GARDY ORCA - Online Research @
CARDY® Cardiff

This is an Open Access document downloaded from ORCA, Cardiff University's institutional
repository:https://orca.cardiff.ac.uk/id/eprint/118555/

This is the author’s version of a work that was submitted to / accepted for publication.
Citation for final published version:

Cleaver, Ruth, Berg, Jonathan, Craft, Emily, Foster, Alison, Gibbons, Richard J., Hobson, Emma, Lachlan,
Katherine, Naik, Swati, Sampson, Julian R., Sharif, Saba, Smithson, Sarah, Parker, Michael J. and Tatton-
Brown, Katrina 2019. Refining the Primrose syndrome phenotype: A study of five patients with ZBTB20 de
novo variants and a review of the literature. American Journal of Medical Genetics Part A 179 (3), pp. 344-
349. 10.1002/ajmg.a.61024

Publishers page: http://dx.doi.org/10.1002/ajmg.a.61024

Please note:
Changes made as a result of publishing processes such as copy-editing, formatting and page numbers may
not be reflected in this version. For the definitive version of this publication, please refer to the published
source. You are advised to consult the publisher’s version if you wish to cite this paper.

This version is being made available in accordance with publisher policies. See
http://orca.cf.ac.uk/policies.html for usage policies. Copyright and moral rights for publications made
available in ORCA are retained by the copyright holders.




REFINING THE PRIMROSE SYNDROME PHENOTYPE: A STUDY OF FIVE PATIENTS WITH ZBTB20 DE
NOVO VARIANTS AND A REVIEW OF THE LITERATURE

Ruth Cleaver!, Jonathan Berg?, Emily Craft?, Alison Foster?, Richard Gibbons®>, Emma Hobson®,
Katherine Lachlan’, Swati Naik?*, Julian Sampson®, Saba Sharif*, Sarah Smithson®, Deciphering
Developmental Disorders Study®, Michael J. Parker!!, Katrina Tatton-Brown'*2

South West Thames Regional Genetics Service, St. George’s University Hospitals NHS Foundation

Trust, London, UK
2. East of Scotland Regional Genetics Service, Dundee, UK
3. Department of Clinical Genetics, University Hospitals of Leicester NHS Trust, Leicester, UK
4. West Midlands Regional Genetics Service, Birmingham, UK
5. Oxford Centre for Genomic Medicine, Oxford, UK
6

Yorkshire Regional Genetics Service, Chapel Allerton Hospital, Leeds Teaching Hospitals NHS

Trust, Leeds, UK
7. Wessex Clinical Genetics Service, Southampton, UK
8. All Wales Medical Genetics Service, Cardiff, UK
9. Bristol Regional Genetics Service, Bristol, UK
10. Deciphering Developmental Disorders Study, Wellcome Trust Sanger Institute, Cambridge, UK

11. Sheffield Children’s NHS Foundation Trust, Sheffield Clinical Genetics Service, Sheffield, South

Yorkshire, UK
12. St. George’s University of London, UK

Abstract

Primrose syndrome is a rare autosomal dominant condition caused by heterozygous missense
variants within ZBTB20. Through an exome sequencing approach (as part of the Deciphering
Developmental Disorders (DDD) study) we have identified five unrelated individuals with
previously unreported, de novo ZBTB20 pathogenic missense variants. All five missense
variants targeted the C2H2 zinc finger domains. This genotype-up approach has allowed further
refinement of the Primrose syndrome phenotype. Major characteristics (>90% individuals)
include an intellectual disability (most frequently in the moderate range), a recognizable facial
appearance and brain MRI abnormalities, particularly abnormalities of the corpus callosum.
Other frequent clinical associations (in 50-90% individuals) include sensorineural hearing loss
(83%), hypotonia (78%), cryptorchidism in males (75%), macrocephaly (72%), behavioral issues
(67%) and dysplastic/hypoplastic nails (53%). Based upon these clinical data we discuss our

current management of patients with Primrose syndrome.



Introduction

Primrose Syndrome (OMIM 259050), first described in 1982 by David Primrose, has previously
been associated with a moderate to severe intellectual disability, a recognisable facial
appearance with deep set eyes, narrow, often down-slanting palpebral fissures, ptosis,
depressed nasal bridge and macrocephaly with or without tall stature (1-12). Additional reported
clinical features include muscle wasting, calcified pinnae, hearing loss, cataracts, hypothyroidism
(6,9), torus palatinus (a benign osseous elevation usually found on the midline of the hard palate)

(1,2,5,6), and sparse body and facial hair (1,2,3,4,5,8).

In 2014, heterozygous pathogenic variants within ZBTB20 were shown to cause Primrose
syndrome (12). ZBTB20, located at chromosome position 3g13.31, encodes one of a family of
POK [POZ (pox virus and zinc finger) and Kruppel] proteins which acts as a transcriptional
repressor and has a role in glucose metabolism, postnatal growth and neurogenesis (13,14,15).
ZBTB20 has five C2H2 zinc finger domains (ZNFI-ZNFV) and an N-terminal BTB (Broad Complex,

Tramtrack, Bric a brac) domain that mediate interaction with DNA (figure 1a, 13).

To date, 14 of 15 Primrose syndrome reported ZBTB20 pathogenic variants are missense variants
clustering within the first (three variants), second (six variants) and third (two variants) zinc finger
domains and the linker region between the first two motifs (three variants, figure 1a,
supplementary table 1, refs). Functional assays have supported a dominant negative mechanism
of disease whereby missense variants result in a stable but dysfunctional protein with defective
DNA binding (12). In contrast, haploinsufficiency of ZBTB20 causing the 3q13.31 microdeletion
syndrome (OMIM 615433), has been reported to cause a similar but distinct condition also
characterized by increased growth but without many of the Primrose syndrome clinical
associations including the recognizable facial appearance, calcified pinnae and muscle wasting

(16,17).

Here we report five patients with de novo ZBTB20 pathogenic missense variants, identified
through trio-based exome sequencing. This genotype-up approach has replicated the previous
finding that ZBTB20 missense variants target the zinc finger domains and has allowed a non-

biased refinement of the Primrose syndrome phenotype.

Methods



The study was approved by the UK Research Ethics Committee (10/H0305/83), granted by the
Cambridge South Research Ethics Committee. Informed consent was obtained from all families.
Seven patients with de novo ZBTB20 variants were identified through the Deciphering
Developmental Disorders (DDD) Study using a trio-based exome sequencing strategy and
methods as previously described (18). Five patients had missense variants, predicted to be
pathogenic according to American College of Medical Genetics and Genomics (ACMG criteria PS2,
PM1, PM2, PP2 and PP3 (19)) with evidence detailed in supplementary table 2. These five
missense variants targeted the first, second and third zinc fingers (ZNFI, ZNFIl and ZNFlll). None

had previously been reported.

The remaining two patients with de novo ZBTB20 variants were not included in the current study:
one patient because there was insufficient evidence to support pathogenicity of the variant and
the other because the patient additionally had a maternally inherited FLNA likely pathogenic
variant resulting in a compound phenotype. It was therefore unclear which clinical features were

attributable to the ZBTB20 variant and which to the FLNA variant.

Clinical data for the five patients with the single de novo pathogenic missense ZBTB20 variants
were obtained through face to face review by one of the authors, all experienced
dysmorphologists, and a standardized proforma. Photographs were requested in all five

individuals and received, with accompanying consent to publish, from ** families.

Results

Clinical details are summarized in table 1. Detailed case reports are shown below:

Patient 1 (DDD 273936)

Patient 1, female, had a de novo ZBTB20 ¢.1749C>G p.(Cys583Trp) pathogenic variant. She was
born at 38 weeks gestation following an uncomplicated pregnancy. Her birth weight was 2.9kg
(0.3 standard deviations below the mean, -0.3SD) with a head circumference of 36cm (+2.1SD).
At the age of 3 years, her height was 99cm (-0.5SD), weight was 15kg (-0.6SD) and head
circumference was 51.5cm (+0.4SD). Patient 1 had a severe learning disability and was delayed
in the attainment of her developmental milestones: she sat between 6 and 7 years of age,
crawled aged 7, she was not walking when reviewed at the age of 9 years and remained non-
verbal. She had hypothyroidism, hypotonia and brachycephaly. A brain MRI scan identified

colpocephaly and agenesis of the corpus callosum.



Patient 2 (DDD 303448)

Patient 2, male, had a de novo ZBTB20 c.1850T>C p.(Leu617Ser) pathogenic variant. He was one
of twins born at 37+6 weeks gestation following an uncomplicated pregnancy. Birth weight was
2.3kg (-2.1SD) with a head circumference of 35.4cm (+0.4SD). At 3.9 years, his height was 97cm
(-1.5SD), weight was 12.3kg (-2.5SD), and head circumference was 53.5cm (+1.9SD). Patient 2
sat unsupported at 21 months, was not able to walk (at 3.9 years) and began to babble at 34
months. He had a tendency to head bang when frustrated. Patient 2 had a moderate-severe
congenital sensorineural hearing loss, a small patent foramen ovale and generalised hypotonia,
more prominent in the lower limbs. He had had one focal seizure. He had hypermetropia,
astigmatism and a convergent squint. Dysmorphic features included low-set ears, flat mid-face
with prominent forehead, deep-set eyes with down slanting palpebral fissures and a thin upper

lip (figure 1b). A brain MRI scan demonstrated partial agenesis of the corpus callosum.

Patient 3 (DDD 273033)

Patient 3, female, had a de novo ZBTB20 c.1879A>G p.(Thr627Ala) pathogenic variant. She was
born at 39 weeks gestation following a normal pregnancy with a birth weight of 2.98kg (-0.55SD).
There were some difficulties establishing feeding in the early neonatal period but no other
significant concerns. At the age of 2.3 years, her height was 85cm (-0.85SD), weight was 10.9kg (-
1.2SD) and head circumference was 50.5 cm (+1SD). Patient 3 was slow to reach her
developmental milestones; she sat at 6 months, walked aged 3-4 years, and spoke her first words
between 2.5 and 3 years. She had a moderate learning disability. She had mild generalised
hypotonia in infancy progressing to truncal hypotonia in adolescence with increased tone and
reflexes in the left leg. Additional medical problems included kyphoscoliosis, mixed conductive
and sensorineural hearing loss, hypermetropia with recurrent blepharoconjunctivitis and raised
urinary calcium with possible nephrocalcinosis. Patient 3 had joint hypermobility with soft,
doughy skin, cutis marmorata and dysplastic nails. She had a narrow mouth, pointed chin, and
upslanting palpebral fissures (figure 1b). Dentition was poor with delayed secondary dentition.
A brain MRI scan was unremarkable and bone age was delayed (the bone age was 2 years at

chronological age of 3 years 4 months).

Patient 4 (DDD 263871)

Patient 4, male, had a de novo mosaic ZBTB20 c.1943C>T p.(Ser648Phe) pathogenic variant. He
was born at term following an uncomplicated pregnancy with a birth weight of 5.3kg (+3.4SD).

At 11.25 years, his height was 154.5cm (+0.9SD), weight was 73.7kg (+2.6SD), and head



circumference was 61cm (+5SD). He sat at 7 months, walked at 12 months and developed speech
at 3-4 years. He had a moderate learning difficulty. He was a poor sleeper, had a poor working
memory and a tendency to temper tantrums. He had bilateral cryptorchidism, a convergent
squint and sensorineural hearing loss. He had narrrow, downslanting palpebral fissures and a

high arched palate (figure 1b). A brain MRI scan identified a Chiari malformation.

Patient 5 (DDD 280375)

Patient 5, male, had a de novo ZBTB20 c.1967A>G p.(His656Arg) pathogenic variant. He was born
at 41+5 weeks gestation following an uncomplicated pregnancy. He was delivered via an
emergency caesarean section for fetal distress and had a birth weight of 2.6kg (-2.1SD). There
were no immediate postnatal concerns. At 13.4 years of age, his height was 154cm (-1SD), weight
was 68.3kg (+1.4SD), and head circumference was 59cm (+2.8SD). He sat at 10 months, walked
aged 3-4 years, and developed his first words between 2.5 and 3 years of age. He had a moderate
learning difficulty. He had moderate bilateral congenital sensorineural hearing loss, obesity
(associated with hyperphagia), central and peripheral hypotonia and a marked lumbar lordosis.
He had mild camptodactyly, hypoplastic 5th toe nails, and acrocephaly. A brain MRI scan

demonstrated a thin corpus callosum.

Discussion

Through an exome sequencing approach, the current study has identified five patients with novel
single de novo ZBTB20 missense variants. These data replicate previous reports that Primrose
syndrome missense variants cluster within the zinc finger domains and expand the clustering to
include the third zinc finger domain where only two pathogenic variants had previously been
reported (11). Stellachi et al. recently reported a frameshift variant outside of the zinc finger
domains said to cause Primrose Syndrome (11). Given the findings both from the current study
and previously reported studies, a frameshift variant would be an unusual cause of Primrose
Syndrome. In addition, further evaluation of the phenotype in this patient suggests greater
similarity with the 39g13.31 microdeletion syndrome than Primrose Syndrome with increased
growth and a milder intellectual disability than that normally described in Primrose syndrome.
In addition, this patient, facially, bears a significant resemblance to the patient reported by
Rasmussen et al. with a 3g13.31 microdeletion, rather than patients with Primrose syndrome

(21).



The identification of five additional patients with pathogenic ZBTB20 missense variants has
increased the total number of patients with de novo ZBTB20 missense variants to 19 and has
allowed further refinement of the Primrose syndrome phenotype (supplementary table 1). Major
clinical features, reported in >90% of patients with Primrose syndrome, include an intellectual
disability (most frequently in the moderate range), a characteristic facial appearance consisting
of prominent forehead, deep set eyes, down slanting palpebral fissures, small mouth, thin upper
lip and pointed chin and abnormal findings on brain MRI scan (most frequently abnormalities of
the corpus callosum). Other likely clinical associations of Primrose syndrome, reported in 50-90%
of patients with Primrose syndrome, include hearing loss (83%), hypotonia (78%), cryptorchidism
in males (75%), macrocephaly (72%), behavioral issues (67%) and dysplastic or hypoplastic nails
(53%). In addition, distal muscle wasting, abnormalities of glucose metabolism, contractures and
ectopic calcification of the pinnae were reported in at least 80% of adult patients. None of these
four clinical features were reported in the five patients in the current study. However, our oldest

patient was only 13.4 years and so it is possible that our five patients may still develop these.

Based on our findings and data from the fourteen previously reported patients with missense
variants, our practice is to ensure appropriate learning and behavior support is in place and to
refer to physiotherapy for management of hypotonia and/or contractures. We undertake a
hearing evaluation for all our patients. In addition, until there are longitudinal data, we are

screening our patients for both abnormalities of glucose metabolism and thyroid abnormalities.

All five variants occurred de novo. One variant was mosaic. This has implications for the
counselling of families with regard to recurrence risk. We would counsel a 1% recurrence risk
where a child has a de novo constitutive variant, with no evidence of mosaicism, reflecting the
possibility of germline mosaicism and we would offer prenatal testing in future pregnancies. In
contrast, the risk of recurrence of a de novo mosaic variant is very low (background rate) and

invasive prenatal testing for future pregnancies would not be recommended.

Although the current study has allowed further refinement of the Primrose syndrome phenotype,
the total number of patients and, in particular, the number of adults with Primrose syndrome
remains small. However, as exome/genome sequencing becomes more accessible, it is likely that
additional individuals, of all ages, will be identified with Primrose syndrome. This will result in an
improving understanding of the Primrose syndrome phenotype, a greater knowledge of the long
term syndrome complications and the implementation of optimal, consistent, evidence-based

management.






Acknowledgements

This study makes use of data generated by the DECIPHER community. A full list of centres who
contributed to the generation of the data is available from http://decipher.sanger.ac.uk and via
email from decipher@sanger.ac.uk. Funding for the project was provided by the Wellcome Trust.
The DDD study presents independent research commissioned by the Health Innovation Challenge
Fund [grant number HICF-1009-003], a parallel funding partnership between Wellcome and the
Department of Health, and the Wellcome Sanger Institute [grant number WT098051]. The views
expressed in this publication are those of the author(s) and not necessarily those of Wellcome or
the Department of Health. The study has UK Research Ethics Committee approval (10/H0305/83,
granted by the Cambridge South REC, and GEN/284/12 granted by the Republic of Ireland REC). The
research team acknowledges the support of the National Institute for Health Research, through the
Comprehensive Clinical Research Network. We express our gratitude to the patients and their
families who participated in this and the DDD study. We are also grateful for the contribution of
the clinicians caring for the patients in this study who contributed valuable clinical information.

Web resources
Online Mendelian Inheritance in Man (OMIM); https://www.omim.org

Decipher; https://decipher.sanger.ac.uk
EXAC; http://exac.broadinstitute.org
GnomAD; http://gnomad.broadinstitute.org

References

(1) Primrose, D. A. (2008). A SLOWLY PROGRESSIVE DEGENERATIVE CONDITION CHARACTERIZED BY
MENTAL DEFICIENCY, WASTING OF LIMB MUSCULATURE AND BONE ABNORMALITIES, INCLUDING
OSSIFICATION OF THE PINNAE. Journal of Intellectual Disability Research, 26(2), 101-106.
https://doi.org/10.1111/j.1365-2788.1982.tb00133.

(2) Collacott, R. A., O’Malley, B. P., & Young, I. D. (2008). THE SYNDROME OF MENTALHANDICAP,
CATARACTS, MUSCLE WASTING AND SKELETAL ABNORMALITIES: REPORT OF A SECOND CASE.
Journal of Intellectual Disability Research, 30(3), 301-308. https://doi.org/10.1111/j.1365-
2788.1986.tb01324.

(3) Lindor M., N., Hoffman D., A., & Primrose A., D. (1996). A neuropsychiatric disorder associated

with dense calcification of the external ears and distal muscle wasting: “Primrose syndrome.”
Clinical Dysmorphology, 5(1), 27-34.

(4) Battisti, C., Dotti, M. T., Cerase, A., Rufa, A., Sicurelli, F., Scarpini, C., & Federico, A. (2002). The
Primrose syndrome with progressive neurological involvement and cerebral calcification [7]. Journal
of Neurology, 249(10), 1466—1468. https://doi.org/10.1007/s00415-002-0850-x



http://decipher.sanger.ac.uk/
mailto:decipher@sanger.ac.uk
https://www.omim.org/
https://decipher.sanger.ac.uk/
http://exac.broadinstitute.org/
http://gnomad.broadinstitute.org/
https://doi.org/10.1111/j.1365-2788.1982.tb00133
https://doi.org/10.1111/j.1365-2788.1986.tb01324
https://doi.org/10.1111/j.1365-2788.1986.tb01324
https://doi.org/10.1007/s00415-002-0850-x

(5) Mathijssen, I. B., Van Hasselt-Van Der Velde, J., & Hennekam, R. C. M. (2006). Testicular cancer
in a patient with Primrose syndrome. European Journal of Medical Genetics, 49(2), 127-133.
https://doi.org/10.1016/j.ejmg.2005.06.001

(6) Dalal, P., Leslie, N. D., Lindor, N. M., Gilbert, D. L., & Espay, A. J. (2010). Motor tics, stereotypies,
and self-flagellation in primrose syndrome. Neurology, 75(3), 284-286.
https://doi.org/10.1212/WNL.0b013e3181e8e754

(7) Posmyk, R., Lesniewicz, R., Chorazy, M., & Wotczynski, S. (2011). New case of Primrose syndrome
with mild intellectual disability. American Journal of Medical Gentics, Part A, 155(11), 2838-2840.
https://doi.org/10.1002/ajmg.a.34257

(8) Carvalho, D. R., & Speck-Martins, C. E. (2011). Additional features of unique Primrose syndrome
phenotype. American Journal of Medical Genetics, Part A, 155(6), 1379-1383.
https://doi.org/10.1002/ajmg.a.33955

(9) Mattioli, F., Piton, A., Gérard, B., Superti-Furga, A., Mandel, J. L., & Unger, S. (2016). Novel de
novo mutations in ZBTB20 in Primrose syndrome with congenital hypothyroidism. American Journal
of Medical Genetics, Part A, 170(6), 1626—1629. https://doi.org/10.1002/ajmg.a.37645

(10) Casertano, A., Fontana, P., Hennekam, R. C., Tartaglia, M., Genesio, R., Dieber, T. B., ... Melis, D.
(2017). Alterations in metabolic patterns have a key role in diagnosis and progression of primrose
syndrome. American Journal of Medical Genetics, Part A, 173(7), 1896-1902.
https://doi.org/10.1002/ajmg.a.38124

(11) Stellacci, E., Steindl, K., Joset, P., Mercurio, L., Anselmi, M., Cecchetti, S., ... Rauch, A. (2018).
Clinical and functional characterization of two novel ZBTB20 mutations causing Primrose syndrome.
Human Mutation, 39(7), 959-964. https://doi.org/10.1002/humu.23546

(12) Cordeddu, V., Redeker, B., Stellacci, E., Jongejan, A., Fragale, A., Bradley, T. E. J., ... Hennekam,
R. C. (2014). Mutations in ZBTB20 cause Primrose syndrome. Nature Genetics, 46(8), 815-817.
https://doi.org/10.1038/ng.3035

(13) Sutherland, A. P. R., Zhang, H., Zhang, Y., Michaud, M., Xie, Z., Patti, M.-E., ... Zhang, W. J. (2009).
Zinc finger protein Zbtb20 is essential for postnatal survival and glucose homeostasis. Molecular and
Cellular Biology, 29(10), 2804—-2815. https://doi.org/10.1128/MCB.01667-08

(14) zZhang, Y. E., Xie, Z., Zhou, L., Li, L., Zhang, H., Zhou, G., ... Zhang, W. J. (2012). BASIC AND
TRANSLATIONAL-PANCREAS The Zinc Finger Protein ZBTB20 Regulates Transcription of Fructose-
1,6-Bisphosphatase 1 and Cell Function in Mice. https://doi.org/10.1053/j.gastro.2012.02.043

(15) Xie, Z., Ma, X., Ji, W., Zhou, G., Lu, Y., Xiang, Z., ... Zhang, W. J. (2010). Zbtb20 is essential for the
specification of CA1l field identity in the developing hippocampus. Proceedings of the National
Academy of Sciences of the United States of America, 107(14), 6510-6515.
https://doi.org/10.1073/pnas.0912315107

(16) Molin, A.-M., Andrieux, J., Koolen, D. A., Malan, V., Carella, M., Colleaux, L., ... Annerén, G.
(2012). A novel microdeletion syndrome at 3q13.31 characterised by developmental delay,

postnatal overgrowth, hypoplastic male genitals, and characteristic facial features. Journal of
Medical Genetics, 49(2), 104—109. https://doi.org/10.1136/jmedgenet-2011-100534

(17) Shuvarikov, A., Campbell, I. M., Dittwald, P., Neill, N. J., Bialer, M. G., Moore, C,, ... Rosenfeld, J.
A. (2013). Recurrent HERV-H-Mediated 3q13.2-q13.31 Deletions Cause a Syndrome of Hypotonia

8


https://doi.org/10.1016/j.ejmg.2005.06.001
https://doi.org/10.1212/WNL.0b013e3181e8e754
https://doi.org/10.1002/ajmg.a.34257
https://doi.org/10.1002/ajmg.a.33955
https://doi.org/10.1002/ajmg.a.37645
https://doi.org/10.1002/ajmg.a.38124
https://doi.org/10.1002/humu.23546
https://doi.org/10.1038/ng.3035
https://doi.org/10.1128/MCB.01667-08
https://doi.org/10.1073/pnas.0912315107
https://doi.org/10.1136/jmedgenet-2011-100534

and Motor, Language, and Cognitive Delays. Human Mutation, 34(10), 1415-1423.
https://doi.org/10.1002/humu.22384

(18) Firth, H. V, Richards, S. M., Bevan, A. P., Clayton, S., Corpas, M., Rajan, D., ... Carter, N. P. (2009).
DECIPHER: Database of Chromosomal Imbalance and Phenotype in Humans Using Ensembl

Resources. American Journal of Human Genetics, 84(4), 524-533,
https://doi.org/10.1016/j.ajhg.2009.03.010

(19) Richards, S., Aziz, N., Bale, S., Bick, D., Das, S., Gastier-Foster, J., ... Rehm, H. L. (2015). Standards
and guidelines for the interpretation of sequence variants: a joint consensus recommendation of

the American College of Medical Genetics and Genomics and the Association for Molecular
Pathology. https://doi.org/10.1038/gim.2015.30

(20) Lek, M., Karczewski, K. J., Minikel, E. V., Samocha, K. E., Banks, E., Fennell, T., ... Consortium, E.
A. (2016). Analysis of protein-coding genetic variation in 60,706 humans. Nature, 536(7616), 285—
291. https://doi.org/10.1038/nature19057

(21) Rasmussen, M. B., Nielsen, J. V, Lourenco, C. M., Melo, J. B., Halgren, C., Geraldi, C. V. L,, ...
Tommerup, N. (n.d.). Neurodevelopmental disorders associated with dosage imbalance of ZBTB20
correlate with the morbidity spectrum of ZBTB20 candidate target genes. https://doi.org/10.1136/



https://doi.org/10.1002/humu.22384
https://doi.org/10.1016/j.ajhg.2009.03.010
https://doi.org/10.1038/gim.2015.30
https://doi.org/10.1038/nature19057

Table 1: Clinical features of the five patient reported in the current study with de novo pathogenic ZBTB20 variants

Ectopic calcification pinna
Other

Patent foramen ovale,
afebrile seizure

Joint hypermobility,
poor/delayed
secondary dentition,
raised urinary calcium,
kyphoscoliosis

Patient details | Patient identifier 1 2 3 4 5
Sex Female Male Female Male Male
Age/years 3.0 3.9 2.3 11.3 13.4
Variant details | Nucleotide ¢.1749C>G €.1850T>C c.1879A>G €.1943C>T c.1967A>G
Amino acid p.(Cys583Trp) p.(Leub17Ser) p.(Thr627Ala) p.(Ser648Phe) p.(His656Arg)
Inheritance de novo de novo de novo de novo mosaic de novo
Growth Ht/cm (SD) 99 (-0.5) 97 (-1.5) 85 (-0.8) 154.5 (+0.9) 154 (-0.1)
Wt/kg (SD) 15 (-0.6) 12.3 (-2.5) 10.9 (-1.2) 73.7 (+2.6) 68.3 (+1.4)
HC/cm (SD) 51.5 (+0.4) 53.5 (+1.9) 50.5 (+1) 61 (+5) 59 (+2.8)
BW/kg (SD) 2.9(-0.3) 2.3(-2.1) 3.0(-0.5) 5.3 (+3.4) 2.58 (-2.1)
BHC/cm (SD) 36 (+2.1) 35.4 (+0.4) nk nk nk
Learning and Learning difficulties Moderate Moderate Moderate
behavior Behavioral issues - Head banging - Poor sleep, tantrums, -
poor memory
Additional Hearing loss - + + + +
medical Hypothyroid + - - - -
problems Hypotonia + + + - +
Muscle wasting - - - - -
Contractures nk - - - +
Dysplastic nails - nk + - +
Eyes - Hypermetropia, Hypermetropia, Strabismus -
astigmatism, recurrent
strabismus blepharoconjunctivitis
Cryptorchidism na + na + -
Error glucose metabolism nk nk - nk -

Hyperphagia, lumbar
lordosis

Brain imaging

Brain MRI

Agenesis of the corpus
callosum, colpocephaly

Agenesis of the corpus
callosum (partial)

Normal

Chiari malformation

Hypoplastic corpus
callosum

Abbreviations: +, present; -, absent; nk, not known; na, not applicable; Ht height, Wt, weight; HC, head circumference; BW, birth weight; BHC, birth
head circumference; SD, standard deviations ; GTT, abnormal glucose tolerance; DM, diabetes mellitus




Supplementary table 1: Table of clinical features reported in 19 patients with ZBTB20 missense variants including five patients included in the current

study and 14 patients reported in the literature.

Supplementary table 2. Pathogenicity evidence and ACMG classification for variants in this study

Variant Inheritance Domain Polyphen SIFT GnomAD ACMG
classification

¢.1879A>G, De novo ZnF 1l Probably Deleterious Absent Pathogenic
p.(Thr627Ala) damaging

c.1749C>G, De novo ZnF | Probably Deleterious Absent Pathogenic
p.(Cys583Trp) damaging

€.1850T>C, De novo ZnF 1l Probably Deleterious Absent Pathogenic
p.(Leu617Ser) damaging

€.1943C>T, De novo mosaic | ZnF Il Probably Deleterious Absent Pathogenic
p.(Ser648Phe) damaging

¢.1967A>G, De novo ZnF 11l Probably Deleterious Absent Pathogenic
p.(His656Arg) damaging




Figure 1 a) schematic of ZBTB20 showing the BTB domain (blue) and the four C2H2 zinc finger domains (red). Variants identified in the current study
are shown above the line and previously reported variants are shown below the line; b) facial appearance of ** individuals with ZBTB20 variants.



