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The aim of this PhD project was to advance CADASIL therapy development. This involved 
studies aimed at obtaining in vivo proof-of-concept for NOTCH3 cysteine correction, as well 
as generating outcome measures to be used in future (pre-)clinical trials. 

There is a high unmet medical need for CADASIL patients given the impact of the disease 
on the life of patients and their family members, and the lack of a treatment that can cure or 
delay CADASIL. Although patients may receive symptomatic treatment, this does not avert 
the development of stroke or vascular dementia. Therapies currently under development 
for CADASIL are aimed at preventing or halting NOTCH3ECD aggregation or mural cell 
degeneration.1–4 The optimal time to initiate treatment is probably as early in the disease 
course as possible, but at least before patients have irreversible brain damage. Young 
adult patients may already have some NOTCH3ECD aggregation and WMH, but they rarely 
have clinical manifest CADASIL. Pre-symptomatic patients from CADASIL families can be 
identified via predictive genetic testing. In patients with advanced disease, the therapeutic 
impact will likely be more limited, as the accumulated brain damage cannot be reversed 
by therapies that prevent further NOTCH3ECD aggregation. However, a potential benefit on 
disease course cannot be excluded.

NOTCH3 cysteine correction
NOTCH3 cysteine correction is aimed at restoring the underlying genetic defect in CADASIL, 
namely restoring the uneven number of cysteine residues in one of the EGFr domains of 
NOTCH3.5,6 Priority should be given to the targeting of exon 4, as the majority of severely 
affected CADASIL patients harbour mutations in this exon.6 However, cysteine corrective 
exon skipping can in theory be applied to 18 of the 23 NOTCH3 exons,1 thus exon skipping 
strategies targeting exon 4 also serve as a proof-of-concept for skipping of other NOTCH3 
exons. Although in vitro analysis has shown that cysteine corrected NOTCH3 proteins retain 
normal signaling capacity, in vitro analysis of protein aggregation has been hampered 
by confounding effects of NOTCH3 overexpression in cell models, resulting in aspecific 
perinuclear accumulation (data not shown). Other approaches, such as scanning for 
intensely fluorescent targets (SIFT) in a single particle assay, assesses multimerization of 
small protein fragments, which may not reflect aggregation properties of the full length 
skip protein.7,8 The use of in vivo models can circumvent some of the problems encountered 
in cell models and will, moreover, allow for direct measurement of NOTCH3 protein 
aggregation in the vessel wall. 

To gain more insight into aggregation propensity of NOTCH3 cysteine corrected proteins, 
we studied a family with naturally occurring cysteine corrective exon skipping, in this case 
skipping of exon 9 (Chapter 3).9 Family members with this NOTCH3 variant had only minimal 
NOTCH3ECD aggregation, likely due to some mutant RNA products escaping splicing, 
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suggesting that cysteine corrected NOTCH3 proteins do not aggregate. The affected family 
members had a mild CADASIL phenotype, although an (additional) effect of the NOTCH3 
mutation position cannot be ruled out.10 Overall, the knowledge obtained from this 
unique family encourages the continued development of NOTCH3 cysteine correction as a 
treatment for CADASIL patients. 

Inducing NOTCH3 cysteine correction in the Leiden humanized transgenic NOTCH3Arg182Cys 
mouse model would allow for assessing the aggregation propensity of cysteine corrected 
proteins in vivo. The effect of treatment on protein aggregation could be assesses using 
the NOTCH3 score11 and the GOM classification system (Chapter 2),12 both reflecting (the 
consequences of) NOTCH3ECD aggregation in the brain. The first exploratory NOTCH3 exon 
skipping experiments were performed in the Leiden mouse model using the NOTCH3 
antisense oligonucleotides (ASOs) developed and tested in vitro.1 Using both systemic and 
intraventricular administration of ASOs, this showed too low skipping levels in the brain 
vasculature to allow for reliable assessment of an effect on protein aggregation (data 
not shown). The low skipping levels are likely due to pharmacodynamics (i.e. insufficient 
delivery to the vascular smooth muscle cells) and also due to low skipping efficiencies of 
ASOs not optimized for in vivo experiments. For future studies, ASOs should be further 
developed and optimized in terms of target sequence, ASO chemistry and tissue-homing 
conjugates, in order to increase skipping efficacy and delivery to vascular smooth muscle 
cells (VSMCs). As the VSMCs are located within the vessel walls of the brain vasculature, ASO 
administration could be via the ‘blood-side’ of the blood-brain barrier (i.e. systemically), 
or via the ‘brain-side’ of the blood-brain-barrier (i.e. intracerebroventricularly or 
intrathecally).13,14 The advantage of intrathecal administration is that the interval between 
ASO administration is probably longer compared to systemic administration, because ASOs 
have a long half-life in the central nervous system.14,15 However, systemic administration is 
much less invasive and is easier to perform. Since limited literature is available on cerebral 
blood vessel wall delivery, the optimization of delivery of the ASOs to the VSMCs will be one 
of the most crucial challenges to overcome.

As an alternative to NOTCH3 cysteine correction on the mRNA level, NOTCH3 cysteine 
correction could be achieved by a permanent exon deletion on the DNA level.16 We have 
shown this to be feasible in vitro using CRISPR/Cas9-based genome editing (Chapter 3).9 The 
potential benefit of genome editing is that patients could receive a one-time-treatment 
and that effects may be permanent. Currently, several ex vivo CRISPR/Cas trials are on-going 
on cells obtained from patients, such as in hematopoietic stem and progenitor cells for 
hematologic disorders. The CRISPR/Cas-components, i.e. guide RNA and Cas9 or Cas12, can 
be delivered to the cells ex vivo using physical methods (e.g. electroporation), viral vectors 
(e.g. adeno-associated virus (AAV)-vectors) or biomaterials (e.g. nanoparticles) and then 
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re-administered to the patient.17 In case of CADASIL and many other genetic diseases, the 
affected cells must be gene edited in vivo, thus viral vectors or biomaterials must be used as 
a delivery vehicle.18 CRISPR/Cas components could, for example, be delivered systemically 
or intrathecally by AAV-vectors, provided that these vectors have high target specificity and 
low affinity with non-targeted tissue, which is currently not the case.17,19 Once in the cell, 
gene editing efficiency also needs to be high enough, and genomic off-target effects should 
be negligible, as these genomic changes are also irreversible and might lead to adverse 
effects.20 

The effect of permanent NOTCH3 cysteine correction using gene editing could be studied 
in three dimensional in vitro disease models that closely recapitulate human brain vessels. 
In collaboration with leading experts in the field of organ-on-a-chip models, our group is 
currently developing a CADASIL-vessel-on-a-chip model using reprogrammed induced 
pluripotent stem cells (iPSCs) from CADASIL patients. Previous studies by others showed 
that developing capillary vessels from CADASIL-derived iPSCs is feasible.21 CADASIL-
vessel-on-a-chip models will facilitate the assessment of the morphology and (dys)
function of VSMCs, pericytes and endothelial cells in a controlled setting, and even in real 
time. Potentially, CADASIL-vessel-on-a-chip could also serve as an in vitro model to study 
the effect of ASO-based NOTCH3 exon skipping therapies, as well as to study NOTCH3ECD 
aggregation in the context of the vessel wall.

CADASIL endpoints and biomarkers in mice
The Leiden transgenic NOTCH3Arg182Cys mouse model is highly suitable for testing therapies 
targeting NOTCH3 RNA and DNA as it contains the full length human NOTCH3 gene, rather 
than only mouse or rat Notch3.22–24 As mice develop NOTCH3ECD granules earlier than GOM 
deposits,11 a therapeutic response can probably be observed earlier using the NOTCH3 score 
than using the GOM classification system. A pre-clinical study testing passive NOTCH3ECD 
immunotherapy showed no effect on NOTCH3ECD aggregation or GOM deposition in the 
transgenic rat genomic Notch3R169C mouse model, but did show a beneficial effect on 
cerebral hemodynamics.2 These results illustrate that functional measures, such as cerebral 
hemodynamics, have additional value in pre-clinical studies. In contrast to other mouse 
models, the Leiden mouse model does not show cerebral blood flow deficits or ischemic 
brain damage (Chapter 2), possibly explained by a different genetic background or 
fundamentally different measurement techniques.12,23,25 The Leiden mouse model does not 
show any signs of vessel wall thickening or mural cell degeneration as is seen in CADASIL 
patients, probably due to the relatively short life span of mice compared to patients 
(Chapter 2). Various studies testing hemodynamics have recently been performed in mouse 
models using a plethora of techniques, including ASL-MRI and laser Doppler flow analysis, 
often yielding contradictory results.3,11,12,23–35 For example, cerebrovascular reactivity is 
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quantified using different measurement techniques between laboratories, as well as using 
different stimuli to induce increased blood flow, resulting in incomparable results between 
mouse models.12,23,25,29 

CADASIL endpoints and biomarkers in patients
Validated outcome measures and biomarkers for CADASIL are a pre-requisite to be able 
to perform clinical trials. The benefit/risk-analysis performed by the regulator for therapy 
approval, requires knowledge of the risks (i.e. side-effects of treatment and disease burden 
if no therapy is given) and the clinical benefit upon treatment, which need to be assessed by 
an outcome measure that should quantify a therapeutic effect relevant to patients. These 
outcome measures can be hard clinical endpoints, such as the development of stroke, 
disability or death. Alternatively, endpoints can be measures for disease progression, for 
example cognitive performance measured on standardized cognitive scales (e.g. CAMCOG). 
Showing clinical benefit within the timeframe of a clinical trial (i.e. 1-2 years) is challenging 
for slowly progressive diseases like CADASIL, especially when therapies aim to slow down 
or halt disease progression. In order to reduce time span and sample size of a clinical trial, 
surrogate clinical endpoints can be used, as long as they are measures that anticipate future 
clinical benefit (e.g. brain atrophy or potentially fluid biomarkers). 

Cognitive measures and disability could be used as surrogate endpoints, but require 
too large sample sizes in symptomatic patients.36,37 In early disease stages such cognitive 
measures are likely not sensitive enough to be used as surrogate endpoints, even though 
some studies have reported executive dysfunction before the onset of stroke.38 Possibly, 
developing an integrated measure for disease severity, such as the Unified Huntington’s 
Disease Rating Scale used for Huntington’s disease,39 would allow for increased sensitivity 
to monitor changes in disease severity over short time intervals. Meanwhile, lacune load 
and brain atrophy on MRI may be feasible markers to detect differences in 1- or 2-year 
disease progression. Changes in WHM volume can be measured sensitively over time, 
including in pre-symptomatic patients, but WMH volume is probably not the best surrogate 
marker, because it does not correlate with clinical disease severity or progression (Chapter 
4).40–42 Diffusion tensor imaging (DTI) sensitively measures brain damage, was previously 
estimated to require less patients in a clinical trial than other neuroimaging or cognitive 
measures, and might be the most promising neuroimaging markers for pre-symptomatic 
patients.37,43 Possibly, neuroimaging measures of specific brain regions are suitable 
surrogate markers.44,45 Complementary to neuroimaging markers, serum NfL levels could 
be used as blood biomarker for symptomatic patients, as they correlate with (ischemic) 
neuronal damage, and cognitive impairment in CADASIL (Chapter 5).46,47 In a long-term 
follow-up study, however, there were no significant differences in 18-year increase in serum 
NfL in pre-symptomatic or mildly affected patients compared to controls, indicating that 
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NfL is mainly a biomarker for symptomatic patients. More research on the temporal profile 
of serum NfL is needed, in order to determine the relative contribution of acute ischemia 
and overall disease progression to serum NfL levels in CADASIL patients. This will help 
determining whether serum NfL could serve as a biomarker responsive to a therapy, as is 
the case for Multiple Sclerosis.48,49 

CADASIL vessel wall pathology seems to precede neuronal damage, therefore markers 
arising due to blood vessel wall damage might be more sensitive to early disease stages 
than neuroimaging markers. There have been reports of seemingly contradictory results on 
resting cerebral blood flow (CBF) and cerebrovascular reactivity (CVR) in patients, probably 
caused by the heterogeneity of techniques and patients samples used.50–56 Overall, it 
seems reduced CBF and CVR can only be reliably measured in severely affected patients, 
using state-of-the-art analyses, such as CVR measurements of selected brain regions and 
measurements of temporal dynamics of the vascular reactivity.54–56 

The amount of NOTCH3ECD aggregates or classification of GOM deposits visualized in blood 
vessel walls in skin biopsies could be associated with disease severity or progression, 
and could serve as a prognostic or monitoring biomarker. However, a limitation of these 
markers is that NOTCH3ECD aggregates and GOM deposits in skin biopsies might not reflect 
NOTCH3ECD aggregation and GOM deposits in the cerebrovasculature, and that these 
markers would imply obtaining repeated skin biopsies.

The retina and retinal vessels might reflect changes in the brain and brain vessels, as 
the retina has the same embryonal origin as the brain and is also affected by CADASIL 
pathology. In humans, the retina can be visualized non-invasively using optimal coherence 
tomography (OCT), thereby providing a high resolution three dimensional image of the 
retina. Using OCT, the thickness of retinal arteries was found to be increased in CADASIL 
patients,57–59 and the thickness of the retinal nerve fibre layer was reported to be reduced.60,61 
Retinal biomarkers are attractive as they are non-invasive and cheaper than neuroimaging 
biomarkers, but further investigations are needed, as currently available data is based on 
only a few studies with limited sample sizes. 

The potential blood biomarkers Endostatin, HTRA1, IGF-BP1 and TGF-ß were not associated 
with disease severity (Chapter 4). Biomarkers in cerebrospinal fluid (CSF) of CADASIL 
patients has not been studied extensively yet and may be worth further investigation.62–64 
Identification of fluid biomarkers in blood or CSF would likely be most promising using 
sensitive multiplex immunoassays or mass spectrometry approaches. Quantification of 
such identified biomarkers, should preferably be performed using sensitive techniques 
such as ultra-sensitive single molecule assays.
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CADASIL disease severity and progression
Variability in CADASIL disease course has long been recognized, even between patients 
of the same family, and in monozygotic twins.65,66 This variability was also observed in 
the 18-year follow-up study we performed, which also showed that some patients can 
remain remarkably stable over the course of almost two decades (Chapter 4). Disease 
modifier known so far are classical vascular risk factors, such as smoking and high blood 
pressure,65,67,68 and the NOTCH3cys mutation position.10 However, these modifiers do not 
explain all of the disease variability. Additional disease modifiers must be present and 
could be either genetic or environmental,67,69,70 including variants in proteins known to be 
associated with the molecular disease pathology, such as HTRA1, LTBP-1, TIMP3 or proteins 
of the ADAM17/HB-EGF/(ErbB1/ErbB4) pathway.71–73 

Future perspectives
Within 25 years after the discovery of NOTCH3 as the causative gene for CADASIL, the 
CADASIL research field has significantly progressed and has acquired much knowledge 
on disease pathomechanisms and disease course. Several CADASIL mouse models have 
been developed, many pre-clinical and clinical measures for disease severity have been 
described, and the proof-of-concept of several therapeutic approaches has been reported. 
Now, the time is ripe for the CADASIL research field to advance pre-clinical therapy 
development and aim for clinical trial readiness. This involves obtaining pre-clinical data 
showing therapy efficacy and safety, as well as developing validated (surrogate) endpoints 
for future clinical trials. In order to validate surrogate endpoints, a short-term natural 
history study must be performed to select the best outcome measures. 
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Key messages from this thesis

-	 Granular osmiophilic material (GOM) deposits evolve over time with respect to 
size, morphology and number, which can be classified in a five-stage GOM deposit 
classification system (Chapter 2). 

-	 The Leiden humanized transgenic NOTCH3Arg182Cys mouse model recapitulates 
early signs of CADASIL disease pathology (i.e. NOTCH3ECD aggregation and GOM 
deposition), but not other signs of disease pathology observed in CADASIL 
patients (i.e. blood vessel wall thickening, brain parenchyma pathology and 
cognitive dysfunction) (Chapter 2).

-	 Natural occurring NOTCH3 exon skipping is associated with reduced NOTCH3 
protein aggregation in CADASIL patients, suggesting that cysteine corrected 
NOTCH3 proteins do not aggregate (Chapter 3).

-	 Long-term disease progression is highly variable in CADASIL patients, and a subset 
of patients remains remarkably stable over the course of 18 years (Chapter 4).

-	 Cerebral blood flow and cerebrovascular reactivity (measured by gradient-echo 
phase-contrast MRI) and blood levels of the proteins HTRA1, Endostatin, IGF-
BP1 and TGF-ß (measured by ELISA) are not suitable as biomarkers for CADASIL 
(Chapter 4).

-	 Serum Neurofilament Light-chain (NfL) is a blood biomarker for CADASIL in 
symptomatic patients, reflecting lacune load and brain atrophy, and correlates 
with disease severity, disease progression and survival (Chapter 5).



Chapter 6126

References
1.	 Rutten, Dauwerse, Peters, et al. Therapeutic NOTCH3 

cysteine correction in CADASIL using exon skipping: 
In vitro proof of concept. Brain 139, 1123–1135 (2016).

2.	 Ghezali, Capone, Baron-Menguy, et al. Notch3 
ECD immunotherapy improves cerebrovascular 
responses in CADASIL mice. Ann. Neurol. 84, 246–
259 (2018).

3.	 Liu, Gonzalez-Toledo, Fagan, et al. Stem cell factor 
and granulocyte colony-stimulating factor exhibit 
therapeutic effects in a mouse model of CADASIL. 
Neurobiol. Dis. 73, 189–203 (2015).

4.	 Machuca-Parra, Bigger-Allen, Sanchez, et al. 
Therapeutic antibody targeting of Notch3 signaling 
prevents mural cell loss in CADASIL. J. Exp. Med. 214, 
2271–2282 (2017).

5.	 Joutel, Corpechot, Ducros, et al. Notch3 mutations 
in CADASIL, a hereditary adult-onset condition 
causing stroke and dementia. Nature 383, 707–710 
(1996).

6.	 Rutten, Haan, Terwindt, et al. Interpretation of 
NOTCH3 mutations in the diagnosis of CADASIL. 
Expert Rev. Mol. Diagn. 14, 593–603 (2014).

7.	 Opherk, Duering, Peters, et al. CADASIL mutations 
enhance spontaneous multimerization of NOTCH3. 
Hum. Mol. Genet. 18, 2761–2767 (2009).

8.	 Duering, Karpinska, Rosner, et al. Co-aggregate 
formation of CADASIL-mutant NOTCH3: a single-
particle analysis. Hum. Mol. Genet. 20, 3256–65 
(2011).

9.	 Gravesteijn, Dauwerse, Overzier, et al. Naturally 
occurring NOTCH3 exon skipping attenuates 
NOTCH3 protein aggregation and disease severity 
in CADASIL patients. Hum. Mol. Genet. (2020). 
doi:10.1093/hmg/ddz285

10.	 Rutten, Van Eijsden, Duering, et al. The effect of 
NOTCH3 pathogenic variant position on CADASIL 
disease severity: NOTCH3 EGFr 1–6 pathogenic 
variant are associated with a more severe 
phenotype and lower survival compared with EGFr 
7–34 pathogenic variant. Genet. Med. 21, 676–682 
(2019).

11.	 Rutten, Klever, Hegeman, et al. The NOTCH3 score: 
a pre-clinical CADASIL biomarker in a novel human 
genomic NOTCH3 transgenic mouse model with 
early progressive vascular NOTCH3 accumulation. 
Acta Neuropathol. Commun. 3, 89 (2015).

12.	 Gravesteijn, Munting, Overzier, et al. Progression 
and Classification of Granular Osmiophilic Material 
(GOM) Deposits in Functionally Characterized 

Human NOTCH3 Transgenic Mice. Transl. Stroke Res. 
(2019). doi:10.1007/s12975-019-00742-7

13.	 Evers, Toonen, Roon-mom, & van Roon-Mom. 
Antisense oligonucleotides in therapy for 
neurodegenerative disorders. Adv. Drug Deliv. Rev. 
87, 90–103 (2015).

14.	 Crooke, Witztum, Bennett, & Baker. RNA-Targeted 
Therapeutics. Cell Metab. 27, 714–739 (2018).

15.	 Rigo, Chun, Norris, et al. Pharmacology of a central 
nervous system delivered 2’-O-methoxyethyl-
modified survival of motor neuron splicing 
oligonucleotide in mice and nonhuman primates. J. 
Pharmacol. Exp. Ther. 350, 46–55 (2014).

16.	 Nelson, Hakim, Ousterout, et al. In vivo genome 
editing improves muscle function in a mouse model 
of Duchenne muscular dystrophy. Science (80-. ). 351, 
403–407 (2016).

17.	 Li, Niu, Ji, & Dong. Strategies for the CRISPR-Based 
Therapeutics. Trends Pharmacol. Sci. 41, 55–65 (2019).

18.	 Maguire, Ramirez, Merkel, Sena-Esteves, & 
Breakefield. Gene Therapy for the Nervous System: 
Challenges and New Strategies. Neurotherapeutics 
11, 817–839 (2014).

19.	 Lau, & Suh. In vivo genome editing in animals using 
AAV-CRISPR system: applications to translational 
research of human disease. F1000Research 6, 2153 
(2017).

20.	 Chen. Minimizing off-target effects in CRISPR-Cas9 
genome editing. Cell Biol. Toxicol. 35, 399–401 (2019).

21.	 Kelleher, Dickinson, Cain, et al. Patient-Specific iPSC 
Model of a Genetic Vascular Dementia Syndrome 
Reveals Failure of Mural Cells to Stabilize Capillary 
Structures. Stem Cell Reports 13, 817–831 (2019).

22.	 Lundkvist, Zhu, Hansson, et al. Mice carrying a 
R142C Notch 3 knock-in mutation do not develop a 
CADASIL-like phenotype. Genesis 41, 13–22 (2005).

23.	 Joutel, Monet-Leprêtre, Gosele, et al. Cerebrovascular 
dysfunction and microcirculation rarefaction 
precede white matter lesions in a mouse genetic 
model of cerebral ischemic small vessel disease. J. 
Clin. Invest. 120, 433–445 (2010).

24.	 Wallays, Nuyens, Silasi-Mansat, et al. Notch3 
Arg170Cys knock-in mice display pathologic and 
clinical features of the neurovascular disorder 
cerebral autosomal dominant arteriopathy with 
subcortical infarcts and leukoencephalopathy. 
Arterioscler. Thromb. Vasc. Biol. 31, 2881–2888 (2011).

25.	 Lacombe, Oligo, Domenga, Tournier-Lasserve, 



Discussion and future perspectives 127

6

& Joutel. Impaired Cerebral Vasoreactivity in a 
Transgenic Mouse Model of Cerebral Autosomal 
Dominant Arteriopathy With Subcortical Infarcts 
and Leukoencephalopathy Arteriopathy. Stroke 36, 
1053–1058 (2005).

26.	 Ehret, Vogler, Pojar, et al. Mouse model of CADASIL 
reveals novel insights into Notch3 function in adult 
hippocampal neurogenesis. Neurobiol. Dis. 75, 131–
141 (2015).

27.	 Ghosh, Balbi, Hellal, et al. Pericytes are involved 
in the pathogenesis of cerebral autosomal 
dominant arteriopathy with subcortical infarcts 
and leukoencephalopathy. Ann. Neurol. 78, 887–900 
(2015).

28.	 Ping, Qiu, Gonzalez-Toledo, Liu, & Zhao. Stem Cell 
Factor in Combination with Granulocyte Colony-
Stimulating Factor reduces Cerebral Capillary 
Thrombosis in a Mouse Model of CADASIL. Cell 
Transplant. 27, 637–647 (2018).

29.	 Dubroca, Lacombe, Domenga, et al. Impaired 
vascular mechanotransduction in a transgenic 
mouse model of CADASIL arteriopathy. Stroke 36, 
113–117 (2005).

30.	 Cognat, Cleophax, Domenga-Denier, & Joutel. Early 
white matter changes in CADASIL: evidence of 
segmental intramyelinic oedema in a pre-clinical 
mouse model. Acta Neuropathol. Commun. 2, 1–16 
(2014).

31.	 Primo, Graham, Bigger-Allen, et al. Blood 
biomarkers in a mouse model of CADASIL. Brain Res. 
1644, 118–126 (2016).

32.	 Ruchoux, Domenga, Brulin, et al. Transgenic Mice 
Expressing Mutant Notch3 Develop Vascular 
Alterations Characteristic of Cerebral Autosomal 
Dominant Arteriopathy with Subcortical Infarcts 
and Leukoencephalopathy. Am. J. Pathol. 162, 329–
342 (2003).

33.	 Monet, Domenga, Lemaire, et al. The archetypal 
R90C CADASIL-NOTCH3 mutation retains NOTCH3 
function in vivo. Hum. Mol. Genet. 16, 982–992 (2007).

34.	 Monet-Lepretre, Bardot, Lemaire, et al. Distinct 
phenotypic and functional features of CADASIL 
mutations in the Notch3 ligand binding domain. 
Brain 132, 1601–1612 (2009).

35.	 Arboleda-Velasquez, Manent, Lee, et al. 
Hypomorphic Notch 3 alleles link Notch signaling 
to ischemic cerebral small-vessel disease. Proc. Natl. 
Acad. Sci. 108, E128–E135 (2011).

36.	 Peters, Herzog, Opherk, & Dichgans. A two-year 
clinical follow-up study in 80 CADASIL subjects: 
Progression patterns and implications for clinical 

trials. Stroke 35, 1603–1608 (2004).

37.	 Benjamin, Zeestraten, Lambert, et al. Progression 
of MRI markers in cerebral small vessel disease: 
Sample size considerations for clinical trials. J. Cereb. 
Blood Flow Metab. 36, 228–240 (2016).

38.	 Taillia, Chabriat, Kurtz, et al. Cognitive alterations in 
non-demented CADASIL patients. Cerebrovasc. Dis. 
8, 97–101 (1998).

39.	 Huntington Study Group. Unified Huntington’s 
disease rating scale: Reliability and consistency. 
Mov. Disord. 11, 136–142 (1996).

40.	 Liem, Haan, Neut, et al. MRI correlates of cognitive 
decline in CADASIL. Neurology 72, 143–148 (2009).

41.	 Chabriat, Hervé, Duering, et al. Predictors of 
clinical worsening in cerebral autosomal dominant 
arteriopathy with subcortical infarcts and 
leukoencephalopathy: Prospective cohort study. 
Stroke 47, 4–11 (2016).

42.	 Jouvent, Duchesnay, Hadj-Selem, et al. Prediction 
of 3-year clinical course in CADASIL. Neurology 87, 
1787–1795 (2016).

43.	 Holtmannspötter, Peters, Opherk, et al. Diffusion 
magnetic resonance histograms as a surrogate 
marker and predictor of disease progression in 
CADASIL a two-year follow-up study. Stroke 36, 
2559–2565 (2005).

44.	 Delorme, De Guio, Reyes, et al. Reaction Time Is 
Negatively Associated with Corpus Callosum Area 
in the Early Stages of CADASIL. Am. J. Neuroradiol. 
38, 2094–2099 (2017).

45.	 O’Sullivan, Ngo, Viswanathan, et al. Hippocampal 
volume is an independent predictor of cognitive 
performance in CADASIL. Neurobiol. Aging 30, 890–
897 (2009).

46.	 Gravesteijn, Rutten, Verberk, et al. Serum 
Neurofilament light correlates with CADASIL 
disease severity and survival. Ann. Clin. Transl. 
Neurol. 6, 46–56 (2019).

47.	 Duering, Konieczny, Tiedt, et al. Serum 
Neurofilament Light Chain Levels Are Related to 
Small Vessel Disease Burden. J. Stroke 20, 228–238 
(2018).

48.	 Piehl, Kockum, Khademi, et al. Plasma 
neurofilament light chain levels in patients 
with MS switching from injectable therapies to 
fingolimod. Mult. Scler. J. 135245851771513 (2017). 
doi:10.1177/1352458517715132

49.	 Disanto, Barro, Benkert, et al. Serum Neurofilament 
light: A biomarker of neuronal damage in multiple 
sclerosis. Ann. Neurol. 81, 857–870 (2017).



Chapter 6128

50.	 Pfefferkorn, von Stuckrad-Barre, Herzog, et al. 
Reduced cerebrovascular CO(2) reactivity in 
CADASIL: A transcranial Doppler sonography study. 
Stroke 32, 17–21 (2001).

51.	 van den Boom, Lesnik Oberstein, Spilt, et al. Cerebral 
hemodynamics and white matter hyperintensities 
in CADASIL. J. Cereb. Blood Flow Metab. 23, 599–604 
(2003).

52.	 Singhal, & Markus. Cerebrovascular reactivity 
and dynamic autoregulation in nondemented 
patients with CADASIL (cerebral autosomal 
dominant arteriopathy with subcortical infarcts 
and leukoencephalopathy). J. Neurol. 252, 163–167 
(2005).

53.	 Cheema, Switzer, McCreary, et al. Functional 
magnetic resonance imaging responses in CADASIL. 
J. Neurol. Sci. 375, 248–254 (2017).

54.	 Moreton, Cullen, Delles, et al. Vasoreactivity in 
CADASIL: Comparison to structural MRI and 
neuropsychology. J. Cereb. Blood Flow Metab. 38, 
1085–1095 (2018).

55.	 Huneau, Houot, Joutel, et al. Altered dynamics 
of neurovascular coupling in CADASIL. Ann. Clin. 
Transl. Neurol. 5, 788–802 (2018).

56.	 Yin, Zhou, Yan, & Lou. Effects of cerebral blood flow 
and white matter integrity on cognition in CADASIL 
patients. Front. Psychiatry 10, 1–6 (2019).

57.	 Nelis, Kleffner, Burg, et al. OCT-Angiography reveals 
reduced vessel density in the deep retinal plexus of 
CADASIL patients. Sci. Rep. 1–7 (2018). doi:10.1038/
s41598-018-26475-5

58.	 Fang, Yu, Wu, et al. Study of enhanced depth 
imaging optical coherence tomography in cerebral 
autosomal dominant arteriopathy with subcortical 
infarcts and leukoencephalopathy. Chin. Med. J. 
(Engl). 130, 1042–1048 (2017).

59.	 Alten, Motte, Ewering, et al. Multimodal retinal 
vessel analysis in CADASIL patients. PLoS One 9, 
1–10 (2014).

60.	 Parisi, Pierelli, Coppola, et al. Reduction of optic 
nerve fiber layer thickness in CADASIL. Eur. J. Neurol. 
14, 627–631 (2007).

61.	 Rufa, Pretegiani, Frezzotti, et al. Retinal nerve fiber 
layer thinning in CADASIL: an optical coherence 
tomography and MRI study. Cerebrovasc. Dis. 31, 
77–82 (2011).

62.	 Dichgans, Wick, & Gasser. Cerebrospinal fluid 
findings in CADASIL. Neurology 53, 233 (1999).

63.	 Formichi, Parnetti, Radi, et al. CSF levels of 
β-amyloid 1-42, tau and phosphorylated tau protein 
in CADASIL. Eur. J. Neurol. 15, 1252–1255 (2008).

64.	 Unlü, de Lange, de Silva, Kalaria, & St Clair. 
Detection of complement factor B in the 
cerebrospinal fluid of patients with cerebral 
autosomal dominant arteriopathy with subcortical 
infarcts and leukoencephalopathy disease using 
two-dimensional gel electrophoresis and mass 
spectrometry. Neurosci. Lett. 282, 149–52 (2000).

65.	 Mykkänen, Junna, Amberla, et al. Different clinical 
phenotypes in monozygotic cadasil twins with a 
novel notch3 mutation. Stroke 40, 2215–2218 (2009).

66.	 Dichgans, Mayer, Uttner, et al. The phenotypic 
spectrum of CADASIL: Clinical findings in 102 cases. 
Ann. Neurol. 44, 731–739 (1998).

67.	 Singhal, Bevan, Barrick, Rich, & Markus. The 
influence of genetic and cardiovascular risk factors 
on the CADASIL phenotype. Brain 127, 2031–2038 
(2004).

68.	 Ling, De Guio, Duering, et al. Predictors and Clinical 
Impact of Incident Lacunes in Cerebral Autosomal 
Dominant Arteriopathy With Subcortical Infarcts 
and Leukoencephalopathy. Stroke 48, 283–289 
(2017).

69.	 Opherk, Peters, Holtmannspötter, et al. Heritability 
of MRI lesion volume in CADASIL: Evidence for 
genetic modifiers. Stroke 37, 2684–2689 (2006).

70.	 Opherk, Gonik, Duering, et al. Genome-wide 
genotyping demonstrates a polygenic risk score 
associated with white matter hyperintensity 
volume in CADASIL. Stroke 45, 968–972 (2014).

71.	 Capone, Dabertrand, Baron-Menguy, et al. 
Mechanistic insights into a TIMP3-sensitive 
pathway constitutively engaged in the regulation of 
cerebral hemodynamics. Elife 5, 1–26 (2016).

72.	 Zellner, Scharrer, Arzberger, et al. CADASIL brain 
vessels show a HTRA1 loss ‑ of ‑ function profile. Acta 
Neuropathol. (2018). doi:10.1007/s00401-018-1853-8

73.	 Kast, Hanecker, Beaufort, et al. Sequestration of 
latent TGF-β binding protein 1 into CADASIL-related 
Notch3-ECD deposits. Acta Neuropathol. Commun. 2, 
1–12 (2014).



Discussion and future perspectives 129

6




