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Abstract

A 1-year-old infant was referred for a diagnostic work-up, due to a past
history of generalized clonic seizures migrating from one side of the body
to the other side, of short duration, and presenting in cluster, occurred in the
first days of life. He is a component a large family in whom several members
were diagnosed and described in a previous report as affected by benign
familial neonatal epilepsy (BFNE). This family has been followed-up for
three generations and examined by report carried out in a single center and a
personal interview. In a recent revision of the family, some members do not
share the classical features of BFNE: one had the seizures onset at 3 months,
another presented complex febrile seizures with EEG anomalies, and one
suffered from partial seizures lasting until the age of 10 years. Looking at the
data drawn from this family, and those from the literature, the term “BFNE”
should be used with caution.
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Introduction

Benign familial neonatal epilepsy (BFNE) is
a not uncommon clinical manifestation known
for more than 50 years. The clinical features of
BENE are quite characteristic and consist of onset
of seizures appearing in the first days of life in
a well-being subject, with a family history of
convulsive neonatal episodes that disappear within
the first months of life and with a normal cognitive
development [1-3].

The condition is inherited as an autosomal-
dominant trait with no gender prevalence. BFNE
has been recently associated with mutations in the
KCNQ?2 gene, located on chromosome 20q13.33
[4-8]. Mutations causing BFNE are often inherited
from affected parents [8].

In general, as per the definition, the course of
intra-familial BFNE is not complicated by later
epileptic manifestations and/or cognitive delay.
As examples, neonatal seizures observed in 3
generations were reported by Rose and Lombroso
[9] and in 8 members from 3 generations by
Goutieres [10]: in all the cases, the convulsive
episodes disappeared in the first months of life.
Similar observations were published by Carton
[11] in 8 family members plus a case report,
and by Quattlebaum [12] in 15 members from 4
generations who suffered seizures in the neonatal
period or early infancy and had a benign course.
Furthermore, a previous publication by Pavone
et al. [13] and a report by Wakai et al. [14] in 7
and 5 members, respectively, also showed similar
results. In all of these individuals, the seizures
were recorded in the neonatal period or in early
infancy and in all cases the course was benign.

Conversely, among those experiencing BFNE,
there are reports of patients being affected by
epileptic disorders and/or cognitive delay as
described since the first publications in this
field. Rett and Teubel [15] are credited with
having described some of the first family cases:
they published an article on 8 members from 3
generations with neonatal convulsions starting
on the 3™ day of life: the seizures disappeared in
a few weeks and the child showed good cognitive
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development. However, within this family, in some
male newborns the seizures persisted until the
adolescence. Subsequently, Bjerre and Corelius
[16] published the article entitled Benign familial
neonatal convulsions with 14 members belonging
to 5 generations who presented frequent seizures
starting in the 1% week of life and presenting a
favorable outcome, both concerning the convulsive
crises and the cognitive development. However,
in this family some members continued having
sporadic seizures until the age of 10 years.

Looking at the data drawn from the literature and
from both the old and new observations, the latter
based on molecular analysis, in the group of BFNE
interfamilial and intrafamilial clinical heterogeneity
exists with family members manifesting epileptic
disorders and/or cognitive delay [8-17].

In this BFNE-KCNQ?2 report carried out in a
single center and a personal interview, most of the
members of the family presented with the classical
characteristics of the disorders, with the exception
of one who had the seizures onset not in the first
days but at 3 months (Tab. 1). Moreover one
member had complex febrile seizures at the age
of 5 years and 6 months, with EEG epileptiform
anomalies, and one with partial seizures lasting
until the age of 10 years. Looking at the data drawn
from this family, and those from the literature, the
term “BFNE” should be used with caution.

Case report

A 1-year-old male infant was referred to the
Unit of Pediatrics and Pediatric Emergency of
the University Hospital, Catania, Italy, for a
diagnostic work-up. He was born at term following
an uneventful labor and delivery. The infant has 2
older brothers (aged 7 and 4, respectively), healthy.
The mother was 37 years old and the father 40 years
old at the time of gestation. The mother claimed
having felt normal fetal movements and denied
having had infectious diseases, hypertension,
gestosis, or consuming alcohol or drugs during her
pregnancy.

Birth weight was 2,900 grams, length 50 cm,
and head circumference 35 cm. The Apgar score
was 8 and 9 at 1 and 5 minutes, respectively.
The first 2 days of his life were uneventful. Then
the newborn showed multifocal clonic seizures
migrating from one side of the body to the other
side, of short duration, and presenting in cluster.
In such occasions, cyanosis, eye deviation, and
vomiting were present. The seizures were prevalent
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Table 1. Clinical characteristics of the affected members.

umbor [ son i weign | Prtel | Ageaf | Sumber | Lot T rhrapy | Lo [ Persisence of | ons | e
1 M 3,000 g No 3-5d 5 60d - 64y No Normal | Normal
2 F 3,200 g Mild 3d 5 15d PB 37y No Normal | Normal
3 F 4,100 g No 3d 3 5d PB 42y No Normal | Normal
4 M 3,500 g Mild 3d 3 60d PB 39y No Normal | Normal
5 M 3,300 g No 3-5d 4 15d PB 42y No Normal | Normal
6 M 3,400 g No 3-4d 2-3ly 10y PB 12y Yes Normal | Normal
Yes (complex Frontal
7 M 3,500 g No 55y 1-2ly - - 55y febrile Normal | spike
seizures) waves
8 M 2,900 g No 3-5d 10-12 7d PB 3y No Normal | Normal
9 F 3,100 g No 3m 5 8m PB 6y No Normal | Normal
Proband is no. 8. All the patients have been personally observed by the Authors.
M: male; F: female; d: days; m: months; y: years; PB: phenobarbital.
in the right side. The ictal EEG, performed on the following day. Seizures reappeared on the 5" and
31 day of life, showed the presence of a chaotic 7% day, and were always of short duration.
background (Fig. 1). Post-ictal EEG at the age of 7 Since then, no other convulsive episodes
days was normal (Fig. 2). were reported. Treatment with phenobarbital was
On the basis of the familial history [13] diagnosis stopped at 4 months. At the physical examination
of BFNE was made, treatment with phenobarbital the infant presented with good general conditions:
(5 mg/kg/day intra muscle [i.m.]) was started, weight was 9.600 kg, height 76 cm, and head
and the crises persisted during the night and the circumference 45 cm (all within the normal ranges).
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Figure 1. Ictal EEG of the proband, at the 3 day of life during one of the daily crises, showing a severe background, with
chaotic pattern.

24 X1-0v

Is benign familial neonatal KCNQ2-related epilepsy always familially benign? 3/8



www.jpnim.com Open Access

Journal of Pediatric and Neonatal Individualized Medicine < vol. 7 - n. 2 - 2018

@
o
R
]

< S

)

©

©

10 c4-Cz

1 czc3 !
|

12 €373

13 X5-0v

| x1 ‘H\‘\H\M‘IHH|IHHHI!‘HIIHHHHIIH\I\IHIIHH‘HH\‘H|||IHHHIIIIIHIH‘HH\H \‘HHH)HHHIH‘HIHH\‘IHIH TTTTTTTTT HIHI!H‘IIHIIIH|IIHHH‘\|||||H|‘HIIM“‘\’
| |
|
b
|
|
|

Fp2-C1 W%MWWWWWWWMWW&W

2 ct02 WMMMW%WWWWWMW&“W

APV At S g i

|
14 X2.0v
|

LK } fr—t | 1 t + +
i | |
i | |
| | | | |
24 X6-0v WWWM
uuuuu

Figure 2. Post-ictal EEG of the proband at the 7" day of life, with a normal pattern.

Neither cutaneous or malformation anomalies were
noticed. Heart, lungs, and hypochondriac organs
were normal; developmental milestones were
normally reached.

Laboratory investigations including a complete
blood count, electrolytes, coagulation testing,
blood lactate, pyruvate, glucose, ketones, total
cholesterol, CK, plasmatic purines and pyrimidines,
plasma and urine aminoacids, urinary organic acids
were normal.

ECG, heart and brain ultrasounds were normal,
as was the interictal EEG.

During the admission, the molecular analysis
disclosed a pattern of C.1508 C>G in heterozygosis
in KCNQ?2 gene. CGH array was negative.

At a follow-up at 3 years of age, the child is
in good health, neurodevelopment is normal and
no seizures have been reported. The pedigree of
the family and a clinical summary of the affected
members of the family are reported in Fig. 3. Most
of the family members displayed a benign and
typical course of BFNE; but in one member the
seizures’ onset was at the age of 3 months (rather
than in the neonatal period), another member
presented with epileptic seizures lasting to the age
of 10 years, and lastly a 5.5-year-old boy presented
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an episode of complex febrile seizures lasting more
than 5 minutes, with hemi-lateralization and onset
of seizures on the 3™ day of fever. The EEG in
this boy, performed in another institution, showed
the presence of spike and slow spikes bilaterally
in the left temporal and right fronto-temporal
regions; during the sleep such paroxystic anomalies
increased (Fig. 4).

Genetic testing

A panel of codifying exons of 36 genes related
to epilepsy and epileptic encephalopathy, using a
re-sequencing with GS FLX Titanium 454 Roche
platform was performed. Benign variants or variant
present in more than 1% of the referral population
(ESP6500_ALL and/or 1000g2012feb_ALL) were
not reported.

A pathogenic variant ¢.1508 C>G in hetero-
zygosis in the gene KCNQ?2 causing frameshift and
precocious interruption of the protein was found.

Discussion
BFNE is a disorder with distinctive features

consisting in: brief seizures starting on the 2-3r
day of life, spontaneous disappearance of seizures
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Generations

Proband

Neonatal seizures, benign course

Neonatal seizures plus subsequent epileptic partial
seizures till the age of 10 years

Complex febrile seizures; EEG with focal
epileptiform pattern

o @ H o

Infantile seizures started at the age of 3 months

Figure 3. Genealogic tree of the family, spanning 4 generations.

Filiro PA 160 Hz Filtro PB .70 0 Hz Amplezza EEG: 150 microVolt‘cm Notch: si

;32 A A A NNV AN

F4 -
cs

4 4
P4 /i
P4
02

Fp2
F8

AN \,«,"'\/—t_f.J\r,/«v««m\‘.“‘,\./.-V‘V‘w\,,wx A N A\ el

T4 A | i oMy

VYW

02 wefipfy) [«W"J‘\‘W_’\J\[‘A Wy

o " » A
W p A NASA N N Ny

Ak A A
WA A AN AP Ve J/

MANAAN A~ A RS 5 A AN Assih f
WAy s AV AANAA e s VR ‘/'«“/\'v"/\

At N .
W \w‘\ [P N msaen s e 1

AMAA 1A AR AW A | AA A
af\/ \[‘\./»\p\ A WA AA sy VeryrA A VA

Figure 4. EEG of patient n. 7, showing paroxystic anomalies. Asynchronic and synchronic spike and slow spikes can be

observed in the left temporal and right fronto-temporal areas.

within a few months, positive family history of
benign neonatal seizures, AD inheritance; absence
of secondary causes of seizures, normal physical
examination with no other epileptic episodes, and
normal neurodevelopment [18].

The propositus and his family history presented
some of the characteristic clinical features of the
BENE. He had the first seizures on the 3™ day of

life (mainly clonic), migrating from one side to
the other, all of short duration. Initially, treatment
with i.m. phenobarbital was partially effective,
as the seizures re-appeared in 5" and 7" days of
life. After then, no other seizure was noted, and
treatment was stopped at the end of 4™ month. At a
3-year follow-up the child is neurologically normal;
neither epileptic crises nor development delay

Is benign familial neonatal KCNQ2-related epilepsy always familially benign? 5/8
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were reported. In the same family some members
do not show the typical course of the disorder
with onset starting in one member at the age of 3
months (rather than in neonatal period), a boy with
epileptic seizures lasting to the age of 10 years, and
a 5.5-year-old boy presented an episode of complex
febrile seizures lasting more than 5 minutes, with
hemi-lateralization and onset of seizures during the
3 day of fever and EEG anomalies. In this family,
male/female ratio was 8:3.

In the last decade, gene mutations and genetic
variants have played a relevant role in the diagnosis
of early-life and neonatal epilepsy. In the proband,
molecular analysis disclosed a mutation in the
KCNQ?2 gene, typical of this disease. BFNE is
known to be associated with mutations in the
KCNQ?2 gene, located on chromosome 20q13.33.
This gene encodes for KV7.2, a subunit of a
voltage-gated potassium channel and it is expressed
in the central nervous system from the 22" week
of gestational age. The gene has a noticeable role
in the inhibition of the neuronal excitability [4-
7,19]. Mutations in KCNQ?2 are associated with
several disorders, mainly with benign course
and more rarely with severe brain involvement
[19, 20]. Recently, diseases caused by KCNQ?2
mutations are reported under the term “KCNQ2-
related disorders” and include the classical BENE,
which is the largest represented disorder but the
Benign Familial Neonatal Infantile Seizures
(BFNIS) and the Benign Familial Infantile
Seizures (BFIS) are also included. The age of the
clinical appearance of the seizures is distinctive
for a diagnosis of each of these types of disorder.
The KCNQZ2-related disorders are also associated,
even if rarely, with epileptic encephalopathy under
the term “KCNQZ2-encephalopathy”, in which
affected members present with intractable (mainly
tonic-clonic) seizures, presenting in the 1% week
of life with an anomalous EEG pattern, showing
burst-suppression or multifocal epileptiform
pattern. In the affected patients, the brain MRI
shows abnormalities located to the basal ganglia
or thalamus [21]. The outcome for the affected
patients is usually severe.

BENE has also been reported, although more
rarely, in subjects with mutations in KCNQ3, a
gene coding for the KV7.3 voltage-gated potassium
channel [22].

It is now quite clear that the KCNQ2- and
KCNQ3-related disorders represent a continuum
of clinically heterogeneous features ranging
from benign seizure (BFNE) to severe epileptic
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encephalopathies [6]. The KCNQ2-related epilepsy
has been the object of some recent studies. In 17
patients/families with a diagnosis consistent with
BENE, Soldovieri et al. [23] found 16 different
heterozygous mutations in KCNQZ? including 10
substitutions, 3 insertions, and 3 large deletions.
One substitution was found in KCNQ3. Allen et
al. [21] report on 4 infants who presented with
neonatal or infantile seizures: among these, 3
infants carried abnormalities in KCNQ2 and 1
infant had a KCNQ3 mutation. According to these
authors, the difference in the KCNQ2 mutation
is cause of the variability of the phenotype: an
intragenic ¢.419-430 duplication was found in
the infant with BFNE while a 0.76-1Mb 20q13.3
contiguous gene deletion was present in an infant
with seizures started at the age of 3 months, and a
recurrent de novo missense mutation C.881 C>T in
a neonate with KCNQ2 encephalopathy. Mutations
in KCNQ3, c.989 G>A were observed in an infant
with BENE.

In a study regarding familial neonatal seizures
observed in subjects of 36 families, Grinton et al.
[4] screened for KCNQ2, KCNQ3, SCN2A, and
PRRT?2 mutations and found the following results:
33 families presented with the clinical features of
the classic BFNE, and among these, 27 showed
the KCNQ2 mutations, 1 presented with KCNQ3
mutation, and 2 presented with SNC2A mutations.
In 31% of these subjects, the seizures persisted
after the age of 6 months and the higher number
of neonatal seizures was associated with higher
frequency of later seizures.

KCNQ2 mutations are the most frequent
anomaly reported in the cases of BENE involving
about the 60-70% [4-6] of cases. A novel mutation
¢.1126_1127 del A in exon 9 of KCNQ2 was found
in a large family from Emirates, with BENE type
1 [24].

There is no agreement on the treatment of
the seizures in newborn patients suspected to
be affected by BFNE according to the clinical
examination and the family history. Treatment
of convulsing newborns is generally performed
with intravenous boluses of phenobarbital at
the dosage of 0.1-0.3 mg/kg or by i.m. injection
of 5 mg/kg/day. Treatment is advised to be hold
for 4 to 6 months. A recent re-evaluation of the
use of phenobarbital in the treatment of neonatal
seizure has been questioned as such treatment
causes subsequent problems [25]. Moreover, a
recent observation by Maeda et al. [26] claimed
having used massive doses of phenobarbital and
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midazolam to treat seizures in a patient with
BEFNE causing paradoxical neuronal excitation
and severe epileptic encephalopathy. No response
to the treatment with phenobarbital and phenytoin
was reported in a convulsing newborn with BFNE,
and the subsequent treatment with vigabatrin was
successful [27].

BENE is a not rare event in the neonatal age. In
most of the cases, the outcome is favorable both
in the affected newborn and in the components of
the family with this disorder. In the present family,
the outcome was favorable in most of the family
members, but variability of the clinical expression
of BENE was observed at the age of presentation
(infantile rather than neonatal) in 1 member, a
complex febrile seizure was reported in another,
and epileptic crises till the age of 10 years in
another.

Conclusion

This report, carried out in a single center and a
personal interview, and other similar cases in the
literature highlight that the term “BFNE” could not
always be suitable and such a diagnosis should be
reconsidered and assigned with caution.

Declaration of interest
The Authors declare that there is no conflict of interest.
References

1. Watanabe K. Seizures in the newborn and young infants. Folia
Psychiatr Neurol Jpn. 1981;35(3):275-80.

2. Dobrescu O, Larbrisseau A. Benign familial neonatal convulsions.
Can J Neurol Sci. 1982;9(3):345-7.

3. Giacoia GP. Benign familial neonatal convulsions. South Med J.
1982;75(5):629-30.

4. Grinton BE, Heron SE, Pelekanos JT, Zuberi SM, Kivity S, Afawi Z,
Williams TC, Casalaz DM, Yendle S, Linder I, Lev D, Lerman-Sagie
T, Malone S, Bassan H, Goldberg-Stern H, Stanley T, Hayman M,
Calvert S, Korczyn AD, Shevell M, Scheffer IE, Mulley JC, Berkovic
SF. Familial neonatal seizures in 36 families: Clinical and genetic
features correlate with outcome. Epilepsia. 2015;56(7):1071-80.

5. Aso K, Watanabe K. Benign familial neonatal convulsions:
generalized epilepsy? Pediatr Neurol. 1992;8(3):226-8.

6. Miceli F, Soldovieri MV, Joshi N, Weckhuysen S, Cooper E,
Taglialatela M. KCNQ2-Related Disorders. In: Pagon RA, Adam
MP, Ardinger HH, Wallace SE, Amemiya A, Bean LJH, Bird
TD, Ledbetter N, Mefford HC, Smith RJH, Stephens K (Eds.).
GeneReviews® [Internet]. Seattle (WA): University of Washington,
Seattle, 1993-2016.

10.

11.

12.

13.

14.

19.

20.

www.jpnim.com Open Access

Zara F, Specchio N, Striano P, Robbiano A, Gennaro E, Paravidino
R, Vanni N, Beccaria F, Capovilla G, Bianchi A, Caffi L, Cardilli V,
Darra F, Bernardina BD, Fusco L, Gaggero R, Giordano L, Guerrini
R, Incorpora G, Mastrangelo M, Spaccini L, Laverda AM, Vecchi
M, Vanadia F, Veggiotti P, Viri M, Occhi G, Budetta M, Taglialatela
M, Coviello DA, Vigevano F, Minetti C. Genetic testing in benign
familial epilepsies of the first year of life: clinical and diagnostic
significance. Epilepsia. 2013;54(3):425-36.

Milh M, Lacoste C, Cacciagli P, Abidi A, Sutera-Sardo J, Tzelepis
I, Colin E, Badens C, Afenjar A, Coeslier AD, Dailland T, Lesca
G, Philip N, Villard L. Variable clinical expression in patients
with mosaicism for KCNQ2 mutations. Am J Med Genet A.
2015;167A(10):2314-8.

Rose AL, Lombroso CT. A study of clinical, pathological, and
electroencephalographic features in 137 full-term babies with a long-
term follow-up. Pediatrics. 1970;45(3):404-25.

Goutieres F. Convulsions neonatales familales benignes. Proceedings
of Congres de la Societe de Neurologie Infantile (Marseille, 9-11
December, 1977). Paris: Diffusion Generale de Librairie, 1977, pp.
281-6.

Carton D. Benign familial neonatal convulsions. Neuropadiatrie.
1978;9(2):167-71.

Quattlebaum TG. Benign familial convulsions in the neonatal period
and early infancy. J Pediatr. 1979;95(2):257-9.

Pavone L. Mazzone D, La Rosa M, Li Volti S, Mollica F. Le
convulsioni neonatali familiari benigne. Studio di una famiglia. Ped
oggi. 1982;2:375-378.

Wakai S, Tachi N, Chiba S, Ishikawa Y, Okabe M, Minami R,
Kibayashi M. Benign familial neonatal convulsions: clinical features
of the propositus and comparison with the previously reported cases.
Acta Paediatr Jpn. 1991;33(1):77-82.

Rett A, Teubel R. Neugeborenen Krampfe im Rahmen einer
epileptisch belasten Familie. Wiener Klinische Wochenschrift.
1964;76:609-13.

Bjerre 1, Corelius E. Benign familial neonatal convulsions. Acta
Paediatr Scand. 1968;57(6):557-61.

Biervert C, Schroeder BC, Kubisch C, Berkovic SF, Propping P,
Jentsch TJ, Steinlein OK. A potassium channel mutation in neonatal
human epilepsy. Science. 1998;279:403-6.

Dalen Meurs-van der Schoor C, van Weissenbruch M, van Kempen
M, Bugiani M, Aronica E, Ronner H, Vermeulen RJ. Severe Neonatal
Epileptic Encephalopathy and KCNQ2 Mutation: Neuropathological
Substrate? Front Pediatr. 2014;19;2:136.

Singh NA, Westenskow P, Charlier C, Pappas C, Leslie J, Dillon
J, Anderson VE, Sanguinetti MC, Leppert MF; BENC Physician
Consortium. KCNQ2 and KCNQ3 potassium channel genes in
benign familial neonatal convulsions: expansion of the functional and
mutation spectrum. Brain. 2003;126(Pt 12):2726-37.

Weckhuysen S, Mandelstam S, Suls A, Audenaert D, Deconinck
T, Claes LR, Deprez L, Smets K, Hristova D, Yordanova I,
Jordanova A, Ceulemans B, Jansen A, Hasaerts D, Roelens F,
Lagae L, Yendle S, Stanley T, Heron SE, Mulley JC, Berkovic
SF, Scheffer IE, de Jonghe P. KCNQ2 encephalopathy: emerging

Is benign familial neonatal KCNQ2-related epilepsy always familially benign? 7/8



www.jpnim.com Open Access

21.

22.

23.

8/8

phenotype of a neonatal epileptic encephalopathy. Ann Neurol.
2012;71(1):15-25.

Allen NM, Mannion M, Conroy J, Lynch SA, Shahwan A, Lynch
B, King MD. The variable phenotypes of KCNQ-related epilepsy.
Epilepsia. 2014;55(9):¢99-105.

Maljevic S, Vejzovic S, Bernhard MK, Bertsche A, Weise S,
Docker M, Lerche H, Lemke JR, Merkenschlager A, Syrbe S.
Novel KCNQ3. Mutation in a Large Family with Benign Familial
Neonatal Epilepsy: A Rare Cause of Neonatal Seizures. Mol
Syndromol. 2016;7(4):189-196.

Soldovieri MV, Boutry-Kryza N, Milh M, Doummar D, Heron
B, Bourel E, Ambrosino P, Miceli F, De Maria M, Dorison N,
Auvin S, Echenne B, Oertel J, Riquet A, Lambert L, Gerard M,
Roubergue A, Calender A, Mignot C, Taglialatela M, Lesca G.
Novel KCNQ2 and KCNQ3 mutations in a large cohort of families

with benign neonatal epilepsy: first evidence for an altered

24.

25.

26.

217.

Journal of Pediatric and Neonatal Individualized Medicine < vol. 7 - n. 2 - 2018

channel regulation by syntaxin-1A. Hum Mutat. 2014;35(3):
356-67.

Saadeldin IY, Milhem RM, Al-Gazali L, Ali BR. Novel KCNQ2
mutation in a large Emirati family with benign familial neonatal
seizures. Pediatr Neurol. 2013;48(1):63-6.

Frankel S, Medvedeva N, Gutherz S, Kulick C, Kondratyev A,
Forcelli PA. Comparison of the long-term behavioral effects of
neonatal exposure to retigabine or phenobarbital in rats. Epilepsy
Behav. 2016;57(Pt A):34-40.

Maeda T, Shimizu M, Sekiguchi K, Ishii A, Ihara Y, Hirose
S, Izumi T. Exacerbation of benign familial neonatal epilepsy
induced by massive doses of phenobarbital and midazolam.
Pediatr Neurol. 2014;51(2):259-61.

Lee IC, Chen JY, Chen YJ, Yu JS, Su PH. Benign familial
neonatal convulsions: novel mutation in a newborn. Pediatr

Neurol. 2009;40(5):387-91.

Pavone - Pratico - Falsaperla - Striano + Ruggieri



	Abstract
	Keywords
	Corresponding author
	How to cite
	Introduction
	Case report
	Genetic testing
	Discussion
	Conclusion
	Declaration of interest
	References
	Table 1
	Figure 1
	Figure 2
	Figure 3
	Figure 4

