
REGULAR ARTICLE

Telomere biology disorder prevalence and phenotypes in adults with
familial hematologic and/or pulmonary presentations

Simone Feurstein,1 Ayodeji Adegunsoye,2 Danijela Mojsilovic,1 Rekha Vij,2 Allison H. West DePersia,3 Padma Sheila Rajagopal,1

Afaf Osman,1 Robert H. Collins,4 Raymond H. Kim,5,6 Steven D. Gore,7 Peter Greenberg,8 Lucy A. Godley,1 Zejuan Li,9

Daniela del Gaudio,10 Hari Prasanna Subramanian,10 Soma Das,10 Tom Walsh,11,12 Suleyman Gulsuner,11,12 Jeremy P. Segal,13

Aliya N. Husain,13 Sandeep Gurbuxani,13 Mary-Claire King,11,12 Mary E. Strek,2 and Jane E. Churpek1

1Section of Hematology/Oncology and Center for Clinical Cancer Genetics and 2Section of Pulmonary and Critical Care, Department of Medicine, The University of Chicago,
Chicago, IL; 3Center for Medical Genetics, NorthShore University HealthSystem, Evanston, IL; 4UT Southwestern Medical Center, Dallas, TX; 5Princess Margaret Cancer Centre,
Department of Medicine, and 6University Health Network, University of Toronto, Toronto, ON, Canada; 7Department of Internal Medicine, School of Medicine, Yale University,
New Haven, CT; 8Section of Hematology, Department of Medicine, Stanford University Cancer Center, Stanford, CA; 9Department of Pathology and Genomic Medicine,
Houston Methodist Research Institute and Houston Methodist Hospital, Houston, TX; 10Department of Human Genetics, The University of Chicago, Chicago, IL; 11Department of
Medicine and 12Department of Genome Sciences, University of Washington, Seattle, WA; and 13Department of Pathology, The University of Chicago, Chicago, IL

Key Points

• Forty-one percent of
families with cytopenias
and interstitial lung
disease and 3% with
familial hematologic
presentations have
a TBD.

•Carriers of heterozy-
gous PARN variants
often present with
lymphocyte telomere
lengths at or above the
10th percentile.

Telomere biology disorders (TBDs) present heterogeneously, ranging from infantile bone

marrow failure associated with very short telomeres to adult-onset interstitial lung disease

(ILD) with normal telomere length. Yield of genetic testing and phenotypic spectra for

TBDs caused by the expanding list of telomere genes in adults remain understudied. Thus,

we screened adults aged $18 years with a personal and/or family history clustering

hematologic disorders and/or ILD enrolled on The University of Chicago Inherited

Hematologic Disorders Registry for causative variants in 13 TBD genes. Sixteen (10%) of 153

probands carried causative variants distributed among TERT (n 5 6), TERC (n 5 4), PARN

(n5 5), or RTEL1 (n 5 1), of which 19% were copy number variants. The highest yield (9 of

22 [41%]) was in families with mixed hematologic and ILD presentations, suggesting that

ILD in hematology populations and hematologic abnormalities in ILD populations

warrant TBD genetic testing. Four (3%) of 117 familial hematologic disorder families without

ILD carried TBD variants, making TBD second to only DDX41 in frequency for genetic

diagnoses in this population. Phenotypes of 17 carriers with heterozygous PARN variants

included 4 (24%) with hematologic abnormalities, 67% with lymphocyte telomere lengths

measured by flow cytometry and fluorescence in situ hybridization at or above the 10th

percentile, and a high penetrance for ILD. Alternative etiologies for cytopenias and/or ILD

such as autoimmune features were noted in multiple TBD families, emphasizing the need to

maintain clinical suspicion for a TBD despite the presence of alternative explanations.

Introduction

Since 1999, 14 genes (ACD, CTC1, DKC1, NAF1, NHP2, NOP10, PARN, RTEL1, TERC, TERT,
TINF2, STN1, WRAP53, and ZCCHC8) have been identified as the cause of human disorders of
defective telomere maintenance.1-8 Inherited defects in each of these genes can cause a range of
multiorgan system pathologies now considered part of a single disease entity variably referred to as
a telomeropathy, short telomere syndrome, or telomere biology disorder (TBD).4-6 TBD phenotypes of
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All pathogenic/likely pathogenic variants and variants of uncertain significance are
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The full-text version of this article contains a data supplement.
© 2020 by The American Society of Hematology

13 OCTOBER 2020 x VOLUME 4, NUMBER 19 4873

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024

https://www.ncbi.nlm.nih.gov/clinvar/
https://crossmark.crossref.org/dialog/?doi=10.1182/bloodadvances.2020001721&domain=pdf&date_stamp=2020-10-09


those diagnosed in infancy include severe immunodeficiency, bone
marrow failure (BMF), and gastrointestinal and neurologic dysfunc-
tion. Those diagnosed in adulthood first present with interstitial
lung disease (ILD),9-13 emphysema,14,15 cryptogenic cirrhosis,16,17

isolated macrocytosis or mild cytopenia(s), severe BMF,18,19 and/or
hematologic malignancies.18,20,21 Depending on the causative gene,
the pattern of inheritance may be X-linked recessive, autosomal
dominant, or autosomal recessive with high variability in penetrance
and expressivity.4-6

The prevalence of TBD in specific patient populations is actively
being defined. For example, the prevalence of the classical TBD
presentation, dyskeratosis congenita, featuring the triad of nail
dysplasia, skin pigmentation abnormalities, and oral leukoplakia
along with peripheral blood lymphocyte telomere lengths less than
the first percentile for age, is rare.22 In comparison, 1% of adults
with emphysema,15 3% to 10% of adults with ILD,9,13 and up to 30%
of those with familial pulmonary fibrosis,14 defined as 2 or more cases
of ILD in first- or second-degree relatives, harbor a pathogenic (P) or
likely pathogenic (LP) variant in a known TBD gene.

Prevalence in adults with hematologic disorders is less well
characterized. Most studies have examined TERT and TERC only,
and lack of access to germline tissue has limited broad genetic
testing of patients with active hematologic malignancies. With these
caveats, ;1% to 5% of those with aplastic anemia (AA)18,19,23 and
1% to 3% of those with myelodysplastic syndrome (MDS)/acute
leukemia carry an inherited P/LP TBD gene variant.18,21,23 The
single series published to date in families clustering AA/MDS/acute
leukemia found P/LP variants in TERT or TERC in 5 (19%) of 27,
suggesting that this is a high-yield testing scenario.24 Given that
patients with TBD are prone to serious complications of standard
treatments for sporadic AA/MDS/acute leukemia and ILD,25-28

knowing whom to test as well as having sensitive and specific
diagnostic tests to identify these patients are critical.

When present within an individual or in close relatives in a family,
cooccurrence of hematologic and pulmonary symptoms has been
shown to increase the likelihood of identifying a causative variant in
TERT or TERC. In one series, when both overt AA and ILD were
present, all 10 families had an identifiable TERT or TERC variant.29

Diaz de Leon et al30 showed that asymptomatic TERT variant
carriers often have combined subclinical pulmonary and hemato-
logic features, including reduced diffusion capacity as well as mild
thrombocytopenia and larger red blood cell mean corpuscular
volume than their wild-type relatives. If hematologic and pulmonary
manifestations also frequently cooccur in those carrying P/LP
variants in TBD genes beyond TERT and TERC, this personal and/
or family history combination may be especially useful in selecting
whom to test.

From a clinical diagnostic perspective, critically short telomeres
(less than the first percentile for age) in peripheral blood
lymphocytes measured by flow cytometry and fluorescence in situ
hybridization (flowFISH)31 can be highly sensitive and specific for
a TBD diagnosis.4,32 However, telomere length interpretation in
those with active hematologic malignancies is complicated by the
effect of the hematologic malignancy itself on telomere length.
Furthermore, adults with genetically diagnosed TBD presenting
with ILD, mild blood count abnormalities, or MDS/acute leukemia
often have lymphocyte telomere lengths between the first and 10th
percentile and occasionally well above the 10th percentile.22,33,34

Because these values overlap the lower end of the normal reference
range from healthy populations, it is frequently challenging to know
which patients are likely to have a TBD and which are not.

Challenges of telomere length interpretation, the lack of classical
mucocutaneous features in most, and the similarity between typical
age-related and TBD-related comorbidities make it difficult to provide
a clinical TBD diagnosis without genetic testing and detailed family
assessment in adult populations. Prevalence of TBD and phenotype
among adults with hematologic diagnoses are particularly under-
studied. Thus, we sought to determine the prevalence and
phenotype of TBD in adults with hematologic presentations that
should be enriched for TBD, those with familial clustering of
chronic hematologic abnormalities, and/or AA/MDS/acute leuke-
mia with or without ILD through comprehensive genomic screening of
13 TBD genes and family assessments. We describe phenotype and
lymphocyte telomere lengths measured by using flowFISH in 16 TBD
families, including 5 carrying heterozygous PARN variants.

Methods

Patient population

Probands aged $18 years who did not have a known genetic
diagnosis at the time of enrollment on The University of Chicago
Inherited Hematologic Disorders Registry between 2011 and
August 2019 were eligible. Those with a personal history of chronic
unexplained cytopenia(s) or macrocytosis, AA/MDS/acute leuke-
mia, and/or ILD fitting one of the following definitions were included:
(1) familial hematologic disorder cases, defined as 2 or more cases
of chronic cytopenia/AA/MDS/acute leukemia in first- and/or
second-degree relatives or a proband with AA/MDS/acute leuke-
mia with at least one additional nonpulmonary TBD feature; (2)
hematologic disorder and ILD overlap cases, defined as at least one
case of cytopenia/AA/MDS/acute leukemia and at least one case of
ILD in a proband or in first- and/or second-degree relatives; and (3)
familial pulmonary fibrosis cases, defined as 2 or more cases of ILD
without hematologic manifestations in first- and/or second-degree
relatives (supplemental Table 1). Informative close relatives were
enrolled whenever possible. Medical, exposure, and family history
were obtained by patient interview and review of medical records.
Imaging studies (by M.E.S. and A.A.), lung pathology (by A.N.H.), and
hematopathology (by S. Gurbuxani) were obtained and centrally
reviewed. Informed consent was obtained from all participants. This
study was approved by The University of Chicago Institutional Review
Board.

Genetic testing

Patient DNA extracted from cultured skin fibroblasts, peripheral
blood, or saliva underwent sequencing and analysis of ACD,CTC1,
DKC1, NAF1, NHP2, NOP10, PARN, RTEL1, TERC, TERT,
TINF2, STN1, and WRAP53 as part of larger hereditary hemato-
logic malignancy/BMF panels either by targeted genomic capture and
gene panel–based or whole-exome sequencing at The University of
Chicago or at The University ofWashington (supplemental Table 1).35,36

Due to updating of genetic panels over time as new genes were
discovered, ACD and/or PARN were not covered in 28 patients.
Copy number variants were assessed by either next-generation
sequencing or custom high-density gene-targeted array compara-
tive genomic hybridization. Sanger sequencing, multiplex ligation-
dependent probe amplification, or quantitative real-time polymerase
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chain reaction (PCR) were used for validation of P/LP single
nucleotide variants, insertions/deletions, or copy number variants,
as well as for segregation analysis within a family. Variants were
classified by using The American College of Medical Genetics and
Genomics/The Association for Molecular Pathology guidelines and
the Clinical Genome Sequence Variant Interpretation Working
Group recommendations.37-42 Criteria were tailored in a gene-
specific manner as detailed in the supplemental Methods and
supplemental Tables 2 and 3.

Telomere length measurements

All peripheral blood lymphocyte telomere lengths were measured by
using flowFISH in the Johns Hopkins Pathology Laboratories,
except for proband 875 III.1, whose telomeres were measured at
Repeat Diagnostics Inc. using methods previously described.22,31

Quantitative real-time PCR

Primers were used to amplify patient DNA for specific exons of
BFAR, PARN, PLA2G10, and NOMO1 using the StepOnePlus
Real-Time PCR System (Applied Biosystems) in triplicate. PCR
products were analyzed with StepOne Software v2.3 (Applied
Biosystems). One no template control was included per primer pair
per run. Amplification efficiency was calculated for each run by
using serial dilutions. The standard 2-DDCT method was used to
calculate copy number ratio.

Statistics

Two-sided Fisher’s exact tests were used to test the difference
between categorical variables using Stata version 16 (StataCorp).

Results

Prevalence of P/LP variants vary by phenotype

In total, 153 adult probands met eligibility criteria (Figure 1;
supplemental Table 1). Of these, 139 included a personal or family
history of at least 1 hematologic manifestation; 117 met the familial
hematologic disorder definition, and 22 met the mixed hematologic
disorder and ILD overlap case definition. The remaining 14 fit familial
pulmonary fibrosis criteria. The median age at initial hematologic
and/or ILD diagnosis among all families was 50.8 years (range, 4-82
years) and 60.7 years (range, 41-78 years), respectively.

Overall, 16 (10%) probands were found to carry a P (n 5 5) or LP
(n 5 11) heterozygous variant in a TBD gene (Figure 1; Table 1;
supplemental Table 3), distributed among TERT (n 5 6), TERC
(n 5 4), PARN (n 5 5), and RTEL1 (n 5 1). Nine (56%) of the 16
variants were novel. All except for 1 variant (TERC n.114_115del,
which was identified in 2 seemingly unrelated families [218 and
684]) were unique to a single family. Three (19%) of the 16 variants
were copy number variants, including a whole-gene deletion of
TERC (supplemental Figure 1), a large deletion encompassing
exons 1-21 of PARN as well as several genes upstream (Figure 2A-B;
supplemental Figure 2), and a deletion of exon 12 of PARN. Single
TBD gene variants of uncertain significance were identified in 9
(6%) probands, one of whom (875) also carried an LP TERC
variant, distributed among CTC1 (3), NAF1 (1), PARN (1), RTEL1
(2), TERT (1), and WRAP53 (1).

Prevalence of an inherited P/LP variant in a TBD gene differed
according to phenotype. Among all 139 families with at least 1
hematologic manifestation (Figure 1A-B), 13 (10%) carried a P/LP

variant. A significantly greater proportion were found in families in
which hematologic disorders and ILD overlap compared with those
with familial hematologic disorder presentations without ILD (9 of
22 [41%] vs 4 of 117 [3%], respectively; P, .01). The proportion in
overlap cases was similar to that in familial pulmonary fibrosis
families without hematologic manifestations (9 of 22 [41%] vs 3 of
14 [21%], respectively; P 5 .29) (Figure 1B-C).

In contrast, 21 (18%) of 117 families with familial hematologic
disorders without ILD carried P/LP variants in other hereditary
hematologic malignancy syndrome genes vs none with overlap or
familial pulmonary fibrosis presentations (P 5 .03 and P 5 .12,
respectively) (Figure 1D; supplemental Table 1). The 21 variants
were distributed amongDDX41 (n5 7 [6%]), RUNX1 (n5 4 [3%]),
ANKRD26 (n 5 2 [2%]), FANCA (n 5 2 compound heterozygous
[2%]), and 1 (1%) each in CEBPA, CXCR4, ETV6, GATA2,
GP1BA (heterozygous), and SBDS (compound heterozygous)
(Figure 1). Although the overall prevalence of P/LP TBD gene
variants in familial hematologic disorders without ILD is modest
(n 5 4 [3%]), cumulatively, this proportion ranks second behind
DDX41 and is tied with RUNX1 as the most frequently identified
disorders in this setting.

Hematologic presentations among adult carriers of

P/LP variants

Among the 13 families with inherited P/LP TBD gene variants with
overlap or familial hematologic disorder presentations, 5 (31%)
families reported at least 1 hematologic malignancy, of which 4
clustered multiple cases of MDS and/or acute leukemias (Table 1;
supplemental Table 4; supplemental Figure 3A-E). The remaining 9
had single or multiple individuals with macrocytosis/macrocytic
anemia, thrombocytopenia, neutropenia, and/or multiple cytopenias.

Blood counts were available for 24 of 42 confirmed P/LP TBD
variant carriers without active hematologic malignancy (supplemen-
tal Table 4). The complete blood count with differential was
completely normal in 11 (46%) carriers. The most common
abnormalities found were: macrocytosis (n 5 7 [29%]), thrombo-
cytopenia (n 5 5 [21%]), neutropenia (n 5 5 [21%]), and anemia
(n 5 3 [13%]). Neutropenia was common among TERC P/LP
variant carriers, observed in all 4 carriers without hematologic
malignancy, whereas neutropenia was noted in only 1 of 9 and 0 of
10 TERT and PARN variant carriers, respectively. Other identifiable
possible contributors to observed cytopenias were present in 3
cases and included: mild splenomegaly in 1 patient with thrombo-
cytopenia (669 III.2), an acquired U2AF1 variant in 1 patient with
macrocytic anemia and thrombocytopenia (669 III.1) (Table 1), and
b-thalassemia trait (1210 II.1) as an explanation for the patient’s mild
microcytic anemia but not for the intermittent thrombocytopenia.

Hematologic malignancies were confirmed in 5 carriers. The
median age of onset of hematologic malignancy was 58.8 years
(range, 48-75 years). Specific diagnoses included: 1 patient (909
II.1) who carried a P heterozygous RTEL1 variant with concurrent
diagnoses of acute myeloid leukemia (AML) and gastric diffuse
large B-cell lymphoma, 3 patients with P/LP TERT variants with
MDS or AML (1 each with MDS with complex karyotype, MDS-
RARS, and AML with myelodysplasia-related changes), and 1
patient with an LP TERC variant with MDS-unclassifiable (supple-
mental Tables 1 and 4).
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Hematologic, pulmonary, and other manifestations in

carriers of heterozygous P/LP PARN variants

Among the 17 heterozygous P/LP PARN variant carriers identified
in this study, 2 had macrocytosis, 1 had transient thrombocytopenia,
and 1 had polycythemia as baseline blood count abnormalities
(Table 1; supplemental Table 4; Figures 2C-D and 3A-C). No
hematologic malignancies were reported. Bone marrow aspirate
performed before lung transplantation on proband 841 II.1 revealed
dyserythropoiesis with megaloblastoid maturation (supplemental
Figure 4). He reported a family history of childhood-onset BMF
requiring transplantation in a distant relative, but carrier status of
this individual could not be confirmed. Other TBD organ system
manifestations were minimal, with 1 of 17 (832 III.13) reporting
osteoporosis and elevated liver function test results. Two family
members whose genotype was unknown had had intellectual
disability along with ILD or death in infancy due to liver and lung
abnormalities.

ILD, with a usual interstitial pneumonia pattern on imaging in all
whose images were available, was diagnosed in 11 of 17 PARN
P/LP variant carriers at a median age of 62.5 years (range, 49-77
years) (Table 1; supplemental Tables 4 and 5). Three PARN carriers
required lung transplantation. Despite normal to high blood counts
pretransplantation, patient 557 II.1 developed pancytopenia follow-
ing a double-lung transplantation (Table 2; Figure 3D-E), requiring
medication dose reductions, packed red blood cell transfusions,
and granulocyte-colony stimulating factor. He also experienced
sternal wound dehiscence, anastomosis site insufficiency, severe
infections, and renal failure requiring hemodialysis. All of these
complications are similar to those seen in 2 P/LP TERT carriers

post–lung transplantation in this report (Table 2) and in 3 other
series.27,43,44

Family 832 presented with ILD affecting 13 members in 2
generations without any hematologic manifestations. Of the 25
family members screened, we identified a heterozygous deletion
encompassing exons 1-21 of PARN (Figure 2A-C) in 9 members.
All 8 family members with confirmed ILD carried the familial variant
or were obligate carriers. Using a high-density microarray and
quantitative real-time PCR, the deletion was found to encompass
additional genes with the upstream breakpoint located between
exon 4 of PLAG2G10 and exon 13 of NOMO1. This deletion is
larger than 3 other intragenic multi-exon PARN deletions noted in
the literature, which were all associated with serious neuropsy-
chiatric manifestations.45 In addition, 1 healthy individual carrying
a heterozygous whole-gene PARN deletion has been reported.46

Notably, none of the carriers in family 832 or 1210 had neuropsy-
chiatric disorders. From families 832 and 1080, 13 (76%) of 17 P/LP
PARN variant carriers aged .50 years have developed ILD.

Telomere length testing in P/LP TBD variant carriers

We performed peripheral blood lymphocyte telomere length measure-
ments by flowFISH in 29 of 42 confirmed P/LP variant carriers
(Table 1; supplemental Figure 5). Three of the 29 had active
hematologic malignancies, and 1 (1020 II.1) was post–bilateral lung
transplant at the time of measurement. The remaining carriers had
normal blood counts or mild cytopenias or macrocytosis. Thirteen
(45%) carriers had lymphocyte telomere lengths below the first
percentile, whereas 7 (24%) and 9 (31%) carriers had telomere
lengths at the first percentile to below the 10th percentile and 10th
percentile or above compared with age-matched control subjects,

Familial hematologic disorder cases

A B C

Definition: Two or more cases of chronic
cytopenia/AA/MDS/AL in FDR/SDR or

a proband with AA/MDS/AL with at least one
additional non-pulmonary TBD feature.

#number of probands with compound heterozygous P/LP variants in this gene

Hematologic disorder and ILD
overlap cases

P/LP variants in other hereditary hematologic malignancy genesD

Definition: At least one case of
cytopenia/AA/MDS/AL and at least one case of ILD

in a proband or in FDR/SDR.

Familial pulmonary fibrosis cases

n=117 n=22 n=14

Definition: Two or more cases of ILD without
hematologic manifestations in FDR/SDR.

4 of 117 (3%) 9 of 22 (41%) 3 of 14 (21%)

21 of 117 (18%)

*

*
**

ns

ns

DDX41 (7), RUNX1 (4), ANKRD26 (2), FANCA (2#),
CEBPA (1), CXCR4 (1), ETV6 (1), GATA2 (1), GP1BA (1),

SBDS (1#)

0 of 22 (0%) 0 of 14 (0%)

RTEL1
TERC
TERT

1
2
1

PARN
TERC
TERT

3
2
4

PARN
TERT

2
1

Figure 1. Comparison of the prevalence of causative TBD and other gene variants by familial hematologic and/or ILD presentations in adults. A total of 153

probands were tested and are grouped according to their phenotypic presentation. (A) Familial hematologic disorder cases. (B) Mixed hematologic disorder and ILD cases. (C)

Familial pulmonary fibrosis cases. The proportions of probands found to carry P or LP variants in telomere genes (A-C) or other hereditary hematologic malignancy syndrome

genes (D) by clinical presentation overall and by specific gene are provided and compared by using 2-sided Fisher’s exact tests. Levels of significance are shown as: *P , .05,

**P , .001. AL, acute leukemia; FDR, first-degree relative; ns, not significant; SDR, second-degree relative.

4876 FEURSTEIN et al 13 OCTOBER 2020 x VOLUME 4, NUMBER 19

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024



T
a
b
le

1
.
H
e
m
a
to
lo
g
ic
,
p
u
lm

o
n
a
ry
,
a
n
d
o
th
e
r
c
h
a
ra
c
te
ri
s
ti
c
s
o
f
c
o
n
fi
rm

e
d
c
a
rr
ie
rs

o
f
P
o
r
L
P
te
lo
m
e
re

g
e
n
e
v
a
ri
a
n
ts

in
1
6
fa
m
il
ie
s

P
e
d
ig
re
e

ID

P
ro

b
a
n
d
/

re
la
ti
v
e

S
e
x

G
e
n
e

V
a
ri
a
n
t

c
D
N
A

V
a
ri
a
n
t

p
ro

te
in

V
a
ri
a
n
t

c
la
s
s

H
e
m
a
to
lo
g
ic

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

h
e
m
a
to
lo
g
ic

d
is
e
a
s
e
,
y

P
u
lm

o
n
a
ry

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

p
u
lm

o
n
a
ry

d
is
e
a
s
e
,
y

C
o
m
o
rb

id
it
ie
s

A
u
to
im

m
u
n
e

fe
a
tu
re
s

P
B

ly
m
p
h
o
c
y
te

te
lo
m
e
re

le
n
g
th

(f
lo
w
F
IS
H
,

p
e
rc
e
n
ti
le
)

V
a
ri
a
n
t

p
re
v
io
u
s
ly

re
p
o
rt
e
d

(P
M
ID

if

y
e
s
)

55
7
II.
1

P
ro
ba

nd
M

P
A
R
N

c.
24

de
l

p.
F8

Lf
s*
12

P
P
ol
yc
yt
he

m
ia

52
IL
D
/U

IP
51

A
bT

P
O
↑

,
1s

t
29

46
37

56

10
80

III
.1

P
ro
ba

nd
M

P
A
R
N

c.
70

9C
.
T

p.
R
23

7*
P

M
ac

ro
cy
to
si
s

47
IL
D
/U

IP
52

G
ER

D
10

th
26

81
07

74
,

28
09

90
38

10
80

II.
1

A
un

t
F

M
ac

ro
cy
to
si
s

IL
D

77
10

th
-5
0t
h

10
80

II.
2

A
un

t
F

IL
D

74
10

th
-5
0t
h

10
80

II.
3

A
un

t
F

IL
D

62
G
ER

D
10

th
-5
0t
h

10
80

II.
4

A
un

t
F

1s
t-1

0t
h

84
1
II.
1

P
ro
ba

nd
M

P
A
R
N

c.
10

06
-

2A
.
G

p.
?

LP
B
M

dy
se
ry
th
ro
po

ie
si
s

54
IL
D
/U

IP
49

10
th

N
o

83
2
III
.1

P
ro
ba

nd
M

P
A
R
N

D
el
et
io
n
ex
on

1-
21

N
A

P
IL
D
/U

IP
an

d
co

ns
tr
ic
tiv
e

br
on

ch
io
lit
is

61
50

th
N
o

83
2
III
.3

B
ro
th
er

M
IL
D
/U

IP
67

N
D

83
2
III
.4

B
ro
th
er

M
IL
D

63
1s

t-1
0t
h

83
2
III
.7

S
is
te
r

F
N
D

83
2
III
.9

C
ou

si
n

F
N
D

83
2
III
.1
1

C
ou

si
n

F
N
D

83
2
III
.1
2

C
ou

si
n

F
N
D

83
2
III
.1
3

C
ou

si
n

F
IL
D
/U

IP
63

O
st
eo

po
ro
si
s,

el
ev
at
ed

LF
T
re
su
lts

10
th
-5
0t
h

83
2
IV
.6

N
ie
ce

F
10

th
-5
0t
h

12
10

II.
1

P
ro
ba

nd
M

P
A
R
N

D
el
et
io
n
ex
on

12
N
A

LP
In
te
rm

itt
en

t
th
ro
m
bo

cy
to
pe

ni
a

56
IL
D

(u
nc

la
ss
ifi
ab

le
)

56
G
ER

D
,s
m
al
lh

ia
ta
l

he
rn
ia
,g

en
er
al
iz
ed

an
xie

ty
di
so

rd
er
/

de
pr
es
si
on

up
on

IL
D

di
ag

no
si
s

A
N
A
1:
32

0
(s
pe

ck
le
d
an

d
nu

cl
eo

la
r)
,

A
C
E↑

,C
C
P
↑

,
1s

t
N
o

90
9
II.
1

P
ro
ba

nd
M

R
TE

L1
c.
11

35
1

1G
.
A

p.
?

P
G
as
tr
ic

D
LB

C
L,

A
M
L

48
ea

rly
gr
ay
in
g

,
1s

t
N
o

68
4
II.
1

P
ro
ba

nd
M

TE
R
C

n.
11

4_
11

5d
el

N
A

LP
C
hr
on

ic
pa

nc
yt
op

en
ia
/A
A

w
ith

m
ac

ro
cy
to
si
s

18
N
D

27
19

26
71

21
8
III
.1

P
ro
ba

nd
M

TE
R
C

n.
11

4_
11

5d
el

N
A

LP
N
eu

tr
op

en
ia

M
ild
ly
re
du

ce
d

di
ffu

si
on

ca
pa

ci
ty

31
1s

t
27

19
26

71

21
8
II.
1

M
ot
he

r
F

C
hr
on

ic
pa

nc
yt
op

en
ia
/A
A

40
IL
D

60
N
D

87
5
III
.1

P
ro
ba

nd
M

TE
R
C

n.
35

7_
36

5d
el

N
A

LP
P
an

cy
to
pe

ni
a,

M
D
S

(M
D
S
-U
)

40
,5

3
20

th
N
o

A
ll
va
ria
nt
s
ha

ve
be

en
de

te
ct
ed

in
a
he

te
ro
zy
go

us
st
at
e
an

d
w
er
e
de

sc
rib

ed
ac

co
rd
in
g
to

th
e
re
co

m
m
en

da
tio

ns
of

th
e
H
um

an
G
en

om
e
Va

ria
tio

n
S
oc

ie
ty

us
in
g
th
e
fo
llo
w
in
g
tr
an

sc
rip

ts
:T

E
R
C

N
R
_0

01
56

6.
1,

TE
R
T
N
M
_1

98
25

3.
2,

R
TE

L1
N
M
_0

01
28

30
09

.1
,a

nd
P
A
R
N

N
M
_0

02
58

2.
3.

C
on

fir
m
ed

va
ria

nt
ca

rr
ie
rs

fro
m

ea
ch

in
di
vi
du

al
fa
m
ily

ar
e
or
ga

ni
ze
d
in

a
si
ng

le
gr
ay

or
w
hi
te

ba
nd

w
ith

ro
w

na
m
es

in
di
ca

tin
g
in
di
vi
du

al
an

d
re
la
tio

ns
hi
p.

A
C
E,

an
gi
ot
en

si
n-
co

nv
er
tin

g
en

zy
m
e;

A
N
A
,
an

tin
uc

le
ar

an
tib

od
y;

B
M
,b

on
e
m
ar
ro
w
;
C
C
P
,c

yc
lic

ci
tr
ul
lin
at
ed

pe
pt
id
e;

C
C
U
S
,c

lo
na

lc
yt
op

en
ia

of
un

de
te
rm

in
ed

si
gn

ifi
ca

nc
e;

cD
N
A
,c

om
pl
em

en
ta
ry

D
N
A
;
C
H
P
,c

hr
on

ic
hy
pe

rs
en

si
tiv
ity

pn
eu

m
on

iti
s;

D
LB

C
L,

di
ffu

se
la
rg
e
B
-c
el
l
ly
m
ph

om
a;

G
ER

D
,
ga

st
ro
es
op

ha
ge

al
re
flu
x
di
se
as
e;

ho
m
,
ho

m
og

en
ou

s;
Ig
M
,
im
m
un

og
lo
bu

lin
M
;
IP
A
F,

in
te
rs
tit
ia
l
pn

eu
m
on

ia
w
ith

au
to
im
m
un

e
fe
at
ur
es
;
LF

T,
liv
er

fu
nc

tio
n
te
st
;
M
D
S
-U
,
M
D
S
,

un
cl
as
si
fia
bl
e;

N
A
,n

ot
ap

pl
ic
ab

le
;N

D
,n

ot
do

ne
;P

B
,p

er
ip
he

ra
lb

lo
od

;P
M
ID
,P

ub
M
ed

id
en

tif
ie
r;
R
A
R
S
,r
ef
ra
ct
or
y
an

em
ia
w
ith

rin
g
si
de

ro
bl
as
ts
;S

C
C
,s
qu

am
ou

s
ce

ll
ca

rc
in
om

a;
U
IP
,u

su
al

in
te
rs
tit
ia
lp

ne
um

on
ia
.

13 OCTOBER 2020 x VOLUME 4, NUMBER 19 TELOMERE BIOLOGY DISORDERS IN ADULTS 4877

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024



T
a
b
le

1
.
(c
o
n
ti
n
u
e
d
)

P
e
d
ig
re
e

ID

P
ro

b
a
n
d
/

re
la
ti
v
e

S
e
x

G
e
n
e

V
a
ri
a
n
t

c
D
N
A

V
a
ri
a
n
t

p
ro

te
in

V
a
ri
a
n
t

c
la
s
s

H
e
m
a
to
lo
g
ic

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

h
e
m
a
to
lo
g
ic

d
is
e
a
s
e
,
y

P
u
lm

o
n
a
ry

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

p
u
lm

o
n
a
ry

d
is
e
a
s
e
,
y

C
o
m
o
rb

id
it
ie
s

A
u
to
im

m
u
n
e

fe
a
tu
re
s

P
B

ly
m
p
h
o
c
y
te

te
lo
m
e
re

le
n
g
th

(f
lo
w
F
IS
H
,

p
e
rc
e
n
ti
le
)

V
a
ri
a
n
t

p
re
v
io
u
s
ly

re
p
o
rt
e
d

(P
M
ID

if

y
e
s
)

77
5
III
.1

P
ro
ba

nd
M

TE
R
C

W
ho

le
-g
en

e
de

le
tio

n
N
A

LP
C
hr
on

ic
ne

ut
ro
pe

ni
a,

m
ac

ro
cy
to
si
s,

in
te
rm

itt
en

t
th
ro
m
bo

cy
to
pe

ni
a,

hy
po

ce
llu
la
r
bo

ne
m
ar
ro
w
,C

D
3/
C
D
4

ly
m
ph

oc
yt
op

en
ia
,l
ow

Ig
M

14
P
an

cr
ea

tic
in
su
ffi
ci
en

cy
(s
w
ea

t
ch

lo
rid

e
no

rm
al
),
fin
e

re
tic

ul
ar

sk
in

hy
po

pi
gm

en
ta
tio

n

A
N
A
1:
32

0
(s
pe

ck
le
d)

,
1s

t
N
o

86
5
II.
1

P
ro
ba

nd
F

TE
R
T

c.
23

0T
.
C

p.
L7

7P
LP

IL
D
/C

H
P

73
S
C
C

(s
ki
n)
,s
ki
n

hy
po

pi
gm

en
ta
tio

n,
os

te
op

or
os

is

IL
D
/C

H
P
,

ps
or
ia
si
s

,
1s

t
N
o

86
5
II.
2

B
ro
th
er

M
IL
D
/C

H
P

74
IL
D
/C

H
P

N
D

86
5
II.
3

S
is
te
r

F
A
st
hm

a
N
D

86
5
III
.1

S
on

M
IL
D
/C

H
P

53
IL
D
/C

H
P

N
D

91
3
II.
4

P
ro
ba

nd
M

TE
R
T

c.
34

7C
.
T

p.
T1

16
I

LP
IL
D
/IP

A
F

55
S
C
C

to
ng

ue
,

os
te
op

or
os

is
w
ith

m
ul
tip

le
co

m
pr
es
si
on

fra
ct
ur
es
,G

ER
D

IL
D
/IP

A
F,
A
N
A
1:

32
0
(s
pe

ck
le
d)
,

R
ay
na

ud
sy
nd

ro
m
e

,
1s

t
N
o

91
3
III
.5

D
au

gh
te
r

F
R
ay
na

ud
sy
nd

ro
m
e

,
1s

t

91
3
III
.4

D
au

gh
te
r

F
,
1s

t

91
3
II.
2

S
is
te
r

F
O
st
eo

po
ro
si
s

N
D

91
3
II.
1

S
is
te
r

F
M
ac

ro
cy
to
si
s

61
O
st
eo

po
ro
si
s

1s
t-1

0t
h

91
3
III
.1

N
ep

he
w

M
as
th
m
a

,
1s

t

91
3
III
.3

N
ie
ce

F
,
1s

t

24
6
II.
1

P
ro
ba

nd
M

TE
R
T

c.
18

91
C
.
T

p.
R
63

1W
P

A
M
L
w
ith

M
D
S

fe
at
ur
es

75
N
D

18
46

06
50

,
26

85
94

82

08
8
II.
4

P
ro
ba

nd
F

TE
R
T

c.
19

90
G
.
C

p.
V6

64
L

LP
M
D
S
(c
om

pl
ex

ka
ry
ot
yp
e)

56
N
D

29
46

37
56

08
8
II.
1

B
ro
th
er

M
P
an

cy
to
pe

ni
a
w
ith

m
ac

ro
cy
to
si
s

1s
t-1

0t
h

08
8
II.
2

S
is
te
r

F
M
D
S
(R
A
R
S
)

62
S
ki
n

hy
po

pi
gm

en
ta
tio

n,
os

te
op

or
os

is

P
er
ni
ci
ou

s
an

em
ia

1s
t-1

0t
h

08
8
III
.2

N
ie
ce

F
,
1s

t

A
ll
va
ria
nt
s
ha

ve
be

en
de

te
ct
ed

in
a
he

te
ro
zy
go

us
st
at
e
an

d
w
er
e
de

sc
rib

ed
ac

co
rd
in
g
to

th
e
re
co

m
m
en

da
tio

ns
of

th
e
H
um

an
G
en

om
e
Va

ria
tio

n
S
oc

ie
ty

us
in
g
th
e
fo
llo
w
in
g
tr
an

sc
rip

ts
: T

E
R
C

N
R
_0

01
56

6.
1,

TE
R
T
N
M
_1

98
25

3.
2,

R
TE

L1
N
M
_0

01
28

30
09

.1
,a

nd
P
A
R
N

N
M
_0

02
58

2.
3.

C
on

fir
m
ed

va
ria

nt
ca

rr
ie
rs

fro
m

ea
ch

in
di
vi
du

al
fa
m
ily

ar
e
or
ga

ni
ze
d
in

a
si
ng

le
gr
ay

or
w
hi
te

ba
nd

w
ith

ro
w

na
m
es

in
di
ca

tin
g
in
di
vi
du

al
an

d
re
la
tio

ns
hi
p.

A
C
E,

an
gi
ot
en

si
n-
co

nv
er
tin

g
en

zy
m
e;

A
N
A
,
an

tin
uc

le
ar

an
tib

od
y;

B
M
,b

on
e
m
ar
ro
w
;
C
C
P
,c

yc
lic

ci
tr
ul
lin
at
ed

pe
pt
id
e;

C
C
U
S
,c

lo
na

lc
yt
op

en
ia

of
un

de
te
rm

in
ed

si
gn

ifi
ca

nc
e;

cD
N
A
,c

om
pl
em

en
ta
ry

D
N
A
;
C
H
P
,c

hr
on

ic
hy
pe

rs
en

si
tiv
ity

pn
eu

m
on

iti
s;

D
LB

C
L,

di
ffu

se
la
rg
e
B
-c
el
l
ly
m
ph

om
a;

G
ER

D
,
ga

st
ro
es
op

ha
ge

al
re
flu
x
di
se
as
e;

ho
m
,
ho

m
og

en
ou

s;
Ig
M
,
im
m
un

og
lo
bu

lin
M
;
IP
A
F,

in
te
rs
tit
ia
l
pn

eu
m
on

ia
w
ith

au
to
im
m
un

e
fe
at
ur
es
;
LF

T,
liv
er

fu
nc

tio
n
te
st
;
M
D
S
-U
,
M
D
S
,

un
cl
as
si
fia
bl
e;

N
A
,n

ot
ap

pl
ic
ab

le
;N

D
,n

ot
do

ne
;P

B
,p

er
ip
he

ra
lb

lo
od

;P
M
ID
,P

ub
M
ed

id
en

tif
ie
r;
R
A
R
S
,r
ef
ra
ct
or
y
an

em
ia
w
ith

rin
g
si
de

ro
bl
as
ts
;S

C
C
,s
qu

am
ou

s
ce

ll
ca

rc
in
om

a;
U
IP
,u

su
al

in
te
rs
tit
ia
lp

ne
um

on
ia
.

4878 FEURSTEIN et al 13 OCTOBER 2020 x VOLUME 4, NUMBER 19

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024



respectively. One TERC carrier (875 III.1 who had MDS at the time
of measurement) and 8 PARN variant carriers accounted for those
with telomere lengths at the 10th percentile or above. Among the
12 PARN P/LP variant carriers, 2 (17%) had lymphocyte telomere
lengths below the first percentile, 2 (17%) were between the first
and 10th percentile, and 8 (67%) were at the 10th percentile or
above (P , .01 compared with the distribution in all other P/LP
variant carriers) (Figure 3F).

Usual and atypical phenotypic findings in TBD P/LP

variant carriers

Twelve of the 42 P/LP variant carriers exhibited one or more
features known to be associated with TBD, including reticular skin
hypopigmentation, early graying of hair, liver fibrosis, skin squamous
cell carcinoma, or osteopenia/osteoporosis (Table 1; supplemental
Table 4). Atypical presentations included the Shwachman Diamond
syndrome–like presentation of proband 775 III.1 who carried
a deletion of the entire TERC gene (supplemental Figure 1). He
initially presented with isolated neutropenia at 14 years of age
accompanied by minor bacterial skin infections. At age 20, an
evaluation revealed macrocytosis, a hypocellular bone marrow
without karyotypic abnormalities, and symptoms consistent with
pancreatic insufficiency, including steatorrhea, weight loss, and fat-
soluble vitamin deficiency that improved with pancreatic enzyme
replacement. Results of a sweat chloride test were negative. Patient
218 II.1, who carries a heterozygous LP TERC variant in the context
of a strong family history of AA and ILD, had an atypical AA course.
She received immunosuppressive treatment with cyclosporine and
antithymocyte globulin for her AA before a TBD was diagnosed.
Unexpectedly, she went into a durable complete remission for
;15 years before relapsing. Neither a second course of cyclosporine
and antithymocyte globulin nor treatment with eltrombopag was
effective at relapse. Danazol led to a partial response, with
a decrease in transfusion dependency. Two other patients, 875
III.1 and 684.II.1, both of whom also carry LP TERC variants,
developed moderate pancytopenia that remained stable for 13
and 221 years without treatment, suggesting that even moderate
BMF may have prolonged stability in some TBD cases. The former
patient eventually progressed to MDS at age 53 years, emphasizing
the need for markers of progression and long-term outcome data of
transplant observation in these types of cases to best guide clinical
management.

Finally, inflammatory and/or autoimmune-disease related ILD pheno-
types were noted in several families (Figure 4A-C). These included
family 865, with all 3 family members with ILD having a chronic
hypersensitivity pneumonitis pattern. Nondiagnostic autoimmune
features such as positive antinuclear antibodies were noted in 4
patients with ILD, Raynaud’s phenomenon, and psoriasis were
each noted in one family (Table 1; supplemental Table 4). Review
of lung histology revealed diffuse lymphoplasmacytic infiltrates in
5 of 6 patients (Figure 4D), and results of bone marrow biopsies
revealed prominent lymphoplasmacytic infiltrates and clusters of
plasma cells and eosinophils, respectively, in 2 P/LP variant
carriers (Figure 4E; supplemental Table 5). Full autoimmune
serology panels were not available for most carriers. A Venn-
Euler diagram (Figure 4F) shows the phenotypic distribution and
overlap of hematologic, pulmonary, and autoimmune features in
our confirmed P/LP variant carriers.T

a
b
le

1
.
(c
o
n
ti
n
u
e
d
)

P
e
d
ig
re
e

ID

P
ro

b
a
n
d
/

re
la
ti
v
e

S
e
x

G
e
n
e

V
a
ri
a
n
t

c
D
N
A

V
a
ri
a
n
t

p
ro

te
in

V
a
ri
a
n
t

c
la
s
s

H
e
m
a
to
lo
g
ic

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

h
e
m
a
to
lo
g
ic

d
is
e
a
s
e
,
y

P
u
lm

o
n
a
ry

p
h
e
n
o
ty
p
e

A
g
e
a
t

d
ia
g
n
o
s
is

o
f

p
u
lm

o
n
a
ry

d
is
e
a
s
e
,
y

C
o
m
o
rb

id
it
ie
s

A
u
to
im

m
u
n
e

fe
a
tu
re
s

P
B

ly
m
p
h
o
c
y
te

te
lo
m
e
re

le
n
g
th

(f
lo
w
F
IS
H
,

p
e
rc
e
n
ti
le
)

V
a
ri
a
n
t

p
re
v
io
u
s
ly

re
p
o
rt
e
d

(P
M
ID

if

y
e
s
)

66
9
III
.1

P
ro
ba

nd
M

TE
R
T

c.
20

11
C
.
G

p.
R
67

1G
LP

M
ac

ro
cy
tic

an
em

ia
,

th
ro
m
bo

cy
to
pe

ni
a

(C
C
U
S
w
ith

ac
qu

ire
d

U
2A

F1
va
ria
nt
)

IL
D
/U

IP
51

A
N
A
1:
16

0
(h
om

/s
pe

ck
le
d)
,

A
ld
ol
as
e↑

,
1s

t
N
o

66
9
III
.2

B
ro
th
er

M
Th

ro
m
bo

cy
to
pe

ni
a

48
Li
ve
r
fib

ro
si
s

N
ea

r
1s

t

10
20

II.
1

P
ro
ba

nd
F

TE
R
T

c.
28

12
C
.
T

p.
R
93

8W
LP

M
ac

ro
cy
tic

an
em

ia
IL
D
/U

IP
48

Ea
rly

gr
ay
in
g

,
1s

t
28

09
90

38

A
ll
va
ria

nt
s
ha

ve
be

en
de

te
ct
ed

in
a
he

te
ro
zy
go

us
st
at
e
an

d
w
er
e
de

sc
rib

ed
ac

co
rd
in
g
to

th
e
re
co

m
m
en

da
tio

ns
of

th
e
H
um

an
G
en

om
e
Va

ria
tio

n
S
oc

ie
ty

us
in
g
th
e
fo
llo
w
in
g
tr
an

sc
rip

ts
:T

E
R
C

N
R
_0

01
56

6.
1,

TE
R
T
N
M
_1

98
25

3.
2,

R
TE

L1
N
M
_0

01
28

30
09

.1
,a

nd
P
A
R
N

N
M
_0

02
58

2.
3.

C
on

fir
m
ed

va
ria

nt
ca

rr
ie
rs

fro
m

ea
ch

in
di
vi
du

al
fa
m
ily

ar
e
or
ga

ni
ze
d
in

a
si
ng

le
gr
ay

or
w
hi
te

ba
nd

w
ith

ro
w

na
m
es

in
di
ca

tin
g
in
di
vi
du

al
an

d
re
la
tio

ns
hi
p.

A
C
E,

an
gi
ot
en

si
n-
co

nv
er
tin

g
en

zy
m
e;

A
N
A
,a

nt
in
uc

le
ar

an
tib

od
y;
B
M
,b

on
e
m
ar
ro
w
;C

C
P
,c

yc
lic

ci
tr
ul
lin
at
ed

pe
pt
id
e;

C
C
U
S
,c

lo
na

lc
yt
op

en
ia
of

un
de

te
rm

in
ed

si
gn

ifi
ca

nc
e;

cD
N
A
,c

om
pl
em

en
ta
ry

D
N
A
;C

H
P
,c

hr
on

ic
hy
pe

rs
en

si
tiv
ity

pn
eu

m
on

iti
s;

D
LB

C
L,

di
ffu

se
la
rg
e
B
-c
el
ll
ym

ph
om

a;
G
ER

D
,g

as
tr
oe

so
ph

ag
ea

lr
ef
lu
x
di
se
as
e;

ho
m
,h

om
og

en
ou

s;
Ig
M
,i
m
m
un

og
lo
bu

lin
M
;I
P
A
F,

in
te
rs
tit
ia
lp

ne
um

on
ia

w
ith

au
to
im
m
un

e
fe
at
ur
es
;L

FT
,l
iv
er

fu
nc

tio
n
te
st
;M

D
S
-U
,M

D
S
,

un
cl
as
si
fia
bl
e;

N
A
,n

ot
ap

pl
ic
ab

le
;N

D
,n

ot
do

ne
;P

B
,p

er
ip
he

ra
lb

lo
od

;P
M
ID
,P

ub
M
ed

id
en

tif
ie
r;
R
A
R
S
,r
ef
ra
ct
or
y
an

em
ia
w
ith

rin
g
si
de

ro
bl
as
ts
;S

C
C
,s
qu

am
ou

s
ce

ll
ca

rc
in
om

a;
U
IP
,u

su
al

in
te
rs
tit
ia
lp

ne
um

on
ia
.

13 OCTOBER 2020 x VOLUME 4, NUMBER 19 TELOMERE BIOLOGY DISORDERS IN ADULTS 4879

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024



Discussion

Using next-generation sequencing assays, we found inherited P/LP
variants in TBD genes in 16 (10%) of 153 probands at risk for
a TBD due to hematologic and/or pulmonary personal and/or family
history presentations. Overall, 19% of the causative variants were
large deletions, highlighting the need for testing strategies that also
incorporate copy number variant detection. Among the 139 with
familial hematologic disorders, prevalence of TBD was 41% in
those with hematologic manifestations and at least 1 case of ILD vs
3% in those with hematologic-only presentations; this suggests that
ILD history is a high-yield screening question in adults with
cytopenias and hematologic malignancies to help select patients
for TBD genetic testing. Lymphocyte telomere lengths were at the
10th percentile or greater in 9 (31%) of 29 P/LP variant carriers,
primarily accounted for by PARN carriers, among whom 67% had
telomere lengths in this range. Only 24% of heterozygous PARN
P/LP variant carriers had blood count abnormalities, but significant

bone marrow hypocellularity observed pre–lung transplantation and
severe cytopenias post–lung transplantation in 2 carriers suggest
the possibility of subclinical bone marrow abnormalities, similar
to findings observed for TERT, TERC, and RTEL1 P/LP variant
carriers.26,27,47

Our series confirms and extends the finding that families in which
hematologic disorders overlap with ILD are highly likely to have
a TBD. Parry et al29 found TERT or TERC P/LP variants in 10 of 10
families with AA or hypoplastic bone marrows and ILD. Here we
found that 41% of families with even mild hematologic manifes-
tations, such as mild cytopenias or macrocytosis alone, or AA and
ILD have a P/LP variant distributed among TERT, TERC, and PARN.
These data suggest that hematologists should screen for a per-
sonal/family history of ILD and pulmonologists for cytopenias,
macrocytosis, AA, or hematologic malignancies. All of those who
screen positive for this combination warrant a multi-gene testing
approach able to detect copy number variants and PARN, a gene
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Figure 2. Large heterozygous PARN deletions can be tolerated without neuropsychiatric disorders but may feature cytopenias. (A) Schematic of the genomic

region surrounding the deletion and location and distribution of the microarray probes. The genomic region displayed here ranges from 14.4 to 14.9 Mb on the short arm of

chromosome 16. All 6 protein-coding genes and their distribution of exons are shown in the upper part of the schematic. The middle part includes the deletions of proband

832 III.1 and proband 1210 II.1 found in our study (red bars) determined by microarray and/or quantitative real-time PCR. The distal breakpoint of the deletion ex1-21 is

located upstream of PARN within the dashed bar between exon 4 of PLA2G10 and exon 13 of NOMO1. The blue bars indicate the previously described 4 intragenic deletions

of PARN in the study from Dhanraj et al45 with the proximal breakpoint in patient 4 located further downstream (dashed bar). The green bar represents the previously reported

whole-gene deletion in the study from Moon et al46 with both the proximal and distal breakpoints located outside of the gene schematic (dashed bar). The bottom part displays

the distribution and location of the microarray probes used for proband 832 III.1. The mean log2 ratio of the deleted probes is 20.65, and the deleted region is highlighted with

a red bar. (B) Mapping of the distal breakpoint. Quantitative real-time PCR results of the relative copy number of exon 17 of PARN, exon 1-8 of BFAR, exon 4 of PLA2G10,

and exon 13 of NOMO1 compared with the non-deleted exon 22 of PARN. Values at or around 0.5 indicate a heterozygous loss, and values at or around 1 indicate the

presence of both alleles. (C-D) Pedigrees of a large family with a heterozygous deletion of exons 1-21 of the PARN gene and a family with a single exon PARN deletion.

A circle represents a woman, and a square represents a man. Roman numerals indicate generations (eg, I, II, III, IV). A slash through the circle or square indicates that the

person is deceased. The proband is indicated by the arrow. The variant carrier status is mut/1 for carriers and 1/1 for wild type. OC indicates an individual who is an obligate

carrier of the familial PARN deletion. The phenotype is detailed below the symbol. The pedigree number and variant found in each family are noted above the pedigree.
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not yet commonly included on hereditary hematologic syndrome
gene panels.

In contrast, our overall yield of TBD genetic testing in families
clustering hematologic disorders in our series of 3% (4 of 117) is
significantly lower than the 19% (5 of 27; P 5 .01) observed by
Holme et al24 and is more congruent with the 1% to 5% estimates in
sporadic AA/MDS/AML.18,19,23 This discrepancy is likely due to
differing definitions of familial hematologic disorders, with their
series enriched for AA cases vs ours with familial MDS/acute
leukemia or chronic cytopenia cases without AA. Thus, AA will
enrich for TBD among familial hematologic disorder cases. Using
our case definition, TBD genes tie RUNX1 (n 5 4 [3%]) and fall
behind only DDX41 (n5 7 [6%]) in accounting for the most familial
hematologic disorder diagnoses. Thus, TBD genes, especially
TERT, TERC, RTEL1, and PARN, are important to include on the
differential of hereditary hematologic disorder evaluations.

Fifty to seventy percent of patients with familial pulmonary fibrosis
and 30% to 40% of patients with dyskeratosis congenita do not
have an identifiable P/LP variant in any known TBD gene.8,11,14,48

Similarly, in our series, many probands with a personal/family history

of ILD, MDS/acute leukemia, and/or chronic BMF/AA did not have
an identifiable P/LP TBD gene variant. For these patients, including
the 9 we identified with a TBD gene variant of uncertain significance
awaiting additional functional testing and segregation analyses to
allow updated classification, a clinical TBD diagnosis is still possible
if critically short lymphocyte telomeres and/or a classical dysker-
atosis congenita phenotype are present. However, in the absence
of a diagnostic phenotype, if lymphocyte telomere lengths fall within
the normal range, a definitive conclusion can be difficult. These
patients should be encouraged to participate in research and be
followed up longitudinally to monitor for additional phenotypic
features and to allow updated genetic testing as new genes are
discovered. Management must be individualized in this situation,
deciding whether enough evidence is present to warrant TBD-
specific management of any organ pathologies that arise.49

Clinical diagnosis can also be hampered when plausible alternative
etiologies are found for possible TBD-related phenotypic features.
For example, autoimmune causes of combined cytopenia(s) and
ILD, such as rheumatoid arthritis, are known. Recent reports have
identified P/LP variants in TBD genes in populations with clinically

Prostate ca

1 mut/+

ILD
Intellectual disability

Died at age 49

ILD/UIP
at age 51

Polycythemia at
age 52

Breast ca
Endometrial ca

I

557 PARN c.24del, p.F8Lfs*12

II

Breast ca

2 3

1 mut/+

Mesothelioma
(Asbestos
exposure)

I

II

841 PARN c.1006-2A G, p.?

III

Breast ca
ILD

Raynaud syndrome

BMF s/p HSCT

Breast ca

ILD/UIP at age 49
BM Dyserythropoiesis

at age 54

4

3

1 mut/+

1 mut/+ 2 mut/+ 3 mut/+ 4 mut/+

Born premature
Underdeveloped lungs

Liver failure

ILD/UIP
at age 52

Macrocytosis at
age 47
GERD

ILD at age 71 ILD at age 74 ILD at age 62ILD at age 77
Macrocytosis

Melanoma

Liver dysfunction

I

II

III

1080 PARN c.709C T, p.R237*

IV

ILD

OC

Prostate ca Breast ca ILD

4 4 45

mut/+

OC

&

&

&

& Cytopenia, Macrocytosis, BMF, AA

ILD

Malignancy

Other TBD-associated symptoms

Obligate carrier

Heterozygous carrier

Wildtypea+/+

2

A B C

-72

0

100

200

300

-48 -24 0

Elapsed time in months

Pl
at

ele
ts 

(K
/  

L)

24

0

-72 -48 -24 0 24

Elapsed time in months

He
m

og
lob

in 
(g

/d
L)

5

10 1080 III.1

841 II.1

557 II.1

1020 II.1

669 III.1

15

20

10

1
2
3
4
5
6
7
8
9

10
11
12
13
14
15

20 30 40 50

Age (years)

Te
lom

er
e 

len
gt

h 
(k

b)

60 70 80 90 100

832 III.1
832 IV.6

1080 III.1
1080 II.4
841 II.1

557 II.1
1210 II.1

832 III.4

832 III.13
1080 II.2

1080 II.3 1080 II.1

99th

90th

50th

10th

1st

D E F
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numbers and the variant found in each family are all designated above the pedigree. Longitudinal hemoglobin (D) and platelet count (E) in patients pre– and post–lung
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diagnosed autoimmune disorders or, conversely, have diagnosed
autoimmune diseases in patients with known TBD P/LP variants.
Juge et al50 found germline P/LP RTEL1, PARN, or TERT variants in
11% of patients with rheumatoid arthritis–associated ILD. Conversely,
ILD subtypes described in patients with P/LP variants in RTEL1, TERT,
and TERC included autoimmune or inflammatory disease–associated
subtypes as we saw in our cases.10,51,52 Although not diagnostic of
overt autoimmune diseases, our findings of elevated antinuclear
antibodies, Raynaud’s syndrome, and lymphoplasmacytic infiltrates in
lung and bone marrow biopsy specimens similar to those found in
intestinal biopsy specimens in TBD cases by others53 in confirmed
TBD carriers fit well with these reports. How autoimmunity, lymphocyte
telomere length, and TBD are or are not intertwined clinically or
mechanistically remain to be determined.54-56 In either case, given data
that immunosuppressive agents may be ineffective or even harmful in
the treatment of TBD-related BMF or ILD,57 maintaining a high index of
suspicion for TBD despite autoimmune features is critical.

Whereas biallelic disruption ofPARN can lead to classical dyskeratosis
congenita with BMF, the hematopoietic phenotype of heterozygous

P/LP PARN variant carriers is less characterized.8,12 Stuart et al12

found asymptomatic blood count abnormalities, includingmacrocytosis
(n5 3), anemia (n5 3), and thrombocytopenia (n5 1), in 6 (55%) of
11 carriers with ILD from 6 families with familial pulmonary fibrosis.
Here we found macrocytosis, thrombocytopenia, or polycythemia in 4
(24%) of 17 P/LP PARN variant carriers from 5 families. One carrier
had a hypocellular bone marrow with dyserythropoiesis and another
had severe pancytopenia requiring transfusions, granulocyte-colony
stimulating factor, and immunosuppressant dose reductions after
a double lung transplant, suggesting underlying bone marrow deficits.
This is similar to findings in patients with P/LP TERT, TERC, and
RTEL1 variants who underwent lung transplant.26,27,47 To date,
hematologic malignancies have not been reported in a heterozygous
PARN P/LP variant carrier in our series or elsewhere. More data are
needed to determine the full range of hematologic phenotypes and
optimal peri-transplantation management.

Our study has limitations. First, the small numbers of familial
pulmonary fibrosis cases and the fact that all of these were referred
for a hereditary hematologic disorders evaluation may bias our
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estimates of the overall burden of TBD to this phenotype. However,
our 21% estimate falls close to the 26% found via sequencing of
TERT, TERC, PARN, and RTEL1 in 185 familial pulmonary fibrosis
kindreds by Stuart et al.12 Second, our estimates of lymphocyte
telomere lengths by flowFISH in P/LP variant carriers could be
biased by the overall small numbers and inclusion of results from
related individuals. In our series, 55% of patients with a genetically
diagnosed TBD had lymphocyte telomere lengths above the first
percentile. Similarly, Alder et al22 found in a larger hospital-based
series of patients genetically diagnosed with TBD that 84% (49 of
58) identified at age $40 years and 100% (17 of 17) aged
$61 years had lymphocyte telomere lengths above the first
percentile. Telomere lengths in PARN variant carriers often fall at
the 10th percentile or higher: 67% in our series, 44% (4 of 9) of all
unrelated probands from our study, plus those in the published
literature measured by flowFISH,12,46,58 and 43% (3 of 7) probands
measured by quantitative PCR fall in this range.12 Thus, lymphocyte
telomere length as the sole diagnostic test for TBD in adults,
especially older adults and those carrying a heterozygous PARN
variant, is challenging.

In conclusion, we found P/LP variants in TBD genes in 10% of
families screened based on a personal/family history with hemato-
logic and/or pulmonary manifestations for whom a TBD was on the
differential diagnosis. Among those with hematologic manifesta-
tions, the combination of both hematologic abnormalities and ILD is
the highest yield genetic testing scenario. Screening for ILD in
hematology patients and hematologic abnormalities in ILD patients
can target all with combined features for multi-gene testing with
expected high yields. Yields for those with familial hematologic
disorders without ILD are still sufficient to warrant genetic testing
including TBD genes, especially TERT, TERC, PARN, and RTEL1
on panels frequently used for inherited BMF, familial MDS/acute
leukemia, and familial cytopenia/macrocytosis evaluations.

Acknowledgments

The authors gratefully acknowledge all of the individuals and families
who participated in this study. They are grateful to Mary Armanios

from Johns Hopkins University School of Medicine for helpful
discussions and for assistance with telomere length measurement
data and variant interpretation.

The National Institutes of Health supported this work through the
National Cancer Institute (R35CA197458) (M.-C.K., T.W., and
S.Gulsuner), the National Institute ofMental Health (R01MH083989)
(M.-C.K., T.W., and S. Gulsuner), and the National Heart, Lung, and
Blood Institute (R03HL145253-01) (J.E.C.).

Authorship

Contribution: S.F., A.A.,M.E.S., and J.E.C. designed and coordinated
the study, and collected, analyzed, and interpreted the data; D.M.
contributed to data collection and analysis; D.M., R.V., A.H.W.D.,
P.S.R., A.O., R.H.C., R.H.K., S.D.G., P.G., and L.A.G. contributed to
patient recruitment; Z.L., D.d.G., H.P.S., S.D., T.W., S. Gulsuner,
J.P.S., and M.-C.K. contributed to genomic screening, analysis, and
interpretation of sequencing and bioinformatics data; A.N.H. and S.
Gurbuxani reviewed and interpreted pathology specimens; S.F. and
J.E.C. wrote the manuscript; and all authors approved the final
version.

Conflict-of-interest disclosure: The authors declare no compet-
ing financial interests.

The current affiliation for J.E.C. is Division of Hematology, Med-
ical Oncology, and Palliative Care, Department of Medicine, The
University of Wisconsin School of Medicine and Public Health and
Carbone Cancer Center, Madison, WI.

ORCID profiles: S.F., 0000-0002-9996-4277; A.A., 0000-
0002-7015-9610; P.S.R., 0000-0002-0489-0819; R.H.K., 0000-
0002-2147-8674; S. Gurbuxani, 0000-0003-0716-8730; M.E.S.,
0000-0002-7671-1023.

Correspondence: Jane E. Churpek, University of Wiscon-
sin–Madison, 1111 Highland Ave, Room 4057, Madison, WI
53705; e-mail: jchurpek@wisc.edu.

References

1. Bertuch AA. The molecular genetics of the telomere biology disorders. RNA Biol. 2016;13(8):696-706.

2. Gable DL, Gaysinskaya V, Atik CC, et al. ZCCHC8, the nuclear exosome targeting component, is mutated in familial pulmonary fibrosis and is required for
telomerase RNA maturation. Genes Dev. 2019;33(19-20):1381-1396.

3. Mitchell JR, Wood E, Collins K. A telomerase component is defective in the human disease dyskeratosis congenita. Nature. 1999;402(6761):551-555.

4. Savage SA, Bertuch AA. The genetics and clinical manifestations of telomere biology disorders. Genet Med. 2010;12(12):753-764.

5. Savage SA. Beginning at the ends: telomeres and human disease. F1000 Res. 2018;7(0):524.

6. Shay JW, Wright WE. Telomeres and telomerase: three decades of progress. Nat Rev Genet. 2019;20(5):299-309.

7. Stanley SE, Armanios M. The short and long telomere syndromes: paired paradigms for molecular medicine. Curr Opin Genet Dev. 2015;33:1-9.

8. Tummala H, Walne A, Collopy L, et al. Poly(A)-specific ribonuclease deficiency impacts telomere biology and causes dyskeratosis congenita. J Clin
Invest. 2015;125(5):2151-2160.

9. Armanios MY, Chen JJ-L, Cogan JD, et al. Telomerase mutations in families with idiopathic pulmonary fibrosis. N Engl J Med. 2007;356(13):1317-1326.

10. Borie R, Bouvry D, Cottin V, et al. Regulator of telomere length 1 (RTEL1) mutations are associated with heterogeneous pulmonary and extra-pulmonary
phenotypes. Eur Respir J. 2019;53(2):1800508.

11. Kannengiesser C, Borie R, Ménard C, et al. Heterozygous RTEL1 mutations are associated with familial pulmonary fibrosis. Eur Respir J. 2015;46(2):
474-485.

4884 FEURSTEIN et al 13 OCTOBER 2020 x VOLUME 4, NUMBER 19

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024

https://orcid.org/0000-0002-9996-4277
https://orcid.org/0000-0002-7015-9610
https://orcid.org/0000-0002-7015-9610
https://orcid.org/0000-0002-0489-0819
https://orcid.org/0000-0002-2147-8674
https://orcid.org/0000-0002-2147-8674
https://orcid.org/0000-0003-0716-8730
https://orcid.org/0000-0002-7671-1023
mailto:jchurpek@wisc.edu


12. Stuart BD, Choi J, Zaidi S, et al. Exome sequencing links mutations in PARN and RTEL1 with familial pulmonary fibrosis and telomere shortening. Nat
Genet. 2015;47(5):512-517.

13. Tsakiri KD, Cronkhite JT, Kuan PJ, et al. Adult-onset pulmonary fibrosis caused by mutations in telomerase. Proc Natl Acad Sci U S A. 2007;104(18):
7552-7557.

14. Stanley SE, Gable DL, Wagner CL, et al. Loss-of-function mutations in the RNA biogenesis factor NAF1 predispose to pulmonary fibrosis–emphysema.
Sci Transl Med. 2016;8(351):351ra107.

15. Stanley SE, Chen JJL, Podlevsky JD, et al. Telomerase mutations in smokers with severe emphysema. J Clin Invest. 2015;125(2):563-570.

16. Calado RT, Brudno J, Mehta P, et al. Constitutional telomerase mutations are genetic risk factors for cirrhosis. Hepatology. 2011;53(5):1600-1607.

17. Hartmann D, Srivastava U, Thaler M, et al. Telomerase gene mutations are associated with cirrhosis formation. Hepatology. 2011;53(5):1608-1617.

18. Keel SB, Scott A, Sanchez-Bonilla M, et al. Genetic features of myelodysplastic syndrome and aplastic anemia in pediatric and young adult patients.
Haematologica. 2016;101(11):1343-1350.

19. Yamaguchi H, Calado RT, Ly H, et al. Mutations in TERT, the gene for telomerase reverse transcriptase, in aplastic anemia. N Engl J Med. 2005;352(14):
1413-1424.

20. Alter BP, Giri N, Savage SA, Rosenberg PS. Cancer in the National Cancer Institute inherited bone marrow failure syndrome cohort after fifteen years of
follow-up. Haematologica. 2018;103(1):30-39.

21. Calado RT, Regal JA, Hills M, et al. Constitutional hypomorphic telomerase mutations in patients with acute myeloid leukemia. Proc Natl Acad Sci USA.
2009;106(4):1187-1192.

22. Alder JK, Hanumanthu VS, Strong MA, et al. Diagnostic utility of telomere length testing in a hospital-based setting [published correction appears in Proc
Natl Acad Sci U S A. 2018;115(18):E4312]. Proc Natl Acad Sci U S A. 2018;115(10):E2358-E2365.

23. Yamaguchi H, Baerlocher GM, Lansdorp PM, et al. Mutations of the human telomerase RNA gene (TERC) in aplastic anemia and myelodysplastic
syndrome. Blood. 2003;102(3):916-918.

24. Holme H, Hossain U, Kirwan M, Walne A, Vulliamy T, Dokal I. Marked genetic heterogeneity in familial myelodysplasia/acute myeloid leukaemia. Br
J Haematol. 2012;158(2):242-248.

25. Barbaro P, Vedi A. Survival after hematopoietic stem cell transplant in patients with dyskeratosis congenita: systematic review of the literature. Biol Blood
Marrow Transplant. 2016;22(7):1152-1158.

26. Borie R, Kannengiesser C, Hirschi S, et al; Groupe d’Etudes et de Recherche sur les Maladies “Orphelines” Pulmonaires (GERM“O”P). Severe
hematologic complications after lung transplantation in patients with telomerase complex mutations. J Heart Lung Transplant. 2015;34(4):538-546.

27. Silhan LL, Shah PD, Chambers DC, et al. Lung transplantation in telomerase mutation carriers with pulmonary fibrosis. Eur Respir J. 2014;44(1):
178-187.

28. Sorge C, Pereboeva L, Westin E, Harris WT, Kelly DR, Goldman F. Pulmonary complications post hematopoietic stem cell transplant in dyskeratosis
congenita: analysis of oxidative stress in lung fibroblasts. Bone Marrow Transplant. 2017;52(5):765-768.

29. Parry EM, Alder JK, Qi X, Chen JJ-L, Armanios M. Syndrome complex of bone marrow failure and pulmonary fibrosis predicts germline defects in
telomerase [published correction appears in Blood. 2016;127(14):1837]. Blood. 2011;117(21):5607-5611.

30. Diaz de Leon A, Cronkhite JT, Yilmaz C, et al. Subclinical lung disease, macrocytosis, and premature graying in kindreds with telomerase (TERT)
mutations. Chest. 2011;140(3):753-763.

31. Baerlocher GM, Vulto I, de Jong G, Lansdorp PM. Flow cytometry and FISH to measure the average length of telomeres (flow FISH). Nat Protoc. 2006;
1(5):2365-2376.

32. Alter BP, Baerlocher GM, Savage SA, et al. Very short telomere length by flow fluorescence in situ hybridization identifies patients with dyskeratosis
congenita. Blood. 2007;110(5):1439-1447.

33. Alter BP, Rosenberg PS, Giri N, Baerlocher GM, Lansdorp PM, Savage SA. Telomere length is associated with disease severity and declines with age in
dyskeratosis congenita. Haematologica. 2012;97(3):353-359.

34. Schratz KE, Haley L, Danoff SK, et al. Cancer spectrum and outcomes in the Mendelian short telomere syndromes. Blood. 2020;135(22):1946-1956.

35. Guidugli L, Johnson AK, Alkorta-Aranburu G, et al. Clinical utility of gene panel-based testing for hereditary myelodysplastic syndrome/acute leukemia
predisposition syndromes. Leukemia. 2017;31(5):1226-1229.

36. Zhang MY, Keel SB, Walsh T, et al. Genomic analysis of bone marrow failure and myelodysplastic syndromes reveals phenotypic and diagnostic
complexity. Haematologica. 2015;100(1):42-48.

37. Biesecker LG, Harrison SM; ClinGen Sequence Variant InterpretationWorking Group. The ACMG/AMP reputable source criteria for the interpretation of
sequence variants. Genet Med. 2018;20(12):1687-1688.

38. Brnich SE, Rivera-Muñoz EA, Berg JS. Quantifying the potential of functional evidence to reclassify variants of uncertain significance in the categorical
and Bayesian interpretation frameworks. Hum Mutat. 2018;39(11):1531-1541.

39. Tavtigian SV, Greenblatt MS, Harrison SM, et al; ClinGen Sequence Variant Interpretation Working Group (ClinGen SVI). Modeling the ACMG/AMP
variant classification guidelines as a Bayesian classification framework. Genet Med. 2018;20(9):1054-1060.

40. Riggs ER, Andersen EF, Cherry AM, et al. Technical standards for the interpretation and reporting of constitutional copy-number variants: a joint
consensus recommendation of the American College of Medical Genetics and Genomics (ACMG) and the Clinical Genome Resource (ClinGen).Genet
Med. 2020;22(2):245-257.

13 OCTOBER 2020 x VOLUME 4, NUMBER 19 TELOMERE BIOLOGY DISORDERS IN ADULTS 4885

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024



41. Strande NT, Brnich SE, Roman TS, Berg JS. Navigating the nuances of clinical sequence variant interpretation in Mendelian disease.Genet Med. 2018;
20(9):918-926.

42. Richards S, Aziz N, Bale S, et al; ACMG Laboratory Quality Assurance Committee. 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. Genet
Med. 2015;17(5):405-424.

43. Newton CA, Kozlitina J, Lines JR, Kaza V, Torres F, Garcia CK. Telomere length in patients with pulmonary fibrosis associated with chronic lung allograft
dysfunction and post-lung transplantation survival. J Heart Lung Transplant. 2017;36(8):845-853.

44. Popescu I, Mannem H, Winters SA, et al. Impaired cytomegalovirus immunity in idiopathic pulmonary fibrosis lung transplant recipients with short
telomeres. Am J Respir Crit Care Med. 2019;199(3):362-376.

45. Dhanraj S, Gunja SMR, Deveau AP, et al. Bone marrow failure and developmental delay caused by mutations in poly(A)-specific ribonuclease (PARN).
J Med Genet. 2015;52(11):738-748.

46. Moon DH, Segal M, Boyraz B, et al. Poly(A)-specific ribonuclease (PARN) mediates 39-end maturation of the telomerase RNA component. Nat Genet.
2015;47(12):1482-1488.

47. Tokman S, Singer JP, Devine M, et al. Clinical outcomes of lung transplantation in patients with telomerase complex mutations. J Heart Lung Transplant.
2015;34(10):1318-1324.

48. Savage SA. Dyskeratosis congenita. In: AdamMP, Ardinger HH, Pagon RA, et al, eds.GeneReviews® [Internet]. Seattle, WA: University of Washington,
Seattle; 1993-2020. Available at: https://www.ncbi.nlm.nih.gov/books/NBK22301/. Accessed 24 August 2020.

49. Savage SA, Cook EF. Dyskeratosis Congenita and Telomere Biology Disorders: Diagnosis and Management Guidelines. New York, NY: Dyskeratosis
Congenita Outreach, Inc.; 2015.

50. Juge P-A, Borie R, Kannengiesser C, et al; FREX consortium. Shared genetic predisposition in rheumatoid arthritis-interstitial lung disease and familial
pulmonary fibrosis. Eur Respir J. 2017;49(5):1602314.

51. George G, Rosas IO, Cui Y, et al. Short telomeres, telomeropathy, and subclinical extrapulmonary organ damage in patients with interstitial lung disease.
Chest. 2015;147(6):1549-1557.

52. Newton CA, Batra K, Torrealba J, et al. Telomere-related lung fibrosis is diagnostically heterogeneous but uniformly progressive. Eur Respir J. 2016;
48(6):1710-1720.

53. Jonassaint NL, Guo N, Califano JA, Montgomery EA, Armanios M. The gastrointestinal manifestations of telomere-mediated disease. Aging Cell. 2013;
12(2):319-323.

54. Hohensinner PJ, Goronzy JJ, Weyand CM. Telomere dysfunction, autoimmunity and aging. Aging Dis. 2011;2(6):524-537.

55. Kordinas V, Ioannidis A, Chatzipanagiotou S. The telomere/telomerase system in chronic inflammatory diseases. Cause or effect?Genes (Basel). 2016;
7(9):60.

56. Georgin-Lavialle S, Aouba A, Mouthon L, et al. The telomere/telomerase system in autoimmune and systemic immune-mediated diseases. Autoimmun
Rev. 2010;9(10):646-651.

57. Newton CA, Zhang D, Oldham JM, et al. Telomere length and use of immunosuppressive medications in idiopathic pulmonary fibrosis. Am J Respir Crit
Care Med. 2019;200(3):336-347.

58. Dodson LM, Baldan A, Nissbeck M, et al. From incomplete penetrance with normal telomere length to severe disease and telomere shortening in a family
with monoallelic and biallelic PARN pathogenic variants. Hum Mutat. 2019;40(12):2414-2429.

4886 FEURSTEIN et al 13 OCTOBER 2020 x VOLUME 4, NUMBER 19

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/4/19/4873/1761464/advancesadv2020001721.pdf by guest on 19 M

ay 2024

https://www.ncbi.nlm.nih.gov/books/NBK22301/

