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Mutations in 3 genes (MKS3, CC2D2A and
RPGRIP1L) cause COACH syndrome (Joubert
syndrome with congenital hepatic fibrosis)

D Doherty,1 M A Parisi,2 L S Finn,3 M Gunay-Aygun,2 M Al-Mateen,4 D Bates,3

C Clericuzio,5 H Demir,6 M Dorschner,3 A J van Essen,7 W A Gahl,2 M Gentile,8

N T Gorden,3 A Hikida,3 D Knutzen,3 H Özyurek,9 I Phelps,3 P Rosenthal,10

A Verloes,11 H Weigand,12 P F Chance,3 W B Dobyns,13 I A Glass3

ABSTRACT
Objective To identify genetic causes of COACH
syndrome
Background COACH syndrome is a rare autosomal
recessive disorder characterised by Cerebellar vermis
hypoplasia, Oligophrenia (developmental delay/mental
retardation), Ataxia, Coloboma, and Hepatic fibrosis. The
vermis hypoplasia falls in a spectrum of mid-hindbrain
malformation called the molar tooth sign (MTS), making
COACH a Joubert syndrome related disorder (JSRD).
Methods In a cohort of 251 families with JSRD, 26
subjects in 23 families met criteria for COACH syndrome,
defined as JSRD plus clinically apparent liver disease.
Diagnostic criteria for JSRD were clinical findings
(intellectual impairment, hypotonia, ataxia) plus
supportive brain imaging findings (MTS or cerebellar
vermis hypoplasia).MKS3/TMEM67 was sequenced in all
subjects for whom DNA was available. In COACH
subjects without MKS3 mutations, CC2D2A, RPGRIP1L
and CEP290 were also sequenced.
Results 19/23 families (83%) with COACH syndrome
carried MKS3 mutations, compared to 2/209 (1%) with
JSRD but no liver disease. Two other families with
COACH carried CC2D2A mutations, one family carried
RPGRIP1L mutations, and one lacked mutations in MKS3,
CC2D2A, RPGRIP1L and CEP290. Liver biopsies from
three subjects, each with mutations in one of the three
genes, revealed changes within the congenital hepatic
fibrosis/ductal plate malformation spectrum. In JSRD with
and without liver disease, MKS3 mutations account for
21/232 families (9%).
Conclusions Mutations in MKS3 are responsible for the
majority of COACH syndrome, with minor contributions
from CC2D2A and RPGRIP1L; therefore, MKS3 should be
the first gene tested in patients with JSRD plus liver
disease and/or coloboma, followed by CC2D2A and
RPGRIP1L.

COACH syndrome (MIM 216360) was proposed in
1989 by Verloes and Lambotte to describe the
combination of Cerebellar vermis hypoplasia
(CVH), Oligophrenia (developmental delay/mental
retardation), Ataxia, Colobomas, and Hepatic
fibrosis in three individuals including two siblings.1

Since that initial description, more than 40 indi-
viduals have been described with that constellation
of findings or a subset thereof. In 1999, Satran et al2

proposed that COACH syndrome represents

a subtype of the autosomal recessive disorder
Joubert syndrome (MIM 213300) manifesting liver
disease. In 2004, Gleeson et al3 established that the
CVH in COACH syndrome was accompanied by
elongation of the superior cerebellar peduncles and
a deep interpeduncular fossa on brain magnetic
resonance imaging (MRI), all features that consti-
tute the molar tooth sign (MTS), the key feature of
Joubert syndrome and related disorders (JSRD). As
a JSRD subtype, COACH syndrome manifests core
neurological features including the MTS, hypotonia
in infancy with later development of ataxia, devel-
opmental delay/mental retardation, abnormal
breathing pattern (tachypnoea and/or apnoea) and
abnormal eye movements (typically, nystagmus,
oculomotor apraxia (OMA) or difficulty with
smooth visual pursuit).4e6 Other features variably
reported in JSRD include dysmorphic facial features,
polydactyly, retinal dystrophy, chorioretinal colo-
bomas, renal disease (cysts or juvenile neph-
ronophthisis), hepatic fibrosis, and tongue papules
or oral frenulae.7e9

The autosomal recessive disorder Meckel
(Gruber) syndrome (MKS; MIM 607361) typically
manifests prenatal or perinatal lethality and is
characterised by the triad of posterior fossa brain
malformation (90% occipital encephalocele), cystic
renal dysplasia, and congenital liver disease (the
ductal plate malformation (DPM)).10e13 These
features place MKS within a wider group of
congenital hepato-renal fibrocystic diseases that
include autosomal recessive polycystic kidney
disease (ARPKD), nephronophthisis with liver
fibrosis, BardeteBiedl syndrome and Jeune asphyx-
iating thoracic dystrophy. The DPM (figure 1A) is
thought to result from incomplete remodelling of
the embryonic ductal plate which normally leads to
the mature structure of the portal triad (figure 1B).
This developmental arrest is associated with the
presence of an excess of dilated bile ducts, often
arranged in a circular profile, as well as portal
fibrosis. It is often referred to as congenital hepatic
fibrosis (CHF), especially after infancy when the
ducts typically become less conspicuous and dense
fibrosis predominates.14e16

Marked genetic heterogeneity exists for JSRD
and MKS. Mutations in seven genes (NPHP1,
AHI1, CEP290, RPGRIP1L, MKS3/TMEM67,
CC2D2A and ARL13B) and two additional loci
(9q34, pericentromeric chromosome 11) have been
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associated with JSRD,17e30 but these account for only approxi-
mately 50% of patients. MKS1 and MKS3 are each estimated to
contribute to a variable percentage of total MKS patients, highly
dependent on ethnic background.31e34 Several of the genes
responsible for JSRD (CEP290, RPGRIP1L, MKS3/TMEM67,
CC2D2A) also cause MKS.20 22 35e38 This overlap is not comple-
tely unexpected given that the genes responsible for JSRD and
MKS are implicated in primary cilium/basal body function, and
both physical and genetic interactions between these proteins/
genes have been demonstrated.38 Given the shared genetic causes
of MKS and JSRD, the underlying pathophysiology of liver

disease in COACH syndrome is likely to lie within the same
spectrum as MKS.
Recently, Brancati et al39 identified MKS3 mutations in more

than half of probands with COACH syndrome, defined as JSRD
with CHF; however, the contribution of MKS3 mutations to
JSRD as a whole was not reported. In this work, we demon-
strate that MKS3 mutations account for 9% of families in
a large JSRD cohort, and that MKS3 mutations occur almost
exclusively in the JSRD plus clinically apparent liver disease
(COACH) subtype. In addition, we found RPGRIP1L and
CC2D2A mutations in families with COACH, and collectively,

Figure 1 Liver biopsy findings in
patients with COACH syndrome. (A)
Ductal plate malformation, fetus with
MKS: the portal triad with ductal plate
malformation has a ring of irregularly
shaped and dilated bile duct structures
that parallel the limiting plate. Trichrome,
1503. (B) Normal liver, 4 years: the
portal triad contains a bile duct (lower
left lumen), hepatic artery (lower right
lumen) and portal vein (upper lumen)
within a minimal amount of supporting
fibrocollagen. Trichrome, 3003. (C)
UW65, 11 months: the portal triad is
expanded by minimal fibrosis and too
many duct profiles, located both at the
limiting plate and within the connective
tissue. Trichrome, 2003. (D) UW65, 9
years: the portal triad has moderate
fibrosis and an excess of bile ducts and
hepatic artery branches with only
minimal inflammation. Trichrome, 2003.
(E) UW49, 10 years: the explanted liver
has dense portal fibrosis that extends
between triads and focally forms
nodules. Trichrome, 203. (F) UW49, 10
years: a portal triad in the explant shows
moderate fibrosis and several irregular
bile duct profiles. Trichrome, 3003. (G)
UW04-3, 5 years: the liver biopsy has
intact lobular architecture with portal
fibrosis and occasional septa bridging
portal areas. Trichrome, 203. (H)
UW04-3, 5 years: a representative portal
area shows several profiles of bile ducts
and hepatic artery branches within
dense fibrocollagen; central clear lumen
is a normal portal vein branch.
Trichrome, 3003.
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these three genes account for up to 96% of families with COACH
in our cohort.

SUBJECTS AND METHODS
Subjects
In cooperation with the Joubert Syndrome Foundation &
Related Cerebellar Disorders and clinical collaborators
throughout the world, the University of Washington (UW)
Joubert Center has enrolled >250 families with JSRD under an
approved protocol through the Human Subjects Division at the
University of Washington. All subjects in the cohort have clinical
findings of Joubert syndrome (intellectual impairment, hypo-
tonia, ataxia) and supportive brain imaging findings (MTS on
MRI or cerebellar vermis hypoplasia on computed tomography
(CT) scan). For subjects without brain MRI studies, vermis
hypoplasia was considered a sufficient imaging criterion. Diag-
nosis of CHF was based on medical record review using any one
of the following criteria: histopathological evidence of hepatic
fibrosis from either biopsy or autopsy, hepatic ultrasound/MRI
imaging findings consistent with fibrosis or bile duct dilatation,
otherwise unexplained elevated serum transaminases, hepato-
megaly, portal hypertension, portosystemic shunting, or liver
transplantation. Patients with an alternative cause for liver
disease (medication, infection, inflammation) were excluded.
Other features including coloboma, retinal disease, renal disease,
polydactyly, and encephalocele were identified based on parent/
physician report or medical record review. Ocular coloboma was
not required for the COACH diagnosis. Renal disease was
collated and assigned to the following categories using clinical,
imaging and histopathological data, as available: (1) neph-
ronophthisis, or (2) macrocystic renal disease, or (3) other renal
disease as reported. These criteria were also applied to interpre-
tation of historical reports of COACH syndrome.

Mutation identification
The known JSRD and MKS loci were excluded using micro-
satellite and single nucleotide polymorphism (SNP) genotyping
as previously described.38 The remaining probands were
sequenced for MKS3,37 40 CC2D2A,41 and RPGRIP1L19 as previ-
ously described. Sequencing of forward and reverse strands of all
exons plus 30e50 bp of flanking intronic sequence was

performed using BigDye v3.1 (Applied Biosystems, Foster City,
California, USA) terminator chemistry and reactions purified
with BigDye XTerminator (Applied Biosystems) technology.
Extension fragments were separated by capillary electrophoresis
on a 37303l DNA Analyzer (Applied Biosystems). Sequence
variants were identified using the software package, Variant
Reporter (Applied Biosystems). Confirmation of segregation of
mutations with disease status within a family was determined
for all mutations when parental and/or sibling DNA was avail-
able. Determination of the likelihood that missense mutations
would be deleterious was made using the PolyPhen program.42

NetGene2 (www.cbs.dtu.dk/services/NetGene2/), Genie (www.
fruitfly.org/seq_tools/splice.html), Human Splicing Finder
(www.umd.be/HSF/), SPL (linux1.softberry.com), and Splice-
View (http://zeus2.itb.cnr.it/ewebgene/wwwspliceview.html)
were used to model the effects of splice site mutations.43 44

Literature review
Review of all papers published in the medical literature with
reference to COACH syndrome was performed recording the age
of onset of hepatic disease, presenting signs/symptoms of liver
involvement, other associated features (MTS, colobomas in
particular), evidence of renal cystic disease, medical and/or
surgical interventions, and outcomes with regard to morbidity
and mortality associated with liver and/or kidney disease. In
some cases, direct contact with the authors yielded updated
clinical information. Patients without evidence of liver disease or
cerebellar vermis hypoplasia were excluded, as well as reports of
DekabaneArima syndrome, characterised by congenital amau-
rosis and polycystic kidneys.2 45 46

RESULTS
Patients with COACH syndrome due to mutations in MKS3,
CC2D2A or RPGRIP1L
Patient 1: MKS3/TMEM67
This 9-year-old male (UW65) was initially evaluated in his first
year of life for macrocephaly, overgrowth, hypotonia and
developmental delay (figure 2A). At 16 months, ophthalmologic
evaluation revealed rotatory nystagmus, OMA, reduced visual
acuity and bilateral inferior chorioretinal colobomas, sparing the
macula. A brain MRI demonstrated the MTS (figure 2BeC), and

Figure 2 Facial features, brain
imaging and mutations for UW65 and
UW49. (A) UW65 at 11 months of age.
(B and C) Sagittal T1 weighted and axial
T2 weighted brain magnetic resonance
images demonstrating the molar tooth
sign. (D) UW65 at 9 years of age. (E)
MKS3 sequence tracings for UW65. (F)
UW49 at 20 years of age. Photographs
printed with permission from the
families.
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he manifested developmental delay and an ataxic gait (walking
independently from 8 years of age). At 9 years, he uses two
words, follows complex commands, reads and types at a basic
level, and can do multiplication (figure 2D).

By 11 months of age, palpable hepatosplenomegaly with
fourfold elevated liver enzymes (aspartate transaminase (AST)
250 IU/l, alanine aminotransferase (ALT) 236 IU/l) prompted
liver biopsy which demonstrated minimal portal fibrosis and
excess of ductal elements (figure 1C). At age 6 years, he had
normal serum transaminases but “slightly coarsened” hepatic
echogenicity on abdominal ultrasound. At 9 years, mildly
elevated serum transaminases (AST 73 IU/l, ALT 92 IU/l) and
borderline splenomegaly prompted a second liver biopsy which
demonstrated progression of hepatic fibrosis with numerous duct
profiles in portal triads (figure 1D). Currently, his renal function
remains intact. Testing for the genes associated with JSRD
revealed compound novel missense mutations in the MKS3 gene
(figure 2E), with one mutation confirmed to be inherited from his
mother (paternal sample not available).

Patient 2: CC2D2A
This 22.5-year-old female (UW49), briefly reported in Gorden
et al (2008), has speech dyspraxia, reads at the 6th grade level, and
uses a wheelchair for mobility (figure 2F). She has moderate
intellectual disability (full scale IQ ¼ 41) and completed high
school in a regular classroom with a full time aide. She had
apnoea and tachypnoea as an infant, with episodic events
persisting into maturity. Ophthalmological evaluation revealed
OMA, strabismus, and bilateral small chorioretinal colobomas
inferior to the optic nerves. Cerebellar vermis hypoplasia, agen-
esis of the corpus callosum and hydrocephalus were identified on
head CT scans. Ventriculoperitoneal (VP) shunt, strabismus,
ptosis, bilateral inguinal hernia and tongue reduction surgeries
were required.

At 5.9 years of age, hepatosplenomegaly and elevated serum
transaminases led to a liver biopsy which showed portal fibrosis
and an excess of bile ducts. Progression of her liver disease led to
a second biopsy at 8.5 years of age, revealing mild-moderate
portal fibrosis with focal portaleportal bridging. By 10 years of
age, a transjugular intrahepatic portosystemic shunt was placed
for treatment of massive ascites and splenomegaly. Subsequently,
she received a paternal partial liver transplant for end stage liver
failure. The native liver showed moderate to severe dense portal
fibrosis with variably thick septa bridging portal regions and focal
nodule formation (figure 1E). Some portal triads contained an
excess of ducts, including a few irregularly complex forms (figure
1F). At 17 years, she developed mild chronic renal failure,
hypertension and renal tubular acidosis, medically treated.
Compound heterozygous mutations (one missense, one frame-
shift) were identified in the CC2D2A gene (table 1).38

Patient 3: RPGRIP1L
This 17.5-year-old male (UW04) presented at age 15 months
with hypotonia, developmental delay, alternating hyperpnoea/
apnoea and OMA. Brain MRI at 9 months of age demonstrated
the MTS. His younger brother had a very similar neonatal course
with milder OMA, plus unilateral ptosis, strabismus and autistic
behaviours. By the age of 5 years, he manifested ataxia and was
diagnosed with chronic anaemia and progressive renal insuffi-
ciency (blood urea nitrogen (BUN) 96 mg/dl and creatinine (Cr)
6.7 mg/dl). A renal ultrasound showed diffusely echogenic
kidneys of normal size. Combined renal and liver biopsies were
performed. The liver demonstrated mild to moderate portal
fibrosis with focal portaleportal bridging without inflammation

or cholestasis (figure 1G); many triads contained an excess
number of ducts (figure 1H). Neither biliary stasis nor an
inflammatory process was present. The renal biopsy showed
marked interstitial fibrosis and inflammation with tubular
atrophy consistent with nephronophthisis. Peritoneal dialysis
was required followed by renal transplantation at 6 years of age.
Compound heterozygous mutations (nonsense and missense) in
the RPGRIP1L gene were identified in this patient (table 1) and
his affected brother who required kidney transplantation but has
no clinical evidence of liver disease at 16 years of age (table 2).

COACH syndrome cohort
In our JSRD cohort of 251 families, 26 subjects (14 male, 12
female) in 23 families met criteria for COACH syndrome,
defined as JSRD plus clinically apparent liver disease (see
Methods). Most of the subjects were ascertained in the USA
(European, Asian, African, and Native American descent), with
one family each from Italy, the Netherlands, Germany, the UK,
and Turkey. No families were reported to be consanguineous.
The mean age of last ascertainment was 9 years with a range of
0e22 years. Developmental delay/intellectual disability, hypo-
tonia and abnormal eye movements were invariant features.
Assignment of CHF was made by histopathological means in 18
of 26 cases (63%). The DPM was reported in 1 of 24 subjects
(4%), with cirrhosis or chronic hepatitis observed in two of 24
subjects (8%). Pathological features of cholangitis were not seen
in any subjects. Portal hypertension developed in four subjects
(17%) and hypersplenism in one (4%) with portosystemic
shunting required in one (4%), and liver transplantation in two
(8%). No deaths thus far have resulted from liver disease.
Colobomata were present in 17 subjects (71%) and renal

disease was present in 10 subjects (42%): five with neph-
ronophthisis (or likely nephronophthisis) and six with macro-
cystic kidney disease. Chronic renal insufficiency or end stage
renal disease (ESRD) occurred in three (13%) and renal trans-
plantation was required in two (8%), with no deaths from renal
complications. Additional features included encephalocele (4%),
abnormal respiratory control (80%), hypoplasia/agenesis of the
corpus callosum (8%), ptosis (25%) and intestinal malrotation
(8%). No subjects had polydactyly or retinal dystrophy.

Mutation analysis
The identification of MKS3, CC2D2A and RPGRIP1L mutations
in JSRD patients with liver fibrosis prompted us to evaluate all of
our COACH patients for mutations in these three genes. In
subjects who did not have conclusive MKS3 mutations, we
sequenced CEP290, since CEP290mutations have been associated
with both MKS and JSRD. These probands (UW52, UW58,
UW59 and UW72) did not have mutations in CC2D2A,
RPGRIP1L, CEP290, AHI1 nor deletion of the NPHP1 gene. One
proband (UW66) lacked mutations in MKS3, CC2D2A,
RPGRIP1L, CEP290, AHI1 and deletion of the NPHP1 gene.

MKS3
Affected subjects in 16 pedigrees (70%) had twomutations in the
MKS3 gene, while one family carried two possible mutations (see
below), and single mutations were found in an additional three
subjects in two families (table 1). The 17 subjects with two
mutations had either: (1) two missense mutations (n¼ 8); or
combinations of (2) one missense and one nonsense mutation
(n¼ 4); (3) one missense and one splice site mutation (n¼ 4); or
(4) one nonsense mutation and one possible splice site mutation
(n¼ 1). The splice site mutation in UW05 (c.1674+3A>G)
results in the use of a cryptic splice site 124 nucleotides within
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intron 16, creating a stop codon one amino acid after exon 16. We
were not able to directly assess the functional significance of the
splice site changes in UW59 (intron 25, c.2661+5G>A) and
UW57 (intron 9, c.978+3A>G) because we do not have cell lines
from these subjects; however, the mutations greatly decrease the
predicted strength of the donor sites in multiple splice site
modelling programs (see Methods).

Several subjects did not have conclusive mutations in both
copies of the MKS3 gene. In UW58, the K99N change is not
a known polymorphism, is not seen in >192 control chromo-
somes, and is conserved throughout mammals, platypus and
opossum; however, it is predicted to be benign by PolyPhen.42

The splice site change did not alter the splicing of exon 22 in
a lymphoblastoid cell line, raising additional concern that loss of
MKS3 function is not the cause in this proband. In the two
probands with single mutations, we identified a frameshift
mutation that truncates the last 61 amino acids of the protein
(UW52) and a M252T change (UW72), previously reported in
three MKS pedigrees, two of which carried a second truncating
mutation and manifested polydactyly.31 33

To determine whether MKS3 mutations were more prevalent
in COACH subjects compared to JSRD subjects without liver
disease, we sequenced MKS3 in probands from our entire cohort
of JSRD families without liver disease, excluding 41 families with
causal mutations in other JSRD genes (n¼ 168). We identified
mutations in four subjects from two families for a prevalence of
w1% in JSRD families lacking evidence of CHF (table 2). Previ-
ously unreported changes in residue 82 (p.P82R and p.P82S) were
seen in both of these families in trans with p.M252T in UW85
and a frameshift p.T193Tfs14X in UW86. In our entire JSRD
cohort, regardless of the presence or absence of liver disease, 9%
(21/232) of families hadMKS3mutations. In contrast to the high
correlation between liver disease and MKS3 mutation status,
MKS3 mutations were identified in 16/30 (53%) families with
coloboma, irrespective of liver disease: 15/16 (94%) COACH
families with coloboma carried at least one MKS3 mutation,
while only 1/14 (7%) families with coloboma but lacking clini-
cally apparent liver disease carried at least one MKS3 mutation.

MKS3 mutations were distributed throughout the protein
(figure 3), with the majority of the missense mutations located in
the N-terminal extracellular domain. Of the 20 missense muta-

tions identified in MKS3 probands, nine were novel (P82R, P82S,
K99N, R172Q, M257V, R441C, P485S, Q841P, F942C). Although
Q376E is a unique substitution, Q376P has been reported
earlier.37 These novel missense mutations were predicted to be
either possibly or probably damaging by PolyPhen42 and were
excluded as rare polymorphisms based on testing at least 210
control chromosomes. When possible, familial segregation of
mutations (n¼ 7) to exclude in cis inheritance of a variant were
confirmed (table 1). Five missense mutations, M252T (n¼ 2),
L349S (n¼ 2), Y513C (n¼ 2), C615R (n¼ 2), and I833T (n¼ 4)
were recurrent within the cohort. The phenotype of subjects
with MKS3 mutations does not differ markedly from the
subjects without MKS3 mutations in our cohort.

CC2D2A and RPGRIP1L
The affected subjects in UW49 and UW67 had truncating
CC2D2A mutations in combination with missense mutations
(table 1). Discordance for liver disease between siblings was
observed in UW04, where a combination of missense and
nonsense mutations in RPGRIP1L was identified as being caus-
ative; however, only one sibling had a liver biopsy as part of his
evaluation before renal transplantation. The phenotype of these
subjects is indistinguishable from the subjects with MKS3
mutations; however, all three COACH subjects with CC2D2A
and RPGRIP1Lmutations manifested renal disease. In contrast to
MKS3, the prevalence of CC2D2A mutations was similar in the
COACH cohort (2/23e9%) and the entire JSRD cohort (17/
183e9%). Likewise, the prevalence of RPGRIP1L mutations was
similar in the two cohorts (1/23e4% vs 4/174e2%).

Phenotypic spectrum of COACH patients
A comprehensive review of the medical literature, using the
same criteria for COACH syndrome, revealed 43 patients with
COACH syndrome from 26 families, including 21 males, 13
females, three fetuses of unknown gender, and 13 sets of siblings
(table 3).1 3 22 26 39 47e61 Two terminated fetuses assigned
a Joubert syndrome diagnosis by Baala et al had cerebellar vermis
hypoplasia, enlarged microcystic kidneys and hepatic fibrosis
determined by autopsy.22 The mean age at last follow-up of
patients in the literature was 14.5 years (range 0e46 years) versus
8.9 years (range 0e22 years) for our cohort. MKS3 mutations

Table 2 Phenotype of Joubert syndrome related disorder (JSRD) subjects withMKS3 and RPGRIP1Lmutations lacking clinically apparent liver disease

Pedigree Mutations Amino acid Age/sex CNS Liver Col RD Renal Other

MKS3

UW85-1 c.245C>G p.P82R 26y/M MTS � +R � � Transient ELE (valproate)

c.755T>C p.M252T

UW85-2 c.245C>G p.P82R 22y/M MTS � +R � � Ptosis

c.755T>C p.M252T

UW85-3 c.245C>G p.P82R 19y/M MTS � +R � � �
c.755T>C p.M252T

UW86 c.579_80delAG p.T193Tfs14X 2y/F MTS � � � � �
c. 244C>T p.P82S

RPGRIP1L

UW04-4* c.2413C>T p.R805X 16y/M MTS � � � EK AB, ptosis

c.1975T>C p.S659P Bx(7y):NPH

Tx(7y)

See table 1 for key to abbreviations.
All UW subjects had developmental delay/mental retardation, hypotonia and/or ataxia, oculomotor apraxia.
Age refers to age at last contact in years (y), months (m) or weeks gestation (w).
Laterality of manifestations is stated as either; R, right; L, left; or bilateral unless otherwise stated.
Outcome details are italicised and appear in the lower portion of the cell.
*Brother with liver disease is listed in table 1.
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were reported in 19 subjects from 11 families, with all but two
subjects from one family having two mutations. Additionally,
RPGRIP1L mutations were reported in two subjects (only one
mutation was identified in one of the two subjects). Mutation
testing was not reported in the remaining 22 subjects in 16
families.

We compared the frequency of clinical findings/complications
in our cohort of COACH patients (this work) to all reported
COACH patients (literature) and all reported COACH patients,
with and without MKS3 mutations (table 4). Despite the
substantial ascertainment bias and differential reporting of clin-
ical features, this analysis gives some sense of the frequency of
complications seen in COACH syndrome. The results for the
literature as a whole are biased toward COACH syndrome caused
by MKS3 mutations, since Brancati et al39 describe their eight
families with MKS3 mutations and not the six families without
MKS3 mutations. Combining our COACH patients with MKS3
mutations with the similarly ascertained patients described by
Brancati et al39 provides estimates of features/complications in
this select group. Our cohort provides the only estimate of
complications in JSRD patients with MKS3 mutations inde-
pendent of liver disease status, since Brancati et al39 did not report
MKS3 mutation analysis in their JSRD patients without clini-
cally apparent liver disease.

The liver disease in our cohort encompassed multiple
outcomes ranging from asymptomatic elevation of liver
enzymes to organomegaly and portal hypertension and is
comparable to patients described in the literature. The renal
disease in patients with and without MKS3 mutations ranged
from prenatal onset MKS-like cystic renal dysplasia31 33 to an
infantile onset ARPKD-like presentation,62 to early childhood
onset cystic dysplasia,39 and to late childhood/adult onset
nephronophthisis.22 Severe liver and renal complications (death,
porto-systemic shunt, dialysis or transplantation) were some-

what more frequent in the literature, possibly due to the older
age at last ascertainment, preferential reporting of more severe
cases with renal disease,50 53 56 58 59 differences in medical prac-
tice, and/or the highly variable nature of disease progression.16

The frequency of coloboma (64% vs 71%), encephalocele (0% vs
7%), polydactyly (0% vs 5%), and ptosis (16% vs 25%) were
similar across groups.

DISCUSSION
Summary of main findings
We have identified the genetic bases of COACH syndrome (JSRD
with liver disease) in the largest cohort of such patients
published to date, finding mutations in all but one of 23 families.
Mutations in MKS3 account for the vast majority of COACH
subjects, while CC2D2A and RPGRIP1L mutations account for
a minority. By contrast, MKS3 mutations were uncommon in
JSRD subjects lacking clinically apparent liver disease. Further-
more, only 2/20 families (4/23 subjects) with JSRD due toMKS3
mutations did not have liver disease, confirming this highly
specific genotype-phenotype correlation. Brancati et al39

described a 57% prevalence of at least one MKS3 mutation in
their cohort of 14 similarly ascertained families, giving a preva-
lence of 73% in our combined cohorts which were ascertained in
a similar manner. Based on our observations, mutations inMKS3
are rarely seen in JSRD patients without liver disease; however,
the full phenotypic spectrum ofMKS3 related ciliopathy may be
even broader, given the report of a patient with a homozygous
MKS3 mutation but minimal neurological involvement.62

Although patients with liver involvement may be somewhat
over-represented in our cohort, MKS3 mutations account for 9%
of our JSRD subjects irrespective of liver involvement, on par
with the other major JSRD genes AHI1, CC2D2A and CEP290.
The striking association of MKS3mutations with liver disease

in JSRD contrasts with the less clear-cut genotypeephenotype

Figure 3 MKS3 mutations in COACH and Meckel syndromes. MKS3 encodes a 995 amino acid predicted protein with a signal peptide (sig), cysteine
rich region, three transmembrane (TM) domains and a coiled-coil (CC) domain. Mutations identified in JSRD/COACH patients are listed above the protein
diagram while mutations found in MKS patients are listed below. Previously unreported mutations are indicated with an asterix (*) and mutations also
observed by Brancati et al39 are indicated with a plus sign (+).
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correlations observed for other JSRD genes that have hindered
selective gene testing. Among these correlations, retinal
dystrophy is seen in most subjects with AHI1 mutations,
many with CEP290 mutations and few with RPGRIP1L
mutations.17 19e21 29 63 64 Renal disease is seen in virtually all
subjects with NPHP1 deletions, many subjects with RPGRIP1L
andCEP290mutations, but very fewwith AHI1mutations.25 65e68

Other features may help distinguish patients with MKS3 muta-
tions, since we observed coloboma and renal disease in substantial
subsets of our subjects, while polydactyly and retinal disease were
absent. These findings have clear clinical implications for JSRD
patients with liver disease: MKS3 should be tested first, followed
by CC2D2A and possibly RPGRIP1L.

MKS3 mutations in JSRD versus MKS
The spectrum of MKS3 mutations differs between JSRD and
MKS subjects. We and others have identified single MKS3
mutations in both JSRD and MKS, consistent with the presence
of second non-coding mutations in MKS3 versus the possibility
of oligogenic inheritance seen in other ciliopathies such as
BardeteBiedl syndrome and nephronophthisis.69e72 Many
subjects with JSRD/COACH carry compound missense muta-
tions, while this has been reported in only one subject with
MKS.22 Both families with JSRD due toMKS3mutations, but no
clinically apparent liver disease, have mutations that alter the
proline at residue 82; however, the significance of this finding is
unclear and will need to be evaluated in additional patients. MKS
is typically caused by combinations of missense and truncating
mutations or homozygous splice site mutations.22 31 33 37 No
JSRD and MKS subjects have the same combination of muta-
tions and only two nonsense mutations (R208X, R451X) and
a single missense mutation (L349S) are shared between the
cohorts. These data suggest that MKS may be caused by more
severe loss of MKS3 function than JSRD.

COACH phenotypes
We report clinical features of all patients with COACH
syndrome in a cohort of JSRD patients ascertained only by brain
imaging findings, in contrast to case series in the literature that
ascertained patients specifically for brain, liver and sometimes
renal involvement. Brancati et al39 report a relatively large
number of families ascertained by brain imaging findings, but
only subjects with MKS3 mutations are described in detail. The
reported complications from portal hypertension with poten-
tially fatal variceal bleeding highlight the need for close moni-
toring of these patients.3 50 52 55 57 73 The presence of liver disease
associated with mutations in multiple JSRD genes (MKS3,
CC2D2A, RPGRIP1L and CEP290) raises the question of whether

subclinical liver involvement is present in many more subjects
with JSRD, and if present, whether subclinical disease ever
becomes clinically significant.

Pathological findings in the livers of the three subjects with
MKS3, CC2D2A and RPGRIP1Lmutations were compatible with
the variable changes seen in CHF, including an excess of bile duct
profiles and progressive portal fibrosis in the subject for whom
serial biopsies were available. Although cirrhosis/chronic hepa-
titis is not typical for CHF the cirrhosis reported in 2/40 post-
natal COACH subjects may be due to prior cholangitis, a known
complication of CHF, (described in 4/40 COACH patients) versus
misclassification of the clinical biopsy findings. The proposed
ciliary function for MKS3, CC2D2A and RPGRIP1L supports
a unified underlying pathophysiology for liver disease in JSRD
and MKS.
Coloboma is not an invariant feature of COACH patients

defined by the presence of the MTS and liver disease, and in this
regard diverges from the original specification of COACH
syndrome.1 Nonetheless, in our cohort, coloboma was associated
with liver disease (50% of the time) and MKS3 mutations (53%
of the time). These associations are also present in the cohort
described by Brancati et al.39 Therefore, monitoring for liver
disease and MKS3 testing are indicated in all JSRD subjects with
coloboma.
Nephronophthisis and larger, mixed size renal cystic disease

appear indistinguishable at the histopathological level,74

consistent with a renalMKS3 spectrum. Direct comparison with
the literature cohort is also problematic as juvenile neph-
ronophthisis manifests with renal failure at a mean age of 13
years,75 close to the mean age of the literature cohort, versus our
UW-MKS3 cohort mean (8.9 years). Overall, 12% of the
combined cohorts of comparably ascertained MKS3 cases had
chronic renal failure or ESRD, with one subject receiving a renal
transplant (3% prevalence). Due to the high risk of renal disease,
COACH syndrome patients should be closely monitored for renal
disease regardless of mutation status.
The prevalence of ptosis in our study is consistent with the

prior reports as well as brainstem abnormalities observed in
autopsies of JSRD subjects.4 46 The low prevalence of encepha-
locele in COACH patients contrasts with the 60e90% reported
in MKS patients.10e13 The surprising lack of polydactyly in
COACH syndrome may reflect the stronger association of poly-
dactyly withMKS1mutations (versusMKS3mutations) seen in
MKS.31 33

Conclusion
We have identified the genetic cause for the majority of JSRD
patients with liver involvement, also known as COACH

Table 4 Comparison of clinical features reported in COACH patients: our cohort versus all patients in the
literature versus COACH patients with and without known MKS3 mutations

This work Literature
Known MKS3
mutations

No known MKS3
mutations

Liver complications 21% (5/24) 40% (16/40) 22% (7/32) 47% (15/32)

Coloboma 71% (17/24) 64% (25/39) 66% (21/32) 68% (21/31)

Renal disease 46% (12/26) 77% (33/43) 39% (13/33) 88% (30/34)

Renal complications 8% (2/24) 22% (9/40) 12% (4/32) 22% (7/32)

Encephalocele 4% (1/26) 7% (3/42) 6% (2/33) 3% (1/33)

Ptosis 25% (6/24) 18% (7/40) 16% (5/32) 25% (8/32)

Polydactyly 0% (0/24) 5% (2/43) 3% (1/33) 3% (1/34)

Liver complications included porto-systemic shunt, transplantation and death, while renal complications included transplantation,
dialysis and death. The denominators differ in some cases because liver complications, coloboma, renal complications and ptosis
were not scored in all cases, particularly in fetuses.
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syndrome. Pre-symptomatic, gene based diagnosis of MKS3
mutations should make it possible to deliver improved medical
and surgical care for the liver and renal complications associated
with substantial morbidity and mortality. Assuming that our
JSRD cohort reflects JSRD in the population, patients with
known liver involvement should be tested first for MKS3
mutations, followed by CC2D2A and RPGRIP1L.

AcknowledgementsWe thank all the participating families with Joubert syndrome,
the Joubert Syndrome Foundation and Related Cerebellar Disorders, and Roger Fick
for help collecting clinical information. Photographs were printed with permission
from the families.

Funding This work was supported by the US National Institutes of Health (grants
K23NS45832 to MAP, K24HD46712 to IAG, NCRR 5KL2RR025015 to DD,
R01NS050375 to WBD), the March of Dimes Endowment for Healthier Babies (DD,
MAP, and IAG), the Ames Endowment Fund at Seattle Children’s Hospital (IAG), and
the Allan and Phyllis Treuer Endowed Chair (PFC) at Seattle Children’s Hospital.

Competing interests None.

Patient consent Obtained.

Provenance and peer review Not commissioned; externally peer reviewed.

REFERENCES
1. Verloes A, Lambotte C. Further delineation of a syndrome of cerebellar vermis hypo/

aplasia, oligophrenia, congenital ataxia, coloboma, and hepatic fibrosis. Am J Med
Genet 1989;32:227e32.

2. Satran D, Pierpont ME, Dobyns WB. Cerebello-oculo-renal syndromes including
Arima, Senior-Loken and COACH syndromes: more than just variants of Joubert
syndrome. Am J Med Genet 1999;86:459e69.

3. Gleeson JG, Keeler LC, Parisi MA, Marsh SE, Chance PF, Glass IA, Graham JM Jr,
Maria BL, Barkovich AJ, Dobyns WB. Molar tooth sign of the midbrain-hindbrain
junction: occurrence in multiple distinct syndromes. Am J Med Genet
2004;125A:125e34; discussion 17.

4. Maria BL, Quisling RG, Rosainz LC, Yachnis AT, Gitten JC, Dede DE, Fennell E. Molar
tooth sign in Joubert syndrome: clinical, radiologic, and pathologic significance. J Child
Neurol 1999;14:368e76.

5. Saraiva JM, Baraitser M. Joubert syndrome: a review. Am J Med Genet
1992;43:726e31.

6. Steinlin M, Schmid M, Landau K, Boltshauser E. Follow-Up in Children with Joubert
Syndrome. Neuropediatr 1997;28:204e11.

7. Parisi MA, Glass IA. Joubert syndrome. In: GeneReviews at GeneTests-GeneClinics:
Medical Genetics Information Resource (database online). Copyright, University of
Washington, Seattle 1997e2007 Available at at http://wwwgeneclinicsorg or http://
wwwgenetestsorg. Vol 2007. Seattle, 2007.

8. Maria BL, Boltshauser E, Palmer SC, Tran TX. Clinical features and revised diagnostic
criteria in Joubert syndrome. J Child Neurol 1999;14:583e90; discussion 90e91.

9. Braddock SR, Henley KM, Maria BL. The face of Joubert syndrome: a study of
dysmorphology and anthropometry. Am J Med Genet A 2007;143A:3235e42.

10. Alexiev BA, Lin X, Sun CC, Brenner DS. Meckel-Gruber syndrome: pathologic
manifestations, minimal diagnostic criteria, and differential diagnosis. Arch Pathol Lab
Med 2006;130:1236e8.

11. Fraser FC, Lytwyn A. Spectrum of anomalies in the Meckel syndrome, or: “Maybe
there is a malformation syndrome with at least one constant anomaly”. Am J Med
Genet 1981;9:67e73.

12. Salonen R. The Meckel syndrome: clinicopathological findings in 67 patients. Am J
Med Genet 1984;18:671e89.

13. Salonen R, Paavola P. Meckel syndrome. J Med Genet 1998;35:497e501.
14. Johnson CA, Gissen P, Sergi C. Molecular pathology and genetics of congenital

hepatorenal fibrocystic syndromes. J Med Genet 2003;40:311e9.
15. Sergi C, Adam S, Kahl P, Otto HF. Study of the malformation of ductal plate of the

liver in Meckel syndrome and review of other syndromes presenting with this
anomaly. Pediatr Dev Pathol 2000;3:568e83.

16. Desmet VJ. Congenital diseases of intrahepatic bile ducts: variations on the theme
“ductal plate malformation”. Hepatology 1992;16:1069e83.

17. Ferland RJ, Eyaid W, Collura RV, Tully LD, Hill RS, Al-Nouri D, Al-Rumayyan A, Topcu
M, Gascon G, Bodell A, Shugart YY, Ruvolo M, Walsh CA. Abnormal cerebellar
development and axonal decussation due to mutations in AHI1 in Joubert syndrome.
Nat Genet 2004;36:1008e13.

18. Parisi MA, Doherty D, Chance PF, Glass IA. Joubert syndrome (and related disorders)
(OMIM 213300). Eur J Hum Genet 2007;15:511e21.

19. Arts HH, Doherty D, van Beersum SE, Parisi MA, Letteboer SJ, Gorden NT, Peters TA,
Marker T, Voesenek K, Kartono A, Ozyurek H, Farin FM, Kroes HY, Wolfrum U, Brunner
HG, Cremers FP, Glass IA, Knoers NV, Roepman R. Mutations in the gene encoding the
basal body protein RPGRIP1L, a nephrocystin-4 interactor, cause Joubert syndrome.
Nat Genet 2007;39:882e8.

20. Delous M, Baala L, Salomon R, Laclef C, Vierkotten J, Tory K, Golzio C, Lacoste T,
Besse L, Ozilou C, Moutkine I, Hellman NE, Anselme I, Silbermann F, Vesque C,

Gerhardt C, Rattenberry E, Wolf MT, Gubler MC, Martinovic J, Encha-Razavi F,
Boddaert N, Gonzales M, Macher MA, Nivet H, Champion G, Bertheleme JP, Niaudet
P, McDonald F, Hildebrandt F, Johnson CA, Vekemans M, Antignac C, Ruther U,
Schneider-Maunoury S, Attie-Bitach T, Saunier S. The ciliary gene RPGRIP1L is
mutated in cerebello-oculo-renal syndrome (Joubert syndrome type B) and Meckel
syndrome. Nat Genet 2007;39:875e81.

21. Sayer JA, Otto EA, O’Toole JF, Nurnberg G, Kennedy MA, Becker C, Hennies HC,
Helou J, Attanasio M, Fausett BV, Utsch B, Khanna H, Liu Y, Drummond I, Kawakami I,
Kusakabe T, Tsuda M, Ma L, Lee H, Larson RG, Allen SJ, Wilkinson CJ, Nigg EA, Shou
C, Lillo C, Williams DS, Hoppe B, Kemper MJ, Neuhaus T, Parisi MA, Glass IA, Petry M,
Kispert A, Gloy J, Ganner A, Walz G, Zhu X, Goldman D, Nurnberg P, Swaroop A,
Leroux MR, Hildebrandt F. The centrosomal protein nephrocystin-6 is mutated in
Joubert syndrome and activates transcription factor ATF4. Nat Genet
2006;38:674e81.

22. Baala L, Romano S, Khaddour R, Saunier S, Smith UM, Audollent S, Ozilou C, Faivre L,
Laurent N, Foliguet B, Munnich A, Lyonnet S, Salomon R, Encha-Razavi F, Gubler MC,
Boddaert N, de Lonlay P, Johnson CA, Vekemans M, Antignac C, Attie-Bitach T. The
Meckel-Gruber syndrome gene, MKS3, is mutated in Joubert syndrome. Am J Hum
Genet 2007;80:186e94.

23. Dawe HR, Smith UM, Cullinane AR, Gerrelli D, Cox P, Badano JL, Blair-Reid S, Sriram
N, Katsanis N, Attie-Bitach T, Afford SC, Copp AJ, Kelly DA, Gull K, Johnson CA. The
Meckel-Gruber Syndrome proteins MKS1 and meckelin interact and are required for
primary cilium formation. Hum Mol Genet 2007;16:173e86.

24. Otto EA, Schermer B, Obara T, O’Toole JF, Hiller KS, Mueller AM, Ruf RG, Hoefele J,
Beekmann F, Landau D, Foreman JW, Goodship JA, Strachan T, Kispert A, Wolf MT,
Gagnadoux MF, Nivet H, Antignac C, Walz G, Drummond IA, Benzing T, Hildebrandt F.
Mutations in INVS encoding inversin cause nephronophthisis type 2, linking renal
cystic disease to the function of primary cilia and left-right axis determination. Nat
Genet 2003;34:413e20.

25. Parisi MA, Bennett CL, Eckert ML, Dobyns WB, Gleeson JG, Shaw DW, McDonald R,
Eddy A, Chance PF, Glass IA. The NPHP1 gene deletion associated with juvenile
nephronophthisis is present in a subset of individuals with Joubert syndrome. Am J
Hum Genet 2004;75:82e91.

26. Graber D, Antignac C, Deschenes G, Coulin A, Hermouet Y, Pedespan JM, Fontan D,
Ponsot G. [Cerebellar vermis hypoplasia with extracerebral involvement (retina,
kidney, liver): difficult to classify syndromes]. Arch Pediatr 2001;8:186e90.

27. Takano K, Nakamoto T, Okajima M, Sudo A, Uetake K, Saitoh S. Cerebellar and
brainstem involvement in familial juvenile nephronophthisis type I. Pediatr Neurol
2003;28:142e4.

28. Cantagrel V, Silhavy JL, Bielas SL, Swistun D, Marsh SE, Bertrand JY, Audollent S,
Attie-Bitach T, Holden KR, Dobyns WB, Traver D, Al-Gazali L, Ali BR, Lindner TH,
Caspary T, Otto EA, Hildebrandt F, Glass IA, Logan CV, Johnson CA, Bennett C,
Brancati F, Valente EM, Woods CG, Gleeson JG. Mutations in the cilia gene ARL13B
lead to the classical form of Joubert syndrome. Am J Hum Genet 2008;83:170e9.

29. Dixon-Salazar T, Silhavy JL, Marsh SE, Louie CM, Scott LC, Gururaj A, Al-Gazali L,
Al-Tawari AA, Kayserili H, Sztriha L, Gleeson JG. Mutations in the AHI1 Gene,
Encoding Jouberin, Cause Joubert Syndrome with Cortical Polymicrogyria. Am J Hum
Genet 2004;75:979e87.

30. Eley L, Gabrielides C, Adams M, Johnson CA, Hildebrandt F, Sayer JA. Jouberin
localizes to collecting ducts and interacts with nephrocystin-1. Kidney Int
2008;74:1139e49.

31. Khaddour R, Smith U, Baala L, Martinovic J, Clavering D, Shaffiq R, Ozilou C,
Cullinane A, Kyttala M, Shalev S, Audollent S, d’Humieres C, Kadhom N, Esculpavit C,
Viot G, Boone C, Oien C, Encha-Razavi F, Batman PA, Bennett CP, Woods CG, Roume
J, Lyonnet S, Genin E, Le Merrer M, Munnich A, Gubler MC, Cox P, Macdonald F,
Vekemans M, Johnson CA, Attie-Bitach T. Spectrum of MKS1 and MKS3 mutations in
Meckel syndrome: a genotype-phenotype correlation. Mutation in brief #960. Online.
Hum Mutat 2007;28:523e4.

32. Kyttala M, Tallila J, Salonen R, Kopra O, Kohlschmidt N, Paavola-Sakki P, Peltonen L,
Kestila M. MKS1, encoding a component of the flagellar apparatus basal body
proteome, is mutated in Meckel syndrome. Nat Genet 2006;38:155e7.

33. Consugar MB, Kubly VJ, Lager DJ, Hommerding CJ, Wong WC, Bakker E, Gattone
VH 2nd, Torres VE, Breuning MH, Harris PC. Molecular diagnostics of Meckel-Gruber
syndrome highlights phenotypic differences between MKS1 and MKS3. Hum Genet
2007;121:591e9.

34. Frank V, Ortiz Bruchle N, Mager S, Frints SG, Bohring A, du Bois G, Debatin I, Seidel
H, Senderek J, Besbas N, Todt U, Kubisch C, Grimm T, Teksen F, Balci S, Zerres K,
Bergmann C. Aberrant splicing is a common mutational mechanism in MKS1, a key
player in Meckel-Gruber syndrome. Hum Mutat 2007;28:638e9.

35. Baala L, Audollent S, Martinovic J, Ozilou C, Babron MC, Sivanandamoorthy S,
Saunier S, Salomon R, Gonzales M, Rattenberry E, Esculpavit C, Toutain A, Moraine C,
Parent P, Marcorelles P, Dauge MC, Roume J, Le Merrer M, Meiner V, Meir K, Menez
F, Beaufrere AM, Francannet C, Tantau J, Sinico M, Dumez Y, MacDonald F, Munnich
A, Lyonnet S, Gubler MC, Genin E, Johnson CA, Vekemans M, Encha-Razavi F, Attie-
Bitach T. Pleiotropic effects of CEP290 (NPHP6) mutations extend to Meckel
syndrome. Am J Hum Genet 2007;81:170e9.

36. Frank V, den Hollander AI, Bruchle NO, Zonneveld MN, Nurnberg G, Becker C, Du Bois
G, Kendziorra H, Roosing S, Senderek J, Nurnberg P, Cremers FP, Zerres K, Bergmann
C. Mutations of the CEP290 gene encoding a centrosomal protein cause Meckel-
Gruber syndrome. Hum Mutat 2008;29:45e52.

37. Smith UM, Consugar M, Tee LJ, McKee BM, Maina EN, Whelan S, Morgan NV,
Goranson E, Gissen P, Lilliquist S, Aligianis IA, Ward CJ, Pasha S, Punyashthiti R, Malik

20 J Med Genet 2010;47:8e21. doi:10.1136/jmg.2009.067249

Original article

 group.bmj.com on January 15, 2010 - Published by jmg.bmj.comDownloaded from 

http://jmg.bmj.com/
http://group.bmj.com/


Sharif S, Batman PA, Bennett CP, Woods CG, McKeown C, Bucourt M, Miller CA, Cox
P, Algazali L, Trembath RC, Torres VE, Attie-Bitach T, Kelly DA, Maher ER, Gattone VH
2nd, Harris PC, Johnson CA. The transmembrane protein meckelin (MKS3) is mutated
in Meckel-Gruber syndrome and the wpk rat. Nat Genet 2006;38:191e6.

38. Gorden NT, Arts HH, Parisi MA, Coene KL, Letteboer SJ, van Beersum SE, Mans DA,
Hikida A, Eckert M, Knutzen D, Alswaid AF, Ozyurek H, Dibooglu S, Otto EA, Liu Y,
Davis EE, Hutter CM, Bammler TK, Farin FM, Dorschner M, Topcu M, Zackai EH,
Rosenthal P, Owens KN, Katsanis N, Vincent JB, Hildebrandt F, Rubel EW, Raible DW,
Knoers NV, Chance PF, Roepman R, Moens CB, Glass IA, Doherty D. CC2D2A Is
mutated in joubert syndrome and interacts with the ciliopathy-associated basal body
protein CEP290. Am J Hum Genet 2008;83:559e71.

39. Brancati F, Iannicelli M, Travaglini L, Mazzotta A, Bertini E, Boltshauser E, D’Arrigo S,
Emma F, Fazzi E, Gallizzi R, Gentile M, Loncarevic D, Mejaski-Bosnjak V, Pantaleoni C,
Rigoli L, Salpietro CD, Signorini S, Stringini GR, Verloes A, Zabloka D, Dallapiccola B,
Gleeson JG, Valente EM. MKS3/TMEM67 mutations are a major cause of COACH
Syndrome, a Joubert syndrome related disorder with liver involvement. Hum Mutat
2009;30:E432e42.

40. Morgan NV, Gissen P, Sharif SM, Baumber L, Sutherland J, Kelly DA, Aminu K,
Bennett CP, Woods CG, Mueller RF, Trembath RC, Maher ER, Johnson CA. A novel
locus for Meckel-Gruber syndrome, MKS3, maps to chromosome 8q24. Hum Genet
2002;111:456e61.

41. Noor A, Windpassinger C, Patel M, Stachowiak B, Mikhailov A, Azam M, Irfan M,
Siddiqui ZK, Naeem F, Paterson AD, Lutfullah M, Vincent JB, Ayub M. CC2D2A,
encoding a coiled-coil and C2 domain protein, causes autosomal-recessive mental
retardation with retinitis pigmentosa. Am J Hum Genet 2008;82:1011e8.

42. Ramensky V, Bork P, Sunyaev S. Human non-synonymous SNPs: server and survey.
Nucleic Acids Res 2002;30:3894e900.

43. Brunak S, Engelbrecht J, Knudsen S. Prediction of human mRNA donor and acceptor
sites from the DNA sequence. J Mol Biol 1991;220:49e65.

44. Reese MG, Eeckman FH, Kulp D, Haussler D. Improved splice site detection in Genie.
J Comput Biol 1997;4:311e23.

45. King MD, Dudgeon J, Stephenson JB. Joubert’s syndrome with retinal dysplasia:
neonatal tachypnoea as the clue to a genetic brain-eye malformation. Arch Dis Child
1984;59:709e18.

46. Matsuzaka T, Sakuragawa N, Nakayama H, Sugai K, Kohno Y, Arima M. Cerebro-
oculo-hepato-renal syndrome (Arima’ syndrome): a distinct clinicopathological entity.
J Child Neurol 1986;1:338e46.

47. Barzilai M, Ish-Shalom N, Lerner A, Iancu TC. Imaging findings in COACH syndrome.
AJR Am J Roentgenol 1998;170:1081e2.

48. Brinkman J, de Nef JJ, Barth PG, Verschuur AC. Burkitt lymphoma in a child with
Joubert syndrome. Pediatr Blood Cancer 2005;44:397e9.

49. Coppola G, Vajro P, De Virgiliis S, Ciccimarra E, Boccone L, Pascotto A. Cerebellar
vermis defect, oligophrenia, congenital ataxia, and hepatic fibrocirrhosis without
coloboma and renal abnormalities: report of three cases. Neuropediatrics
2002;33:180e5.

50. Dieterich E, Straub E. Familial juvenile nephronophthisis with hepatic fibrosis and
neurocutaneous dysplasia. Helv Paediatr Acta 1980;35:261e7.

51. Gentile M, Di Carlo A, Susca F, Gambotto A, Caruso ML, Panella C, Vajro P, Guanti G.
COACH syndrome: report of two brothers with congenital hepatic fibrosis, cerebellar
vermis hypoplasia, oligophrenia, ataxia, and mental retardation. Am J Med Genet
1996;64:514e20.

52. Herzog D, Martin S, Yandza T, Alvarez F. Hepatic insufficiency and liver
transplantation in a patient with COACH syndrome. Pediatr Transplant 2002;6:443e6.

53. Hunter AG, Rothman SJ, Hwang WS, Deckelbaum RJ. Hepatic fibrosis, polycystic
kidney, colobomata and encephalopathy in siblings. Clin Genet 1974;6:82e9.

54. Kirchner GI, Wagner S, Flemming P, Bleck JS, Gebel M, Schedel I, Schuler A,
Galanski M, Manns MP. COACH syndrome associated with multifocal liver tumors. Am
J Gastroenterol 2002;97:2664e9.

55. Lewis SM, Roberts EA, Marcon MA, Harvey E, Phillips MJ, Chuang SA, Buncic JR,
Clarke JT. Joubert syndrome with congenital hepatic fibrosis: an entity in the
spectrum of oculo-encephalo-hepato-renal disorders. Am J Med Genet
1994;52:419e26.

56. Thompson E, Baraitser M. An autosomal recessive mental retardation syndrome with
hepatic fibrosis and renal cysts. Am J Med Genet 1986;24:151e8.

57. Uemura T, Sanchez EQ, Ikegami T, Watkins D, Narasimhan G, McKenna GJ,
Chinnakotla S, Dawson S 3rd, Randall HB, Levy MF, Goldstein RM, Klintmalm GB.
Successful combined liver and kidney transplant for COACH syndrome and 5-yr follow-
up. Clin Transplant 2005;19:717e20.

58. Wolf MT, Saunier S, O’Toole JF, Wanner N, Groshong T, Attanasio M,
Salomon R, Stallmach T, Sayer JA, Waldherr R, Griebel M, Oh J, Neuhaus TJ,
Josefiak U, Antignac C, Otto EA, Hildebrandt F. Mutational analysis of the RPGRIP1L
gene in patients with Joubert syndrome and nephronophthisis. Kidney Int
2007;72:1520e6.

59. Kumar S, Rankin R. Renal insufficiency is a component of COACH syndrome. Am J
Med Genet 1996;61:122e6.

60. Lindhout D, Barth PG, Valk J, Boen-Tan TN. The Joubert syndrome associated with
bilateral chorioretinal coloboma. Eur J Pediatr 1980;134:173e6.

61. Wiesner GL, Snover DC, Rank J, Tuchman M. Familial cerebellar ataxia and hepatic
fibrosisda variant of COACH syndrome with biliary ductal proliferation. Am J Hum
Genet 1992;51(suppl.):A110.

62. Gunay-Aygun M, Parisi MA, Doherty D, Tuchman M, Tsilou E, Lukose L, Bryant JC,
Golas G, Dorward H, Ciccone C, Daryanani KT, Kleiner DE, Huizing M, Turkbey B,
Choyke P, Guay-Woodford L, Heller T, Szymanska K, Johnson CA, Glass I, Gahl WA.
MKS3-related ciliopathy with features of autosomal recessive polycystic kidney
disease, nephronophthisis and Joubert Syndrome. J Pediatr 2009 June 19. [Epub
ahead of print]

63. Brancati F, Barrano G, Silhavy JL, Marsh SE, Travaglini L, Bielas SL, Amorini M,
Zablocka D, Kayserili H, Al-Gazali L, Bertini E, Boltshauser E, D’Hooghe M, Fazzi E,
Fenerci EY, Hennekam RC, Kiss A, Lees MM, Marco E, Phadke SR, Rigoli L, Romano S,
Salpietro CD, Sherr EH, Signorini S, Stromme P, Stuart B, Sztriha L, Viskochil DH,
Yuksel A, Dallapiccola B, Valente EM, Gleeson JG. CEP290 mutations are frequently
identified in the oculo-renal form of Joubert syndrome-related disorders. Am J Hum
Genet 2007;81:104e13.

64. Valente EM, Silhavy JL, Brancati F, Barrano G, Krishnaswami SR, Castori M,
Lancaster MA, Boltshauser E, Boccone L, Al-Gazali L, Fazzi E, Signorini S, Louie CM,
Bellacchio E, Bertini E, Dallapiccola B, Gleeson JG. Mutations in CEP290, which
encodes a centrosomal protein, cause pleiotropic forms of Joubert syndrome. Nat
Genet 2006;38:623e5.

65. Parisi MA, Doherty D, Eckert ML, Shaw DW, Ozyurek H, Aysun S, Giray O, Al Swaid
A, Al Shahwan S, Dohayan N, Bakhsh E, Indridason OS, Dobyns WB, Bennett CL,
Chance PF, Glass IA. AHI1 mutations cause both retinal dystrophy and renal cystic
disease in Joubert syndrome. J Med Genet 2006;43:334e9.

66. Utsch B, Sayer JA, Attanasio M, Pereira RR, Eccles M, Hennies HC, Otto EA,
Hildebrandt F. Identification of the first AHI1 gene mutations in nephronophthisis-
associated Joubert syndrome. Pediatr Nephrol 2006;21:32e5.

67. Castori M, Valente EM, Donati MA, Salvi S, Fazzi E, Procopio E, Galluccio T, Emma F,
Dallapiccola B, Bertini E. NPHP1 gene deletion is a rare cause of Joubert syndrome
related disorders. J Med Genet 2005;42:e9.

68. Hildebrandt F, Otto E, Rensing C, Nothwang HG, Vollmer M, Adolphs J, Hanusch H,
Brandis M. A novel gene encoding an SH3 domain protein is mutated in
nephronophthisis type 1. Nat Genet 1997;17:149e53.

69. Badano JL, Leitch CC, Ansley SJ, May-Simera H, Lawson S, Lewis RA, Beales PL,
Dietz HC, Fisher S, Katsanis N. Dissection of epistasis in oligogenic Bardet-Biedl
syndrome. Nature 2006;439:326e30.

70. Hoefele J, Wolf MT, O’Toole JF, Otto EA, Schultheiss U, Deschenes G, Attanasio M,
Utsch B, Antignac C, Hildebrandt F. Evidence of oligogenic inheritance in
nephronophthisis. J Am Soc Nephrol 2007;18:2789e95.

71. Katsanis N, Ansley SJ, Badano JL, Eichers ER, Lewis RA, Hoskins BE, Scambler PJ,
Davidson WS, Beales PL, Lupski JR. Triallelic inheritance in Bardet-Biedl syndrome,
a Mendelian recessive disorder. Science 2001;293:2256e9.

72. Tory K, Lacoste T, Burglen L, Moriniere V, Boddaert N, Macher MA, Llanas B, Nivet H,
Bensman A, Niaudet P, Antignac C, Salomon R, Saunier S. High NPHP1 and NPHP6
mutation rate in patients with Joubert syndrome and nephronophthisis: potential
epistatic effect of NPHP6 and AHI1 mutations in patients with NPHP1 mutations. J Am
Soc Nephrol 2007;18:1566e75.

73. Gunay-Aygun M, Avner ED, Bacallao RL, Choyke PL, Flynn JT, Germino GG, Guay-
Woodford L, Harris P, Heller T, Ingelfinger J, Kaskel F, Kleta R, LaRusso NF, Mohan P,
Pazour GJ, Shneider BL, Torres VE, Wilson P, Zak C, Zhou J, Gahl WA. Autosomal
recessive polycystic kidney disease and congenital hepatic fibrosis: summary
statement of a first National Institutes of Health/Office of Rare Diseases conference.
J Pediatr 2006;149:159e64.

74. Kumada S, Hayashi M, Arima K, Nakayama H, Sugai K, Sasaki M, Kurata K, Nagata
M. Renal disease in Arima syndrome is nephronophthisis as in other Joubert-related
Cerebello-oculo-renal syndromes. Am J Med Genet A 2004;131:71e6.

75. Hildebrandt F, Attanasio M, Otto E. Nephronophthisis: disease mechanisms of
a ciliopathy. J Am Soc Nephrol 2009;20:23e35.

J Med Genet 2010;47:8e21. doi:10.1136/jmg.2009.067249 21

Original article

 group.bmj.com on January 15, 2010 - Published by jmg.bmj.comDownloaded from 

http://jmg.bmj.com/
http://group.bmj.com/

