect on
gastrointestinal symptoms (204). No relation between gastrointestinal symptoms
and expression or levels of antibodies in sera was present; suggesting that the
dysmotility patients described earlier in Paper III are not representative of the
majority of patients receiving GnRH as part of IVF treatment (70, 182). Genetic
factors, concurrent infection, and other, yet unknown sensitivity to GnRH
treatment might have been involved in the cases in Paper III, explaining their
possibly GnRH-related severe dysmotility. That buserelin affects VAS-IBS
parameters during treatment underlines prior speculation regarding GnRHs role as
a player in gastrointestinal motor control (144, 166).

Applying what is known today, trying to explain the effects of GnRH on the
bowel, it is possible to speculate on two main explanations.

Endogenous GnRH is secreted into the hypothalamic portal circulation in a
pulsatile fashion. It is rapidly degraded and barely detectable in peripheral
circulation. In contrast, systemically administered GnRH analogs have a longer
half-life and cause greater exposure of the peripheral tissues (141, 143). GnRH
analogs have been suggested to act directly on enteric neurons (144), and GnRH
and its receptors have been reported to occur and play a role in the rat digestive
tract (153, 154, 158, 160, 166). The effect evoked by GnRH through the GnRH-R
on the individual cells in turn depends on a complex combination of pathways and
factors (143). The specific role of GnRH in the gut is today not completely
elucidated, but GnRH analogs have been shown to inhibit gastric secretion and
gastrin release in rat and dog (156, 157), to inhibit cell proliferation in gastric
epithelium (158), and to protect enteric rat neurons in culture when continuously
stimulated (159), whereas shorter stimulation inhibits cell proliferation in gastric
smooth muscle cells (154). It also induces apoptosis and inhibits cell proliferation
in several cancer cells (149, 205). This, taken together, renders a theory wherein
GnRH could exert a direct effect on the gastrointestinal tract. However, within
Paper VI, we could not confirm that rat enteric neurons express GnRH or GnRH
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receptors. These negative findings were unexpected, since the methods used were
able to stain GnRH in hypothalamus and pituitary, but not bowel, as has been
achieved historically by Chinese research groups using different techniques (153).
The suggestion that rat ENS lacks GnRH receptors is, however, supported by
disposition studies where 3H-labeled buserelin given to rats bound only to the
pituitary after bolus, and only a trace amount was found in the gastrointestinal
tract (206). The latter trial has been repeated by Heinrich et al. (207). For humans,
however, the finding in Paper III strongly supports the presence of GnRH, at least,
in human myenteric neurons. Preliminary polymerase chain reaction (PCR) studies
also suggest that GnRH and its receptor are present in the gastrointestinal tract
(unpublished).

A second explanation for the GnRH effect on the bowel might be that GnRH acts
through the sex hormone axis, as it initially raises circulating levels of FSH and
LH (141). Prolonged administration turns off the release of FSH and LH, the
effect sought in the IVF setting (141). It is possible that GnRH exerts its effect on
the gastrointestinal tract indirectly, through pituitary LH release or absence. LH
has also been shown to influence motor activity in rat small bowel (165).
Furthermore, in Paper IV, LH receptors were described on several different cell
types of human gastrointestinal tract, including myenteric neurons (208). In Paper
VI, rats treated repeatedly with the GnRH analog buserelin showed reduced
numbers of submucous and myenteric neurons in fundus, ileum, and colon
compared to saline-treated controls. Paper VI also showed that in rat, numerous
submucous and myenteric neurons in fundus, ileum, and colon expressed LH
receptors. The percentage of LH-positive neurons also declined in colon in
response to GnRH treatment, advocating its importance in the intestinal effect of
GnRH. The finding of enteric neuron death in rats was preceded by an increase in
activated caspase-3 after two treatment sessions, which suggests increased
apoptosis (209, 210). Of interest in this setting is the finding that some laboratory
mice in lactation develop fatal CIPO, along with increased levels of activated
caspase-3 in the gastrointestinal tract (211). The enteric neuron death in rats after
repeated GnRH treatment is in line with a reduced number of GnRH-containing
neurons in the human gastrointestinal tract in Paper III after repeated GnRH
treatment. The effect exerted by GnRH is dependent on which cell type the GnRH
receptor is situated on (143). In the pituitary, stimulation of the receptor leads to
synthesis and release of FSH and LH (141). In some cancer cells, stimulation leads
to increased apoptosis and inhibited cell proliferation (149, 205). Thus, the effect
of GnRH on enteric neurons may be similar to the effect on cancer cells.

Taken together, the findings in this thesis support the idea that GnRH affects
intestinal motility and symptoms, although the exact mechanism through which it
acts remains to be further elucidated. The decrease in neuronal population in rat
ENS related to GnRH administration is disturbing, but earlier epidemiological
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studies (138) and Paper V provide reassuring data on the safety of IVF treatment
for the majority of infertility patients. The findings within this thesis, and the fact
that GnRH seems important in many very different settings, not least in cancer
therapy, further underlines the fact that the role of GnRH is not confined solely to
its effects within the reproductive axis, but also includes, among others, intestinal
effects.

Strengths and Limitations

The strengths of this thesis are that the studies emanate from a clinical problem,
found in a patient with severe gastrointestinal dysmotility after IVF treatment, and
that it involves a comprehensive approach, including both retrospective studies of
patients with gastrointestinal dysmotility and FBD, and a prospective study
evaluating gastrointestinal symptoms in IVF-treated patients, as well as an animal
trial.

There are several limitations of the studies included in the thesis. These include
the small sample sizes in the studies. In addition, control groups would have
benefited from being better matched as well as drawn from the general population.
However, we have tried to address and compensate for these flaws.

Recruiting controls for Paper V was extremely challenging; 248 questionnaires
were sent out to randomized controls in the general population, and after one
reminder only 29 were returned. The reasons behind this are probably multiple.
Women this age are likely to be working full time and also caring for a family,
hence filling in even a short questionnaire might be difficult to prioritize. With
only 12% answering the questionnaire, the risk of not getting a representative
sample of the population was imminent, and the remainder of the control group
was recruited among women of the same age working at Skane University
Hospital. In doing so, we hope to have avoided selection bias, but it may also be
argued that in doing so we have introduced it.

Another flaw is the absence of objective examinations of intestinal motility in the
IVF group, which would, of course, have been preferable. A five-year follow-up
of antibody concentrations would also have been preferable, but only 6 out of 124
subjects consented to new blood samples, even though cinema tickets and
compensation for travel expenses were offered.

The unexpected findings in Paper VI, where GnRH- or GnRH-R-IR neurons were
not present in rat digestive tract, remain surprising. However, using the setup
described within the study, they remain reliable. Immunohistochemical difficulties
in staining bowel peptides or unspecific antibody properties might explain the
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finding. No less, the finding needs to be further addressed. PCR methods or other
techniques may be valuable in achieving this, since the antibody used by the
Chinese group that demonstrated the peptide earlier is not readily available.

Furthermore, the commercial antibodies used in this thesis are developed against
GnRH 1. The cross-reactivity to GnRH II is not known by the manufacturer
(personal communication). Theoretically, both GnRH I and GnRH II may be
present as neurotransmitter and/or hormone in the gut, as in the CNS, but GnRH II
is not guaranteed to be detected by our methods used.

In summary, all papers within the thesis, in some way or another, demonstrate a
relation between GnRH and gut motility. At this stage of research on the topic, the
ability to further underline this relation has to be viewed as a strength, although it
would have been preferable to be able to more precisely state the role of GnRH
and the mechanisms behind its actions.

Future perspectives

The thesis identifies GnRH as a player in the regulation of gastrointestinal
function and motility. It also indicates that some patients, with previous GnRH
treatment, have decreased amounts of the peptide in their ENS. Since few patients
who suffer clinically have a history of treatment with GnRH analogs, it is
important to identify the link between treatment and symptoms, and in doing so,
identify the persons for whom treatment might be harmful.

The effect of repeated GnRH administration on the ENS in rat was established in
Paper VI, where the number of neurons decreased. In the near future, further
animal trials seem to be the best way of trying to identify connections between
GnRH stimulation and loss of neurons in the gastrointestinal tract, and the
mechanism through which GnRH exerts this effect. Two possible scenarios need
to be pursued. In a first step, a direct GnRH effect on enteric neurons could be
further investigated using, for instance, cell cultures. Cultured cells could be
exposed to GnRH in different ways, and not only continuously stimulated, which
seemed to have a protective effect on neurons (159). The second scenario is to
further explore a possible indirect effect through other downstream hormones such
as LH. This could be done by laboratory trials on cell cultures using this peptide.

The physiological effects of the neuronal loss within Paper VI were not studied in
detail. Treated rats did not lose significantly in weight, but other possible
physiological effects such as alterations in transit time in treated rats should be
studied as well as other metabolic parameters. Perhaps other stressors should be
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added into the model to try to provoke the development of dysmotility or neuronal
loss.

To study the GnRH content in full-thickness biopsy material, genetic analyses and
a possible history of GnRH treatment of more patients with severe dysmotility also
seems an attractive way of trying to further map potential causes of GnRH
depletion and dysmotility. Our findings need verification in other cohorts, since
the number of subjects is small.

Further, the possible relation that is hinted at in Paper III, between infertility,
endometriosis, gut dysmotility, and possibly GnRH depletion, needs further
attention. This could be studied using full-thickness material from patients
undergoing surgery for their endometriosis, and could be of particular interest,
since endometriosis itself has been shown to affect the ENS locally (212), and
possibly disturbed menstrual flow and hence tubal dysmotility (213, 214).

In conclusion, verifying our findings in larger patient cohorts and further animal
trials as well as cell culture trials seem to be the most important next steps.
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Conclusions

Forty-three percent of pSS patients have objective signs of IGE, which are
associated with increased levels of ESR and IgG, and are more common in RF-
seropositive patients. Impaired gastric emptying is, however, poorly associated
with both objective and subjective AD variables as well as gastrointestinal
Symptoms.

The VAS-IBS questionnaire can be used to assess the level of gastrointestinal
symptoms in individual patients. However, symptom-based VAS scores do not aid
clinicians in differentiating between different FBDs and motility disorders.

Gonadotropin-releasing hormone is present in about 50% of human myenteric
neurons, possibly in the role of a neuropeptide, since it is not found in other cells.
In addition, there seems to be a subgroup of patients with severe dysmotility who
express antibodies against GnRH and have a reduced expression of GnRH-
containing neurons in the ENS.

Luteinizing hormone receptors are present in the gastrointestinal tract in patients
both with and without severe dysmotility, thus possibly modulating
gastrointestinal motility. In addition, their presence provides a possible mechanism
through which GnRH may affect the gastrointestinal tract.

Buserelin treatment in the setting of IVF causes gastrointestinal symptoms during
treatment, but within the study, it did not cause significant dysmotility or
antibodies against GnRH or its receptor.

Repeated administrations of buserelin are accompanied by up to 50% loss of
enteric neurons in rat. Buserelin-treated rats do not display high titers of GnRH
antibodies in serum, nor do they lose weight as compared to saline-treated control
rats.

Taken together, GnRH and LH receptors are expressed in about half of human
enteric neurons. GnRH seems to affect gastrointestinal motility and function.
Some patients with motility disorders express antibodies against GnRH in serum
and display lower levels of the peptide in the bowel. Repeated treatment with the
peptide in rat causes loss of myenteric neurons.
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Popularvetenskaplig sammanfattning

Konshormon péverkar tarmrorelser

Manga av kroppens funktioner styrs av hormoner. Att hormoner som vi i fOrsta
hand forknippar med fortplantning ocksa skulle kunna spela en avgorande roll for
tarmfunktion dr dock en relativt ny upptéckt.

Fa saker ar sa viktigt for en minniskas vilbefinnande som en vélfungerande
magtarmkanal. De flesta av oss tdnker inte pa att frukostfrallan vi precis svalt ner
ar pd vidg mot en mycket komplicerad utvinnings-, sonderdelnings- och
sorteringsprocess som hade fatt de flesta processingenjorer att rygga tillbaka. En
normal tarmfunktion &r ett komplext samspel mellan hormoner och nervsignaler
som ingen &nnu lyckats kartldgga i sin helhet. Det nitverk, nervsystem, som styr
tarmmotoriken innehéaller ungefar lika ménga nervceller som hjdrnan som styr vért
sjélsliv, tdinkande och alla vara rorelser.

En magtarmkanal i otakt upplever alla nagon gang i livet, exempelvis i samband
med en stressig situation eller en maginfluensa. Fler dn var tionde ménniska har sa
patagliga besvéir fran magtarmkanalen over tid att det klassas som sjukligt.
Besviren bland dem som klassas som sjuka varierar mycket, men det finns
personer som &r sé svart sjuka att de inte klarar att 4ta den mat de behover. Bakom
detta doljer sig sannolikt flera olika for oss dnnu okénda sjukdomar eller orsaker
till varfor tarmen inte fungerar som den ska.

Kvinnor har i storre utstrickning &n mén besvir med tarmen. En kvinna som hade
genomgatt upprepade provrorsbefruktningar utvecklade en gravt stord
tarmfunktion. Hon saknade mottagare pa tarmen for ett hormon, det sa kallade
GnRH-hormonet, som anvinds i samband med provrorsbefruktning. Denna
avhandling syftar till att vidare kartligga det eventuella sambandet mellan detta
hormon och magtarmkanalens rorelser.

Eftersom individer med den reumatiska sjukdomen Sjogrens syndrom med mycket
tarmbesvér, tidigare har visat sig bilda antikroppar mot GnRH hormonet,
undersoktes dessa med avseende pa magséckstomning samt funktion i det icke-
viljestyrda nervsystemet. Undersokningen visade att manga hade forlangsammad
magsickstomning och att detta var relaterat till inflammation hos dessa patienter.
Dessa resultat dr publicerade i delarbete 1.
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Vidare har, inom ramen for delarbete 2 olika patientgrupper som uttrycker
antikroppar mot GnRH-hormonet virderats avseende sina symptom frdn magen
med hjélp av en visuell skala som ofta anvinds i sjukvarden. Det skulle visa sig att
skalan fungerade bra for att kartligga symptomen men tyvérr inte var till ndgon
hjalp nér det géllde att kartldgga den bakomliggande orsaken till symptomen.

For att ytterligare kartldgga hormonets relation till tarmfunktion undersoktes inom
ramen for studie 3, 22 patienter med mycket ovanlig och gravt stérd tarmfunktion.
Studien visade att fem i gruppen hade sinkt antal nervceller i tarmens nervsystem
innehdllande  GnRH-hormonet och att tre wutav dessa ocksd fatt
provrorsbefruktning. Detta var en viktig observation som fortjdnar fortsatt
uppfdljning, men den innebér pa intet sitt att vi etablerat ett orsak-verkan samband
mellan provrorsbefruktning och gravt stord tarmfunktion. Det faktum att de
studerade patienterna tillhor en mycket hart drabbad grupp som ar enormt sjuk i
sin tarm gor ndmligen att ménga andra saker hos dessa individer kan fOrvintas
paverka bade tarmen och formagan att fortplanta sig.

GnRH-hormonet anvénds inom provrorsbefruktning och dérfor undersdktes inom
ramen for studie 5, 124 patienter som fatt provrorsbefruktning. I studien skulle det
visa sig att behandling med syntetiskt GnRH hormon gav upphov till
magsymptom i samband med att det tillférdes och vid uppféljning fem ar efter
behandlingen kvarstod ingen svar motorikstérning. Att behandlas med hormon
innebar inte heller att man utvecklade antikroppar.

Hos den kvinna som var upprinnelsen till avhandlingen hade man gett upprepad
provrorsbefruktning och forst efter den fjarde behandlingen blev symptomen fran
magen riktigt tydliga. Med utgangspunkt i detta sattes inom ramen for arbete 6 ett
djurforsok upp dir réttor fick upprepade behandlingar med syntetiskt GnRH
hormon med pauser emellan. Det visade sig d& att i nervsystemet i rattornas tarm
sjonk antalet nervceller, dock utan att paverka rattornas vikt. Vi lyckades i denna
studie inte hitta GnRH hormonet i rattans tarm och rattorna utvecklade heller inga
antikroppar. Kanske var metoderna for att pavisa detsamma inom ramen for denna
stuide otillrackliga men fyndet ledde till spekulationen att hormonet hos rattorna
och kanske hos ménniska har effekt via andra konshormon. Man kunde ndmligen
ocksa kartldgga ett annat konshormon, luteniserande hormon (LH) som frisétts av
just GnRH, i rattans tarm. Inom ramen for studie 4 kunde dessa receptorer for
detta hormon ocksé pévisas 1 méansklig tarm.

Sammantaget kan sdgas att fynden i avhandlingen ytterliggare understryker att
kénshormonet GnRH forefaller inverka pa tarmen, nagot som ocksd andra
forskargrupper tidigare gjort géllande.

Att behandling med syntetiskt GnRH hormon som ér relativt vanlig, ges forutom
till patienter i samband med provrorsbefruktning ocksa till patienter som besvéras
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av chokladcystor, polycystiska dggstockar, vissa cancerformer, for tidig och
forsenad pubertet och flera ytterliggare tillstdnd, vanligen skulle kunna ge upphov
till rubbningar i tarmens rorlighet &r osannolikt i ljuset av att fler fall inte
uppmérksammats trots extensiv anvindning. Vidare visar studie 5 att problemet
inte heller dr utbrett i samband med provrorsbefruktning. Resultaten i framforallt
studie 3 och 6 ger dock viss anledning till vaksamhet i samband med upprepade
provrorsbefruktningar dd uppkomst av nya magsymtom bor bevakas. Det
eventuella sambandet méste dock ses 1 ljuset av sin vanlighet déar
befolkningsgruppen i studie 3 representerar uppskattat 0.003-0.005 promille av
befolkningen. Sannolikt &r det ocksa s att, de 3 fall dér vi hittat lagre halter GnRH
i tarmen och samtidig provrorsbefruktning, har ndgon annan kanslighet, medfodd
eller forvédrvad eller kanske bada som gjort att mingden hormon innehéllande
nerveeller i tarm sjunkit. Icke desto mindre fortjdinar hormonets péverkan pa
tarmen ytterliggare uppmérksamhet d& avhandlingen visar ett samband mellan
hormonet och tarm dédr sambandets ursprung och natur inte &n ar fullstindigt ként.

63






Acknowledgements

This research was carried out across departments of different branches of internal
medicine at Skdne University Hospital. Without a great deal of support and
enthusiasm from co-workers this work would not have been accomplished. I
would like to express my gratitude to the following people, in particular.

Bodil Ohlsson, my excellent principal supervisor, for continuous support and
encouragement. You have been an excellent guide, providing me with an extensive
education in the field of medical research, and have always been available for
discussion and questions. | treasure your ability to see the opportunity in every
difficulty we have encountered, and the amount of work you have invested in me.

Thomas Mandl, my cosupervisor, for your skillful and extensive guidance, both
scientific and clinical. I admire your vast knowledge in the field of medicine as
well as your equally great knowledge in almost all other fields. You are really the
go-to guy! It has been a true honor as well as a great pleasure to work with you.

Anders Wallmark and Sabina Janciauskiene, who were both pivotal in the medical
effort that lead to the discovery of GnRH in human bowel and in developing the
ELISA method that is the basis for analysis of GnRH antibodies throughout this
thesis. Anders has also been the Director of Studies during my training to become
a specialist in internal medicine.

Agneta Montgomery, coauthor of Papers Il and IV, an inspiration to all doctors.
Thank you for interesting discussions and your substantial contribution.

Béla Veress, coauthor and an excellent pathologist, without whom this work
would not have been possible at all. Your cutting-edge assessments of the material
made it all possible.

Bodil Roth, coauthor, for your hands-on introduction to the field of ELISA and for
interesting discussions and your substantial contribution to Paper V.

Eva Ekbladh, Elin Sand, and Ulrike Voss, the trio of coauthors that made Paper
VI, perhaps the paper within the thesis of which we have most reason to be proud,
happen. Thank you for including me and introducing me to preclinical research
and animal trials.

65



Per Wollmer, Mariette Bentsson, Gunilla Nordin Fredriksson, and Ragnar Alm, all
coauthors, for substantial contribution and interesting discussions.

Lars Stavenow and Maria Ohlsson Andersson, my former and current directors,
for continuous support and encouragement, and for making it possible for me to
work on my thesis under such stimulating conditions.

Daniel Klintman, my clinical supervisor, for support and encouragement, and for
always being available when things go wrong.

All my co-workers at SUS Malmo, for support and help during the performance of
this work.

All patients and subjects in control groups for your much-appreciated participation
in the studies for this thesis.

Lars and Kristina Hammar, my loving parents, and my brother, 4Axel, for being
there for me, believing in me always.

Malin, Malte, Hedvig, and Ester Hammar, my fantastic family, who remind me of
what is really important in life. [ love you endlessly, always.

This thesis was sponsored by grants from the Crafoord Foundation, the Bengt Ihre
Foundation, the Konung Gustaf V:s och Drottning Victorias Frimurarestiftelse,
and the Development Foundation of Region Skane.

66



References

10.

11.

12.

Gershon MD. The enteric nervous system: a second brain. Hosp Pract (Minneap).
1999 Jul 15;34(7):31-2, 5-8, 41-2 passim.

Mathias JR, Clench MH, Abell TL, Koch KL, Lehman G, Robinson M, et al.
Effect of leuprolide acetate in treatment of abdominal pain and nausea in
premenopausal women with functional bowel disease: a double-blind, placebo-
controlled, randomized study. Dig Dis Sci. 1998 Jun;43(6):1347-55.

Larsen WJ, Sherman LS, Potter SS, Scott WJ. Human embryology. 3. ed. New
York: Churchill Livingstone; 2001.

Burns AJ, Thapar N. Advances in ontogeny of the enteric nervous system.
Neurogastroenterol Motil. 2006 Oct;18(10):876-87.

Young HM, Hearn CJ, Newgreen DF. Embryology and development of the
enteric nervous system. Gut. 2000 Dec;47 Suppl 4:iv12-4; discussion iv26.

Anderson RB, Newgreen DF, Young HM. Neural crest and the development of
the enteric nervous system. Adv Exp Med Biol. 2006;589:181-96.

Meyer GW, Austin RM, Brady CE, 3rd, Castell DO. Muscle anatomy of the
human esophagus. J Clin Gastroenterol. 1986 Apr;8(2):131-4.

Seeley RR, Tate P, Stephens TD. Anatomy & physiology. 8th ed. Dubuque, IA:
McGraw-Hill; 2008.

McCallum RW, Champion MC. Gastrointestinal motility disorders : diagnosis
and treatment. Baltimore: Williams & Wilkins; 1990.

Metcalf AM, Phillips SF, Zinsmeister AR, MacCarty RL, Beart RW, Wolff BG.
Simplified assessment of segmental colonic transit. Gastroenterology. 1987
Jan;92(1):40-7.

Sadik R, Abrahamsson H, Stotzer PO. Gender differences in gut transit shown
with a newly developed radiological procedure. Scand J Gastroenterol. 2003
Jan;38(1):36-42.

Gartner LP, Hiatt JL. Color atlas of histology. 5th ed. Philadelphia: Wolters
Kluwer Health/Lippincott William & Wilkins; 2009.

67



13.

14.

15.

16.

17.
18.
19.

20.

21.

22.

23.

24.

25.

26.

27.
28.

68

Furness JB. The organisation of the autonomic nervous system: peripheral
connections. Auton Neurosci. 2006 Dec 30;130(1-2):1-5.

Furness JB. The enteric nervous system and neurogastroenterology. Nat Rev
Gastroenterol Hepatol. 2012 May;9(5):286-94.

Olsson C, Holmgren S. Autonomic control of gut motility: a comparative view.
Auton Neurosci. 2011 Nov 16;165(1):80-101.

Hansen MB. Neurohumoral control of gastrointestinal motility. Physiol Res.
2003;52(1):1-30.

Purves D. Neuroscience. 4th ed. Sunderland, Mass.: Sinauer; 2008.
Fichna J, Storr MA. Brain-Gut Interactions in IBS. Front Pharmacol. 2012;3:127.

Guyton AC, Hall JE. Textbook of medical physiology. 11th ed. Philadelphia:
Elsevier Saunders; 2006.

Bergstrom B, Lilja B, Osterlin S, Sundkvist G. Autonomic neuropathy in type I
diabetes: influence of duration and other diabetic complications. Acta Med Scand.
1987;222(2):147-54.

Bergstrom B, Lilja B, Osterlin S, Sundkvist G. Autonomic neuropathy in non-
insulin dependent (type II) diabetes mellitus. Possible influence of obesity. J
Intern Med. 1990 Jan;227(1):57-63.

Lindgren S, Lilja B, Rosen I, Sundkvist G. Disturbed autonomic nerve function in
patients with Crohn's disease. Scand J Gastroenterol. 1991 Apr;26(4):361-6.

Lindgren S, Stewenius J, Sjolund K, Lilja B, Sundkvist G. Autonomic vagal
nerve dysfunction in patients with ulcerative colitis. Scand J Gastroenterol. 1993
Jul;28(7):638-42.

Camilleri M. Disorders of gastrointestinal motility in neurologic diseases. Mayo
Clin Proc. 1990 Jun;65(6):825-46.

Mandl T, Granberg V, Apelqvist J, Wollmer P, Manthorpe R, Jacobsson LT.
Autonomic nervous symptoms in primary Sjogren's syndrome. Rheumatology
(Oxford). 2008 Jun;47(6):914-9.

Mandl T, Wollmer P, Manthorpe R, Jacobsson LT. Autonomic and orthostatic
dysfunction in primary Sjogren's syndrome. J Rheumatol. 2007 Sep;34(9):1869-
74.

Furness JB. The enteric nervous system. Malden, Mass.: Blackwell Pub.; 2006.

Ekblad E, Bauer AJ. Role of vasoactive intestinal peptide and inflammatory
mediators in enteric neuronal plasticity. Neurogastroenterol Motil. 2004 Apr;16
Suppl 1:123-8.



29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Nichols DE, Nichols CD. Serotonin receptors. Chem Rev. 2008
May;108(5):1614-41.

De Giorgio R, Barbara G, Furness JB, Tonini M. Novel therapeutic targets for
enteric nervous system disorders. Trends Pharmacol Sci. 2007 Sep;28(9):473-81.

Sanger GJ, Alpers DH. Development of drugs for gastrointestinal motor
disorders: translating science to clinical need. Neurogastroenterol Motil. 2008
Mar;20(3):177-84.

Camilleri M, Bueno L, de Ponti F, Fioramonti J, Lydiard RB, Tack J.
Pharmacological and pharmacokinetic aspects of functional gastrointestinal
disorders. Gastroenterology. 2006 Apr;130(5):1421-34.

Longstreth GF, Wilson A, Knight K, Wong J, Chiou CF, Barghout V, et al.
Irritable bowel syndrome, health care use, and costs: a U.S. managed care
perspective. Am J Gastroenterol. 2003 Mar;98(3):600-7.

Gershon MD, Tack J. The serotonin signaling system: from basic understanding
to drug development for functional GI disorders. Gastroenterology. 2007
Jan;132(1):397-414.

Grundy D, Al-Chaer ED, Aziz Q, Collins SM, Ke M, Tache Y, et al
Fundamentals of neurogastroenterology: basic science. Gastroenterology. 2006
Apr;130(5):1391-411.

Wood JD. Enteric nervous system: reflexes, pattern generators and motility. Curr
Opin Gastroenterol. 2008 Mar;24(2):149-58.

Swan KG, Konturek SJ, Jacobson ED, Grossman MI. Inhibition of gastric
secretion and motility by fat in the intestine. Proc Soc Exp Biol Med. 1966
Mar;121(3):840-4.

Shea-Donohue T, Notari L, Sun R, Zhao A. Mechanisms of smooth muscle
responses to inflammation. Neurogastroenterol Motil. 2012 Sep;24(9):802-11.

Sanders KM. Regulation of smooth muscle excitation and contraction.
Neurogastroenterol Motil. 2008 May;20 Suppl 1:39-53.

Sanders KM, Koh SD, Ward SM. Interstitial cells of cajal as pacemakers in the
gastrointestinal tract. Annu Rev Physiol. 2006;68:307-43.

Takahashi T. Mechanism of interdigestive migrating motor complex. J
Neurogastroenterol Motil. 2012 Jul;18(3):246-57.

Husebye E. The patterns of small bowel motility: physiology and implications in
organic disease and functional disorders. Neurogastroenterol Motil. 1999
Jun;11(3):141-61.

69



43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

70

Smout AJ, Mundt MW. Gastrointestinal motility testing. Best Pract Res Clin
Gastroenterol. 2009;23(3):287-98.

Ward SM, Sanders KM, Hirst GD. Role of interstitial cells of Cajal in neural
control of gastrointestinal smooth muscles. Neurogastroenterol Motil. 2004
Apr;16 Suppl 1:112-7.

Sarna SK. Are interstitial cells of Cajal plurifunction cells in the gut? Am J
Physiol Gastrointest Liver Physiol. 2008 Feb;294(2):G372-90.

Parkman HP, Fass R, Foxx-Orenstein AE. Treatment of patients with diabetic
gastroparesis. Gastroenterol Hepatol (N Y). 2010 Jun;6(6):1-16.

Lomax AE, Sharkey KA, Furness JB. The participation of the sympathetic
innervation of the gastrointestinal tract in disease states. Neurogastroenterol
Motil. 2010 Jan;22(1):7-18.

Wingate D, Hongo M, Kellow J, Lindberg G, Smout A. Disorders of
gastrointestinal motility: towards a new classification. J Gastroenterol Hepatol.
2002 Feb;17 Suppl:S1-14.

Bayliss WM, Starling EH. The movements and innervation of the small intestine.
J Physiol. 1899 May 11;24(2):99-143.

Camilleri M, Bharucha AE, di Lorenzo C, Hasler WL, Prather CM, Rao SS, et al.
American Neurogastroenterology and Motility Society consensus statement on
intraluminal measurement of gastrointestinal and colonic motility in clinical
practice. Neurogastroenterol Motil. 2008 Dec;20(12):1269-82.

Camilleri M, Hasler WL, Parkman HP, Quigley EM, Soffer E. Measurement of
gastrointestinal motility in the GI laboratory. Gastroenterology. 1998
Sep;115(3):747-62.

Lindberg G, Iwarzon M, Tornblom H. Clinical features and long-term survival in
chronic intestinal pseudo-obstruction and enteric dysmotility. Scand J
Gastroenterol. 2009;44(6):692-9.

Kuo B, McCallum RW, Koch KL, Sitrin MD, Wo JM, Chey WD, et al.
Comparison of gastric emptying of a nondigestible capsule to a radio-labelled
meal in healthy and gastroparetic subjects. Aliment Pharmacol Ther. 2008 Jan
15;27(2):186-96.

Ekberg O, Olsson R. Dynamic radiology of swallowing disorders. Endoscopy.
1997 Aug;29(6):439-46.

De Giorgio R, Sarnelli G, Corinaldesi R, Stanghellini V. Advances in our
understanding of the pathology of chronic intestinal pseudo-obstruction. Gut.
2004 Nov;53(11):1549-52.



56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Nguyen LK, Wong DD, Fatovich DM, Yeung JM, Persaud J, Wood ClJ, et al.
Low-dose computed tomography versus plain abdominal radiography in the
investigation of an acute abdomen. ANZ J Surg. 2012 Jan-Feb;82(1-2):36-41.

Abell TL, Camilleri M, Donohoe K, Hasler WL, Lin HC, Maurer AH, et al.
Consensus recommendations for gastric emptying scintigraphy: a joint report of
the American Neurogastroenterology and Motility Society and the Society of
Nuclear Medicine. Am J Gastroenterol. 2008 Mar;103(3):753-63.

Horowitz M, Maddox AF, Wishart JM, Harding PE, Chatterton BE, Shearman
DJ. Relationships between oesophageal transit and solid and liquid gastric
emptying in diabetes mellitus. Eur J Nucl Med. 1991;18(4):229-34.

Ghoos YF, Maes BD, Geypens BJ, Mys G, Hiele MI, Rutgeerts PJ, et al.
Measurement of gastric emptying rate of solids by means of a carbon-labeled
octanoic acid breath test. Gastroenterology. 1993 Jun;104(6):1640-7.

Keller J, Andresen V, Wolter J, Layer P, Camilleri M. Influence of clinical
parameters on the results of 13C-octanoic acid breath tests: examination of
different mathematical models in a large patient cohort. Neurogastroenterol
Motil. 2009 Oct;21(10):1039-¢83.

Verbeke K. Will the 13C-octanoic acid breath test ever replace scintigraphy as
the gold standard to assess gastric emptying? Neurogastroenterol Motil. 2009
Oct;21(10):1013-6.

Masselli G, Gualdi G. MR Imaging of the Small Bowel. Radiology. 2012
Aug;264(2):333-48.

Schwizer W, Maecke H, Fried M. Measurement of gastric emptying by magnetic
resonance imaging in humans. Gastroenterology. 1992 Aug;103(2):369-76.

Wakamiya M, Furukawa A, Kanasaki S, Murata K. Assessment of small bowel
motility function with cine-MRI using balanced steady-state free precession
sequence. ] Magn Reson Imaging. 2011 May;33(5):1235-40.

Evans RC, Kamm MA, Hinton JM, Lennard-Jones JE. The normal range and a
simple diagram for recording whole gut transit time. Int J Colorectal Dis. 1992
Feb;7(1):15-7.

Chaussade S, Khyari A, Roche H, Garret M, Gaudric M, Couturier D, et al.
Determination of total and segmental colonic transit time in constipated patients.
Results in 91 patients with a new simplified method. Dig Dis Sci. 1989
Aug;34(8):1168-72.

Sadik R, Abrahamsson H, Ung KA, Stotzer PO. Accelerated regional bowel
transit and overweight shown in idiopathic bile acid malabsorption. Am J
Gastroenterol. 2004 Apr;99(4):711-8.

71



68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

72

Attwood SE, Kelly I, O'Connell PR, Corrigan T. Laparoscopic mobilization and
exteriorization for minimally invasive small bowel resection. Br J Surg. 1993
Feb;80(2):225.

Tornblom H, Lindberg G, Nyberg B, Veress B. Full-thickness biopsy of the
jejunum reveals inflammation and enteric neuropathy in irritable bowel
syndrome. Gastroenterology. 2002 Dec;123(6):1972-9.

Ohlsson B, Veress B, Janciauskiene S, Montgomery A, Haglund M, Wallmark A.
Chronic intestinal pseudo-obstruction due to buserelin-induced formation of anti-
GnRH antibodies. Gastroenterology. 2007 Jan;132(1):45-51.

Knowles CH, De Giorgio R, Kapur RP, Bruder E, Farrugia G, Geboes K, et al.
Gastrointestinal neuromuscular pathology: guidelines for histological techniques
and reporting on behalf of the Gastro 2009 International Working Group. Acta
Neuropathol. 2009 Aug;118(2):271-301.

Freeman R. Assessment of cardiovascular autonomic function. Clin
Neurophysiol. 2006 Apr;117(4):716-30.

Hilz MJ, Dutsch M. Quantitative studies of autonomic function. Muscle Nerve.
2006 Jan;33(1):6-20.

Bornmyr S, Svensson H, Soderstrom T, Sundkvist G, Wollmer P. Finger skin
blood flow in response to indirect cooling in normal subjects and in patients
before and after sympathectomy. Clin Physiol. 1998 Mar;18(2):103-7.

Liao D, Barnes RW, Chambless LE, Simpson RJ, Jr., Sorlie P, Heiss G. Age,
race, and sex differences in autonomic cardiac function measured by spectral
analysis of heart rate variability--the ARIC study. Atherosclerosis Risk in
Communities. Am J Cardiol. 1995 Nov 1;76(12):906-12.

Longstreth GF, Thompson WG, Chey WD, Houghton LA, Mearin F, Spiller RC.
Functional bowel disorders. Gastroenterology. 2006 Apr;130(5):1480-91.

Quigley EM, Bytzer P, Jones R, Mearin F. Irritable bowel syndrome: the burden
and unmet needs in Europe. Dig Liver Dis. 2006 Oct;38(10):717-23.

Thompson WG, Heaton KW, Smyth GT, Smyth C. Irritable bowel syndrome in
general practice: prevalence, characteristics, and referral. Gut. 2000 Jan;46(1):78-
82.

Drossman DA, Camilleri M, Mayer EA, Whitechead WE. AGA technical review
on irritable bowel syndrome. Gastroenterology. 2002 Dec;123(6):2108-31.

Simren M, Castedal M, Svedlund J, Abrahamsson H, Bjornsson E. Abnormal
propagation pattern of duodenal pressure waves in the irritable bowel syndrome
(IBS) [correction of (IBD)]. Dig Dis Sci. 2000 Nov;45(11):2151-61.



81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

Nozu T, Kudaira M, Kitamori S, Uehara A. Repetitive rectal painful distention
induces rectal hypersensitivity in patients with irritable bowel syndrome. J
Gastroenterol. 2006 Mar;41(3):217-22.

Ohman L, Simren M. New insights into the pathogenesis and pathophysiology of
irritable bowel syndrome. Dig Liver Dis. 2007 Mar;39(3):201-15.

Zucchelli M, Camilleri M, Andreasson AN, Bresso F, Dlugosz A, Halfvarson J,
et al. Association of TNFSF15 polymorphism with irritable bowel syndrome.
Gut. 2011 Dec;60(12):1671-7.

Jerndal P, Ringstrom G, Agerforz P, Karpefors M, Akkermans LM, Bayati A, et
al. Gastrointestinal-specific anxiety: an important factor for severity of GI
symptoms and quality of life in IBS. Neurogastroenterol Motil. 2010
Jun;22(6):646-¢179.

Kurland JE, Coyle WJ, Winkler A, Zable E. Prevalence of irritable bowel
syndrome and depression in fibromyalgia. Dig Dis Sci. 2006 Mar;51(3):454-60.

Sperber AD, Atzmon Y, Neumann L, Weisberg I, Shalit Y, Abu-Shakrah M, et
al. Fibromyalgia in the irritable bowel syndrome: studies of prevalence and
clinical implications. Am J Gastroenterol. 1999 Dec;94(12):3541-6.

Berstad A, Undseth R, Lind R, Valeur J. Functional bowel symptoms,
fibromyalgia and fatigue: A food-induced triad? Scand J Gastroenterol. 2012
Sep;8-9(47):914-9.

Johannesson E, Simren M, Strid H, Bajor A, Sadik R. Physical activity improves
symptoms in irritable bowel syndrome: a randomized controlled trial. Am J
Gastroenterol. 2011 May;106(5):915-22.

Thabane M, Kottachchi DT, Marshall JK. Systematic review and meta-analysis:
The incidence and prognosis of post-infectious irritable bowel syndrome. Aliment
Pharmacol Ther. 2007 Aug 15;26(4):535-44.

Spiller R, Lam C. An Update on Post-infectious Irritable Bowel Syndrome: Role
of Genetics, Immune Activation, Serotonin and Altered Microbiome. J
Neurogastroenterol Motil. 2012 Jul;18(3):258-68.

Philpott H, Gibson P, Thien F. Irritable bowel syndrome - An inflammatory
disease involving mast cells. Asia Pac Allergy. 2011 Apr;1(1):36-42.

van Orshoven NP, Andriesse GI, van Schelven LJ, Smout AJ, Akkermans LM,
Oey PL. Subtle involvement of the parasympathetic nervous system in patients
with irritable bowel syndrome. Clin Auton Res. 2006 Feb;16(1):33-9.

73



93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

74

Atkinson W, Sheldon TA, Shaath N, Whorwell PJ. Food elimination based on
IgG antibodies in irritable bowel syndrome: a randomised controlled trial. Gut.
2004 Oct;53(10):1459-64.

Ohlsson B, Sjoberg K, Alm R, Fredrikson GN. Patients with irritable bowel
syndrome and dysmotility express antibodies against gonadotropin-releasing
hormone in serum. Neurogastroenterol Motil. 2011 Jun 30;23(11):1000-e459.

Stanghellini V, Camilleri M, Malagelada JR. Chronic idiopathic intestinal
pseudo-obstruction: clinical and intestinal manometric findings. Gut. 1987
Jan;28(1):5-12.

Stanghellini V, Cogliandro RF, De Giorgio R, Barbara G, Morselli-Labate AM,
Cogliandro L, et al. Natural history of chronic idiopathic intestinal pseudo-
obstruction in adults: a single center study. Clin Gastroenterol Hepatol. 2005
May;3(5):449-58.

Stanghellini V, Cogliandro RF, de Giorgio R, Barbara G, Salvioli B, Corinaldesi
R. Chronic intestinal pseudo-obstruction: manifestations, natural history and
management. Neurogastroenterol Motil. 2007 Jun;19(6):440-52.

Amiot A, Joly F, Alves A, Panis Y, Bouhnik Y, Messing B. Long-term outcome
of chronic intestinal pseudo-obstruction adult patients requiring home parenteral
nutrition. Am J Gastroenterol. 2009 May;104(5):1262-70.

De Giorgio R, Cogliandro RF, Barbara G, Corinaldesi R, Stanghellini V. Chronic
intestinal pseudo-obstruction: clinical features, diagnosis, and therapy.
Gastroenterol Clin North Am. 2011 Dec;40(4):787-807.

Iwarzon M. Kronisk intestinal pseudo-obstruktion och enteral dysmotilitet :
aspekter pa patienters vardbehov, forutsittningar och livskvalitet. Stockholm:
Karolinska institutet; 2009.

Iwarzon M, Gardulf A, Lindberg G. Functional status, health-related quality of
life and symptom severity in patients with chronic intestinal pseudo-obstruction
and enteric dysmotility. Scand J Gastroenterol. 2009;44(6):700-7.

Iwarzon M, Gardulf A, Lindberg G. Health care use in patients with chronic
intestinal dysmotility before and after introducing a specialized day-care unit.
Clin Gastroenterol Hepatol. 2008 Aug;6(8):893-8.

Lindberg G, Tornblom H, Iwarzon M, Nyberg B, Martin JE, Veress B. Full-
thickness biopsy findings in chronic intestinal pseudo-obstruction and enteric
dysmotility. Gut. 2009 Aug;58(8):1084-90.

Knowles CH, Martin JE. Slow transit constipation: a model of human gut
dysmotility. Review of possible actiologies. Neurogastroenterol Motil. 2000
Apr;12(2):181-96.



105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

Knowles CH, De Giorgio R, Kapur RP, Bruder E, Farrugia G, Geboes K, et al.
The London Classification of gastrointestinal neuromuscular pathology: report on
behalf of the Gastro 2009 International Working Group. Gut. 2010 Jul;59(7):882-
7.

Pingault V, Bondurand N, Kuhlbrodt K, Goerich DE, Prehu MO, Puliti A, et al.
SOX10 mutations in patients with Waardenburg-Hirschsprung disease. Nat
Genet. 1998 Feb;18(2):171-3.

Di Nardo G, Blandizzi C, Volta U, Colucci R, Stanghellini V, Barbara G, et al.
Review article: molecular, pathological and therapeutic features of human enteric
neuropathies. Aliment Pharmacol Ther. 2008 Jul;28(1):25-42.

De Giorgio R, Ricciardiello L, Naponelli V, Selgrad M, Piazzi G, Felicani C, et
al. Chronic intestinal pseudo-obstruction related to viral infections. Transplant
Proc. 2010 Jan-Feb;42(1):9-14.

Mariani A, Camilleri M, Petersen 1A, Ward EM, Farrugia G, Kelly DG, et al.
Audit of suspected chronic intestinal pseudo-obstruction in patients with
gynecologic cancer. Eur J Gynaecol Oncol. 2008;29(6):578-82.

Sjogren RW. Gastrointestinal motility disorders in scleroderma. Arthritis Rheum.
1994 Sep;37(9):1265-82.

Darnell RB, DeAngelis LM. Regression of small-cell lung carcinoma in patients
with paraneoplastic neuronal antibodies. Lancet. 1993 Jan 2;341(8836):21-2.

Lucchinetti CF, Kimmel DW, Lennon VA. Paraneoplastic and oncologic profiles
of patients seropositive for type 1 antineuronal nuclear autoantibodies.
Neurology. 1998 Mar;50(3):652-7.

De Giorgio R, Bovara M, Barbara G, Canossa M, Sarnelli G, De Ponti F, et al.
Anti-HuD-induced neuronal apoptosis underlying paraneoplastic gut dysmotility.
Gastroenterology. 2003 Jul;125(1):70-9.

Knowles CH, Veress B, Kapur RP, Wedel T, Farrugia G, Vanderwinden JM, et
al. Quantitation of cellular components of the enteric nervous system in the
normal human gastrointestinal tract--report on behalf of the Gastro 2009
International Working Group. Neurogastroenterol Motil. 2011 Feb;23(2):115-24.

Parkman HP, Hasler WL, Fisher RS. American Gastroenterological Association
technical review on the diagnosis and treatment of gastroparesis.
Gastroenterology. 2004 Nov;127(5):1592-622.

Jung HK, Choung RS, Locke GR, 3rd, Schleck CD, Zinsmeister AR, Szarka LA,
et al. The incidence, prevalence, and outcomes of patients with gastroparesis in
Olmsted County, Minnesota, from 1996 to 2006. Gastroenterology. 2009
Apr;136(4):1225-33.

75



117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

76

Park MI, Camilleri M. Gastroparesis: clinical update. Am J Gastroenterol. 2006
May;101(5):1129-39.

Camilleri M, Grover M, Farrugia G. What are the important subsets of
gastroparesis? Neurogastroenterol Motil. 2012 Jul;24(7):597-603.

Kovacs L, Papos M, Takacs R, Roka R, Csenke Z, Kovacs A, et al. Autonomic
nervous system dysfunction involving the gastrointestinal and the urinary tracts in
primary Sjogren's syndrome. Clin Exp Rheumatol. 2003 Nov-Dec;21(6):697-703.

Ohlsson B, Scheja A, Janciauskiene S, Mandl T. Functional bowel symptoms and
GnRH antibodies: common findings in patients with primary Sjogren's syndrome
but not in systemic sclerosis. Scand J Rheumatol. 2009;38(5):391-3.

Mandl T, Ekberg O, Wollmer P, Manthorpe R, Jacobsson LT. Dysphagia and
dysmotility of the pharynx and oesophagus in patients with primary Sjogren's
syndrome. Scand J Rheumatol. 2007 Sep-Oct;36(5):394-401.

Sheikh SH, Shaw-Stiffel TA. The gastrointestinal manifestations of Sjogren's
syndrome. Am J Gastroenterol. 1995 Jan;90(1):9-14.

Vitali C, Bombardieri S, Jonsson R, Moutsopoulos HM, Alexander EL, Carsons
SE, et al. Classification criteria for Sjogren's syndrome: a revised version of the
European criteria proposed by the American-European Consensus Group. Ann
Rheum Dis. 2002 Jun;61(6):554-8.

Bowman SJ, Ibrahim GH, Holmes G, Hamburger J, Ainsworth JR. Estimating the
prevalence among Caucasian women of primary Sjogren's syndrome in two
general practices in Birmingham, UK. Scand J Rheumatol. 2004;33(1):39-43.

Tobon GJ, Pers JO, Devauchelle-Pensec V, Youinou P. Neurological Disorders in
Primary Sjogren's Syndrome. Autoimmune Dis. 2012;2012:645967.

Mandl T, Jacobsson L, Lilja B, Sundkvist G, Manthorpe R. Disturbances of
autonomic nervous function in primary Sjogren's syndrome. Scand J Rheumatol.
1997;26(5):401-6.

Rosztoczy A, Kovacs L, Wittmann T, Lonovics J, Pokorny G. Manometric
assessment of impaired esophageal motor function in primary Sjogren's
syndrome. Clin Exp Rheumatol. 2001 Mar-Apr;19(2):147-52.

Turk T, Pirildar T, Tunc E, Bor S, Doganavsargil E. Manometric assessment of
esophageal motility in patients with primary Sjogren's syndrome. Rheumatol Int.
2005 May;25(4):246-9.

Anselmino M, Zaninotto G, Costantini M, Ostuni P, Ianniello A, Boccu C, et al.
Esophageal motor function in primary Sjogren's syndrome: correlation with
dysphagia and xerostomia. Dig Dis Sci. 1997 Jan;42(1):113-8.



130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

Sverige. Socialstyrelsen. Graviditeter, forlossningar och nyfodda barn
medicinska fodelseregistret 1973-2009, assisterad befruktning 1991-2008.
Stockholm: Socialstyrelsen; 2011.

Steptoe PC, Edwards RG. Reimplantation of a human embryo with subsequent
tubal pregnancy. Lancet. 1976 Apr 24;1(7965):880-2.

Steptoe PC, Edwards RG. Birth after the reimplantation of a human embryo.
Lancet. 1978 Aug 12;2(8085):366.

http://www.nobelprize.org/nobel prizes/medicine/laureates/index.html. All Nobel
Prizes in Physiology or Medicine. Nobelprizeorg. 2012 5 Sep 2012.

Maheshwari A, Gibreel A, Siristatidis CS, Bhattacharya S. Gonadotrophin-
releasing hormone agonist protocols for pituitary suppression in assisted
reproduction. Cochrane Database Syst Rev. 2011(8):CD006919.

van Wely M, Westergaard LG, Bossuyt PM, van der Veen F. Effectiveness of
human menopausal gonadotropin versus recombinant follicle-stimulating
hormone for controlled ovarian hyperstimulation in assisted reproductive cycles:
a meta-analysis. Fertil Steril. 2003 Nov;80(5):1086-93.

De Geyter C. Assisted reproductive medicine in Switzerland. Swiss Med Wkly.
2012;142:w135609.

Meseguer M, Kruhne U, Laursen S. Full in vitro fertilization laboratory
mechanization: toward robotic assisted reproduction? Fertil Steril. 2012
Jun;97(6):1277-86.

Finnstrom O, Kallen B, Lindam A, Nilsson E, Nygren KG, Olausson PO.
Maternal and child outcome after in vitro fertilization--a review of 25 years of
population-based data from Sweden. Acta Obstet Gynecol Scand. 2011
May;90(5):494-500.

Kallen B, Finnstrom O, Lindam A, Nilsson E, Nygren KG, Olausson PO.
Malignancies among women who gave birth after in vitro fertilization. Hum
Reprod. 2011 Jan;26(1):253-8.

Mathur R, Kailasam C, Jenkins J. Review of the evidence base of strategies to
prevent ovarian hyperstimulation syndrome. Hum Fertil (Camb). 2007
Jun;10(2):75-85.

Conn PM, Crowley WF, Jr. Gonadotropin-releasing hormone and its analogs.
Annu Rev Med. 1994;45:391-405.

Conn PM, Crowley WF, Jr. Gonadotropin-releasing hormone and its analogues.
N Engl J Med. 1991 Jan 10;324(2):93-103.

77



143.

144.

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

78

Naor Z. Signaling by G-protein-coupled receptor (GPCR): studies on the GnRH
receptor. Front Neuroendocrinol. 2009 Jan;30(1):10-29.

Mathias JR, Clench MH. Relationship of reproductive hormones and
neuromuscular disease of the gastrointestinal tract. Dig Dis. 1998 Jan-
Feb;16(1):3-13.

Millar RP. GnRHs and GnRH receptors. Anim Reprod Sci. 2005 Aug;88(1-2):5-
28.

White RB, Eisen JA, Kasten TL, Fernald RD. Second gene for gonadotropin-
releasing hormone in humans. Proc Natl Acad Sci U S A. 1998 Jan 6;95(1):305-
9.

Barnett DK, Bunnell TM, Millar RP, Abbott DH. Gonadotropin-releasing
hormone II stimulates female sexual behavior in marmoset monkeys.
Endocrinology. 2006 Jan;147(1):615-23.

Morgan K, Conklin D, Pawson AJ, Sellar R, Ott TR, Millar RP. A
transcriptionally active human type II gonadotropin-releasing hormone receptor

gene homolog overlaps two genes in the antisense orientation on chromosome
1q.12. Endocrinology. 2003 Feb;144(2):423-36.

White CD, Stewart AJ, Lu ZL, Millar RP, Morgan K. Antiproliferative effects of
GnRH agonists: prospects and problems for cancer therapy. Neuroendocrinology.
2008;88(2):67-79.

Belchetz PE, Plant TM, Nakai Y, Keogh EJ, Knobil E. Hypophysial responses to
continuous and intermittent delivery of hypopthalamic gonadotropin-releasing
hormone. Science. 1978 Nov 10;202(4368):631-3.

Hapgood JP, Sadie H, van Biljon W, Ronacher K. Regulation of expression of
mammalian gonadotrophin-releasing hormone receptor genes. J Neuroendocrinol.
2005 Oct;17(10):619-38.

Hileman SM, Pierroz DD, Flier JS. Leptin, nutrition, and reproduction: timing is
everything. J Clin Endocrinol Metab. 2000 Feb;85(2):804-7.

Huang W, Yao B, Sun L, Pu R, Wang L, Zhang R. Immunohistochemical and in
situ hybridization studies of gonadotropin releasing hormone (GnRH) and its
receptor in rat digestive tract. Life Sci. 2001 Mar 2;68(15):1727-34.

Chen L, He HX, Sun XD, Zhao J, Liu LH, Huang WQ, et al. Expression of
gonadotropin-releasing hormone receptor and effect of gonadotropin-releasing

hormone analogue on proliferation of cultured gastric smooth muscle cells of rats.
World J Gastroenterol. 2004 Jun 15;10(12):1780-4.



155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

Gama P, Alvares EP. Localization of luteinizing-hormone releasing hormone
binding sites in the gastric mucosa of suckling rats. Anat Rec. 2001 Sep
1;264(1):43-50.

Soldani G, Del Tacca M, Bambini G, Polloni A, Bernardini C, Martinotti E, et al.
Effects of gonadotropin-releasing hormone (GnRH) on gastric secretion and
gastrin release in the dog. J Endocrinol Invest. 1982 Nov-Dec;5(6):393-6.

Chen L, Sun XD, Zhao J, Yang AG, Huang WQ. Distribution, cloning and
sequencing of GnRH, its receptor, and effects of gastric acid secretion of GnRH
analogue in gastric parietal cells of rats. Life Sci. 2005 Feb 4;76(12):1351-65.

Gama P, Alvares EP. LHRH and somatostatin effects on the cell proliferation of
the gastric epithelium of suckling and weaning rats. Regul Pept. 1996 Jul 5;63(2-
3):73-8.

Ohlsson B, Ekblad E, Veress B, Montgomery A, Janciauskiene S. Antibodies
against gonadotropin-releasing hormone (GnRH) and destruction of enteric
neurons in 3 patients suffering from gastrointestinal dysfunction. BMC
Gastroenterol. 2010;10:48.

Khanna R, Browne RM, Heiner AD, Clench MH, Mathias JR. Leuprolide acetate
affects intestinal motility in female rats before and after ovariectomy. Am J
Physiol. 1992 Jan;262(1 Pt 1):G185-90.

Mathias JR, Ferguson KL, Clench MH. Debilitating "functional" bowel disease
controlled by leuprolide acetate, gonadotropin-releasing hormone (GnRH)
analog. Dig Dis Sci. 1989 May;34(5):761-6.

Mathias JR, Baskin GS, Reeves-Darby VG, Clench MH, Smith LL, Calhoon JH.
Chronic intestinal pseudoobstruction in a patient with heart-lung transplant.
Therapeutic effect of leuprolide acetate. Dig Dis Sci. 1992 Nov;37(11):1761-8.

Mathias JR, Clench MH, Reeves-Darby VG, Fox LM, Hsu PH, Roberts PH, et al.
Effect of leuprolide acetate in patients with moderate to severe functional bowel
disease. Double-blind, placebo-controlled study. Dig Dis Sci. 1994
Jun;39(6):1155-62.

Palomba S, Orio F, Jr., Manguso F, Russo T, Falbo A, Lombardi G, et al.
Leuprolide acetate treatment with and without coadministration of tibolone in

premenopausal women with menstrual cycle-related irritable bowel syndrome.
Fertil Steril. 2005 Apr;83(4):1012-20.

Ducker TE, Boss JW, Altug SA, Mehrabian H, Dekeratry DR, Clench MH, et al.
Luteinizing hormone and human chorionic gonadotropin fragment the migrating
myoelectric complex in rat small intestine. Neurogastroenterol Motil. 1996
Jun;8(2):95-100.

79



166.

167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

80

Wang L, Wu J, Cao H, Chen R, Zhang N, Fu J, et al. The correlation between
intestinal gonadotropin-releasing hormone (GnRH) and proglucagon in
hyperlipidemic rats and Goto-Kakizaki (GK) rats. Endocr Pathol. 2009
Winter;20(4):227-34.

Bergstrom B, Lilja B, Rosberg K, Sundkvist G. Autonomic nerve function tests.
Reference values in healthy subjects. Clin Physiol. 1986 Dec;6(6):523-8.

de Kanter M, Lilja B, Elmstahl S, Eriksson KF, Sundkvist G. A prospective study
of orthostatic blood pressure in diabetic patients. Clin Auton Res. 1998
Aug;8(4):189-93.

Mann SD, Debinski HS, Kamm MA. Clinical characteristics of chronic idiopathic
intestinal pseudo-obstruction in adults. Gut. 1997 Nov;41(5):675-81.

Sundkvist G, Almer L, Lilja B. Respiratory influence on heart rate in diabetes
mellitus. Br Med J. 1979 Apr 7;1(6168):924-5.

Ewing DJ, Neilson JM, Travis P. New method for assessing cardiac
parasympathetic activity using 24 hour electrocardiograms. Br Heart J. 1984
Oct;52(4):396-402.

Bergstrom B, Manhem P, Bramnert M, Lilja B, Sundkvist G. Impaired responses
of plasma catecholamines to exercise in diabetic patients with abnormal heart rate
reactions to tilt. Clin Physiol. 1989 Jun;9(3):259-67.

Bergstrom B, Mattiasson I, Rosen I, Lilja B, Sundkvist G. Platelet sodium and
potassium ATPase [corrected] activity and noradrenaline efflux rate in relation to
autonomic and peripheral nerve function in insulin-dependent diabetic patients. J
Intern Med. 1989 Mar;225(3):185-90.

Suarez GA, Opfer-Gehrking TL, Offord KP, Atkinson EJ, O'Brien PC, Low PA.
The Autonomic Symptom Profile: a new instrument to assess autonomic
symptoms. Neurology. 1999 Feb;52(3):523-8.

Low PA, Benrud-Larson LM, Sletten DM, Opfer-Gehrking TL, Weigand SD,
O'Brien PC, et al. Autonomic symptoms and diabetic neuropathy: a population-
based study. Diabetes Care. 2004 Dec;27(12):2942-7.

Cai FZ, Lester S, Lu T, Keen H, Boundy K, Proudman SM, et al. Mild autonomic
dysfunction in primary Sjogren's syndrome: a controlled study. Arthritis Res
Ther. 2008;10(2):R31.

Mandl T, Granberg V, Apelqvist J, Wollmer P, Manthorpe R, Jacobsson LT.
Assessment of autonomic symptoms in diabetics: the Swedish version of the
Autonomic Symptom Profile. Clin Physiol Funct Imaging. 2008 Sep;28(5):312-7.



178.

179.

180.

181.

182.

183.

184.

185.

186.

187.

188.

Bengtsson M, Ohlsson B, Ulander K. Development and psychometric testing of
the Visual Analogue Scale for Irritable Bowel Syndrome (VAS-IBS). BMC
Gastroenterol. 2007;7:16.

Ware JE. SF-36 health survey: Manual and interpretation guide. Boston MA New
England Medical Center, The Health Institute; 1993.

Wald A, Van Thiel DH, Hoechstetter L, Gavaler JS, Egler KM, Verm R, et al.
Gastrointestinal transit: the effect of the menstrual cycle. Gastroenterology. 1981
Jun;80(6):1497-500.

Gonenne J, Esfandyari T, Camilleri M, Burton DD, Stephens DA, Baxter KL, et
al. Effect of female sex hormone supplementation and withdrawal on
gastrointestinal and  colonic  transit in  postmenopausal  women.
Neurogastroenterol Motil. 2006 Oct;18(10):911-8.

Hammar O, Ohlsson B, Veress B, Alm R, Fredrikson GN, Montgomery A.
Depletion of enteric gonadotropin-releasing hormone is found in a few patients
suffering from severe gastrointestinal dysmotility. Scand J Gastroenterol. 2012
Oct;47(10):1165-73.

Yao B, Huang W, Huang Y, Chui Y, Wang Y, Li H, et al. A study on the
localization and distribution of GnRH and its receptor in rat submaxillary glands
by immunohistochemical, in situ hybridization and RT-PCR. Life Sci. 2003 May
9;72(25):2895-904.

Hammar O, Ohlsson B, Wollmer P, Mandl T. Impaired gastric emptying in
primary Sjogren's syndrome. J Rheumatol. 2010 Nov;37(11):2313-8.

Punkkinen J, Farkkila M, Matzke S, Korppi-Tommola T, Sane T, Piirila P, et al.
Upper abdominal symptoms in patients with Type 1 diabetes: unrelated to

impairment in gastric emptying caused by autonomic neuropathy. Diabet Med.
2008 May;25(5):570-7.

Waterman SA, Gordon TP, Rischmueller M. Inhibitory effects of muscarinic
receptor autoantibodies on parasympathetic neurotransmission in Sjogren's
syndrome. Arthritis Rheum. 2000 Jul;43(7):1647-54.

Gordon TP, Bolstad Al, Rischmueller M, Jonsson R, Waterman SA.
Autoantibodies in primary Sjogren's syndrome: new insights into mechanisms of
autoantibody diversification and disease pathogenesis. Autoimmunity.
2001;34(2):123-32.

Dawson LJ, Allison HE, Stanbury J, Fitzgerald D, Smith PM. Putative anti-
muscarinic antibodies cannot be detected in patients with primary Sjogren's
syndrome using conventional immunological approaches. Rheumatology
(Oxford). 2004 Dec;43(12):1488-95.

81



189.

190.

191.

192.

193.

194.

195.

196.

197.

198.

199.

200.

82

Fox RI, Stern M. Sjogren's syndrome: mechanisms of pathogenesis involve
interaction of immune and neurosecretory systems. Scand J Rheumatol Suppl.
2002(116):3-13.

Haddad EB, Rousell J, Lindsay MA, Barnes PJ. Synergy between tumor necrosis
factor alpha and interleukin 1beta in inducing transcriptional down-regulation of
muscarinic M2 receptor gene expression. Involvement of protein kinase A and
ceramide pathways. J Biol Chem. 1996 Dec 20;271(51):32586-92.

Mori K, Iijima M, Koike H, Hattori N, Tanaka F, Watanabe H, et al. The wide
spectrum of clinical manifestations in Sjogren's syndrome-associated neuropathy.
Brain. 2005 Nov;128(Pt 11):2518-34.

Griffin JW, Cornblath DR, Alexander E, Campbell J, Low PA, Bird S, et al.
Ataxic sensory neuropathy and dorsal root ganglionitis associated with Sjogren's
syndrome. Ann Neurol. 1990 Mar;27(3):304-15.

Furness JB. Types of neurons in the enteric nervous system. J Auton Nerv Syst.
2000 Jul 3;81(1-3):87-96.

Goldblatt F, Gordon TP, Waterman SA. Antibody-mediated gastrointestinal
dysmotility in scleroderma. Gastroenterology. 2002 Oct;123(4):1144-50.

Ohlsson B, Melander O, Thorsson O, Olsson R, Ekberg O, Sundkvist G.
Oesophageal dysmotility, delayed gastric emptying and autonomic neuropathy
correlate to disturbed glucose homeostasis. Diabetologia. 2006 Sep;49(9):2010-4.

Khayyam U, Sachdeva P, Gomez J, Ramzan Z, Smith MS, Maurer AH, et al.
Assessment of symptoms during gastric emptying scintigraphy to correlate
symptoms to delayed gastric emptying. Neurogastroenterol Motil. 2010
May;22(5):539-45.

Cassilly DW, Wang YR, Friedenberg FK, Nelson DB, Maurer AH, Parkman HP.
Symptoms of gastroparesis: use of the gastroparesis cardinal symptom index in
symptomatic patients referred for gastric emptying scintigraphy. Digestion.
2008;78(2-3):144-51.

Bengtsson M, Hammar O, Mandl T, Ohlsson B. Evaluation of gastrointestinal
symptoms in different patient groups using the visual analogue scale for irritable
bowel syndrome (VAS-IBS). BMC Gastroenterol. 2011;11:122.

Lindner J, McNeil LW, Marney S, Conway M, Rivier J, Vale W, et al.
Characterization of human anti-luteinizing hormone-releasing hormone (LRH)
antibodies in the serum of a patient with isolated gonadotropin deficiency treated
with synthetic LRH. J Clin Endocrinol Metab. 1981 Feb;52(2):267-70.

Ahmed MN, Carpenter S. Autonomic neuropathy and carcinoma of the lung. Can
Med Assoc J. 1975 Sep 6;113(5):410-2.



201.

202.

203.

204.

205.

206.

207.

208.

2009.

210.

211.

212.

Schuffler MD, Baird HW, Fleming CR, Bell CE, Bouldin TW, Malagelada JR, et
al. Intestinal pseudo-obstruction as the presenting manifestation of small-cell
carcinoma of the lung. A paraneoplastic neuropathy of the gastrointestinal tract.
Ann Intern Med. 1983 Feb;98(2):129-34.

Mahler M, Fritzler MJ. Epitope specificity and significance in systemic
autoimmune diseases. Ann N Y Acad Sci. 2010 Jan;1183:267-87.

Trabant H, Widdra W, de Looze S. Efficacy and safety of intranasal buserelin
acetate in the treatment of endometriosis: a review of six clinical trials and
comparison with danazol. Prog Clin Biol Res. 1990;323:357-82.

Eugster A, Vingerhoets AJ. Psychological aspects of in vitro fertilization: a
review. Soc Sci Med. 1999 Mar;48(5):575-89.

Aguilar-Rojas A, Huerta-Reyes M. Human gonadotropin-releasing hormone
receptor-activated cellular functions and signaling pathways in extra-pituitary
tissues and cancer cells (Review). Oncol Rep. 2009 Nov;22(5):981-90.

Berger H, Sandow J, Heinrich N, Albrecht E, Kertscher U, Oehlke J. Disposition
of the 3H-labeled gonadotropin-releasing hormone analog buserelin in rats. Drug
Metab Dispos. 1993 Sep-Oct;21(5):818-22.

Heinrich N, Albrecht E, Sandow J, Kertscher U, Lorenz D, Oechlke J, et al.
Disposition of 3H-labelled buserelin continuously infused into rats. Eur J Drug
Metab Pharmacokinet. 1996 Oct-Dec;21(4):345-50.

Hammar O, Veress B, Montgomery A, Ohlsson B. Expression of Luteinizing
Hormone Receptor in the Gastrointestinal Tract in Patients with and without
Dysmotility. Drug Target Insights. 2012;6:13-8.

Nicholson DW. Caspase structure, proteolytic substrates, and function during
apoptotic cell death. Cell Death Differ. 1999 Nov;6(11):1028-42.

Snigdha S, Smith ED, Prieto GA, Cotman CW. Caspase-3 activation as a
bifurcation point between plasticity and cell death. Neurosci Bull. 2012
Feb;28(1):14-24.

Feinstein RE, Morris WE, Waldemarson AH, Hedenqvist P, Lindberg R. Fatal
acute intestinal pseudoobstruction in mice. ] Am Assoc Lab Anim Sci. 2008
May;47(3):58-63.

Remorgida V, Ragni N, Ferrero S, Anserini P, Torelli P, Fulcheri E. The
involvement of the interstitial Cajal cells and the enteric nervous system in bowel
endometriosis. Hum Reprod. 2005 Jan;20(1):264-71.

&3



213.

214.

84

Vigano P, Parazzini F, Somigliana E, Vercellini P. Endometriosis: epidemiology
and aetiological factors. Best Pract Res Clin Obstet Gynaecol. 2004
Apr;18(2):177-200.

Stephansson O, Kieler H, Granath F, Falconer H. Endometriosis, assisted

reproduction technology, and risk of adverse pregnancy outcome. Hum Reprod.
2009 Sep;24(9):2341-7.



	Paper II.pdf
	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Subjects
	Controls
	Patients with irritable bowel syndrome (IBS)
	Patients with dysmotility disorders
	Patients with primary Sjögren’s syndrome (pSS)

	Questionnaire
	Self estimation on gastrointestinal symptoms - VAS-IBS questionnaire

	Statistical analyses

	Results
	Controls
	Irritable bowel syndrome (IBS) and dysmotility disorders
	Primary Sjögren’s syndrome (pSS)

	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history

	Blank Page
	Blank Page
	PaperV.pdf
	Visual Analogue Scale for Irritable Bowel Syndrome
	The VAS-IBS was used to estimate gastrointestinal complaints. This is a validated questionnaire for estimation of the most common gastrointestinal complaints in patients with functional, non-organic bowel disease (13). This instrument has also been va...
	36-item Short-Form questionnaire
	Gastrointestinal symptoms before and after treatment

	Blank Page
	PaperVI.pdf
	Gonadotropin-releasing hormone analog buserelin causes neuronal loss in rat gastrointestinal tract
	Abstract
	Introduction
	Materials and methods
	Animals
	Study design
	Immunocytochemistry
	Histochemistry
	Serum analyses
	Statistical analyses

	Results
	General observations
	Morphology and morphometry
	Neuronal survival
	GnRH-, VIP-, and nNOS-IR neurons
	GnRH-receptor- and LH-receptor-IR neurons
	Glia
	Mast cells
	Extended analyses of apoptosis, ICC, and immune cells in colon
	Serum analyses

	Discussion
	References


	Blank Page


 
 
    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 64 to page 64
     Mask co-ordinates: Left bottom (42.87 19.84) Right top (92.78 67.83) points
      

        
     0
     42.8725 19.8355 92.7837 67.8271 
            
                
         64
         SubDoc
         64
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     63
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 60 to page 60
     Mask co-ordinates: Left bottom (42.87 24.95) Right top (85.11 65.27) points
      

        
     0
     42.8725 24.9546 85.105 65.2675 
            
                
         60
         SubDoc
         60
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     59
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 58 to page 58
     Mask co-ordinates: Left bottom (38.39 20.48) Right top (95.34 67.83) points
      

        
     0
     38.3932 20.4754 95.3432 67.8271 
            
                
         58
         SubDoc
         58
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     57
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 42 to page 42
     Mask co-ordinates: Left bottom (46.71 25.59) Right top (79.99 62.07) points
      

        
     0
     46.7118 25.5945 79.9859 62.0681 
            
                
         42
         SubDoc
         42
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     41
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 8 to page 8
     Mask co-ordinates: Left bottom (46.07 33.27) Right top (78.71 60.15) points
      

        
     0
     46.0719 33.2732 78.7062 60.1484 
            
                
         8
         SubDoc
         8
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     7
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 6 to page 6
     Mask co-ordinates: Left bottom (43.51 27.51) Right top (79.35 63.35) points
      

        
     0
     43.5124 27.5142 79.3461 63.3479 
            
                
         6
         SubDoc
         6
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     5
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 5 to page 5
     Mask co-ordinates: Left bottom (396.09 23.67) Right top (438.96 63.99) points
      

        
     0
     396.0904 23.6749 438.9628 63.9878 
            
                
         5
         SubDoc
         5
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     4
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 4 to page 4
     Mask co-ordinates: Left bottom (41.59 33.27) Right top (79.99 63.35) points
      

        
     0
     41.5927 33.2732 79.9859 63.3479 
            
                
         4
         SubDoc
         4
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     3
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 3 to page 3
     Mask co-ordinates: Left bottom (394.17 26.87) Right top (440.88 79.98) points
      

        
     0
     394.1707 26.8743 440.8825 79.985 
            
                
         3
         SubDoc
         3
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     2
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 2 to page 2
     Mask co-ordinates: Left bottom (47.35 30.07) Right top (76.79 65.91) points
      

        
     0
     47.3517 30.0737 76.7865 65.9074 
            
                
         2
         SubDoc
         2
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     1
     1
      

   1
  

    
   HistoryItem_V1
   AddMaskingTape
        
     Range: From page 1 to page 1
     Mask co-ordinates: Left bottom (406.33 28.15) Right top (437.68 62.07) points
      

        
     0
     406.3286 28.1541 437.683 62.0681 
            
                
         1
         SubDoc
         1
              

       CurrentAVDoc
          

      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     83
     84
     0
     1
      

   1
  

 HistoryList_V1
 qi2base





