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Introduction

ADP-ribosylation (ADPr) is the transfer of a single or poly-
ADP-ribose unit(s) from nicotinamide adenine dinucleotide
(NAD) onto target protein substrates. It is a reversible
posttranslational modification (PTM) involved in numerous

physiological functions, such as cell signaling, DNA repair,
gene control, and cell death.1 Poly-ADP ribosyl synthesis
increases rapidly under stress by up to 500-folds.2 After the
resolution of the original stress factors, ADP ribose polymers
(PAR) are removed from the environment by ADP ribosyl
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Abstract ADPRHL2 is involved in posttranslational modification and is known to have a role in
physiological functions such as cell signaling, DNA repair, gene control, cell death, and
response to stress. Recently, a group of neurological disorders due to ADPRHL2 variants
is described, characterized by childhood-onset, stress-induced variable movement
disorders, neuropathy, seizures, and neurodegenerative course. We present the
diagnostic pathway of two pediatric patients with episodic dystonia and ataxia, who
later had a neurodegenerative course complicated by central hypoventilation syn-
drome due to the same homozygous ADPRHL2 variant. We conducted a systematic
literature search and data extraction procedure following the Preferred Reporting
Items for Systematic Review and Meta-Analysis 2020 statement in terms of patients
with ADPRHL2 variants, from 2018 up to 3 February, 2023. In total, 12 articles
describing 47 patients were included in the final analysis. Median age at symptom
onset was 2 (0.7–25) years, with the most common presenting symptoms being gait
problems (n¼19, 40.4%), seizures (n¼ 16, 34%), ataxia (n¼13, 27.6%), and weakness
(n¼10, 21.2%). Triggering factors (28/47; 59.5%) and regression (28/43; 60.4%),
axonal polyneuropathy (9/23; 39.1%), and cerebral and cerebellar atrophy with white
matter changes (28/36; 77.7%) were the other clues. The fatality rate and median age
of death were 44.6% (n¼ 21) and 7 (2–34) years, respectively. ADPRHL2 variants should
be considered in the context of episodic, stress-induced pediatric and adult-onset
movement disorders and seizures.
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hydrolase (ARH) and poly-ADP-ribose glycohydrolase
(PARG). The ARH3, which shows hydrolytic activity against
proteins modified by ADPr, is encoded by the ADPRHL2 gene
(MIM #610624). Although PARmodificationmay protect the
cell from death in the cellular stress environment, excessive
cumulation of PAR or the inability to reverse PAR modifica-
tion may trigger a cell death response cascade. Posttransla-
tional splicing of proteins during physiological stress is
eliminated by this enzyme. As a result of ARH3 deficiency,
PAR, which can be cytotoxic and proapoptotic, accumulates
and leads to cell death.3 Neurodegeneration, childhood-
onset, stress-induced, with variable ataxia and seizures
(CONDSIAS, MIM #618170) is a recently discovered autoso-
mal recessive neurodegenerative disorder with onset in the
first years of life following normal early development. The
genetic etiology of this rare entity, due to homozygous
variants in the ADPRHL2, has been revealed in 2018.4,5 In
this article, we aimed to present two new patients with
ADPRHL2 (ADPRS or ARH3) variants and to review the
literature.

Materials and Methods

Patients
Two children who presented to our Division of Pediatric
Neurology with ADPRHL2 variants were included. Clinical,
laboratory, and diagnostic pathway details of the patients
with follow-up findings and outcome were reported.

Search Strategy for Systematic Literature Review
We conducted a systematic literature search and data extrac-
tion procedure following the Preferred Reporting Items for
Systematic Review and Meta-Analysis (PRISMA) 2020 state-
ment.6 We screened PubMed/MEDLINE and Scopus. We en-
tered the keywords of “Adprhl2,” or “Adprs,” or “Arh3” and
searched all literature from the inceptions of the databases
2018 to 2023. Articles in English were assessed for eligibility
using the title, abstract, or full text, as necessary. The pub-
lications of the same research groupwere closely analyzed for
overlapping datasets. Case reports/series, original research
articles, editorials, and review articles including patients
withAdprhl2/Adprs/Arh3 variantswere evaluated. The articles,
including data on patients with these variants, have been
evaluated in the final analysis. Two authors (G.H. and S.Ö.Y.)
independently screened titles, abstracts, and full texts of all
relevant articles. Current age or age of death, outcomes of the
patients, gender, age at symptom onset, presenting symptom,
age of progressive disease course, consanguinity, developmen-
tal milestones, clinical symptoms, triggering factors, respira-
tory insufficiency, endocrine, cardiac abnormalities and
electroencephalogram (EEG), nerve conduction studies, mus-
cle biopsy, and magnetic resonance imaging (MRI) findings
were included whenever available.

Statistical Analysis
Minimum, maximum, and median values were calculated as
descriptive statistics in the IBM SPSS statistics 22 program.
The percentage of each data is calculated based on the

number of data accessed in the articles rather than the total
number of patients and is marked with � in ►Table 1.

Results

Case 1
A 2-year-9-month-old boy presented to our Pediatric Neu-
rology outpatient clinic with an onset of episodic head tilt
during the last 6 months. These attacks were characterized
by alternative tilt of the head to left or right, lasting for
5minutes without loss of consciousness. There were no
abnormal eye deviations. At the time of head tilt to either
side, he had ipsilateral leg limping as well. These episodes
usually occurred once per week and lasted for about
2 months and resolved without any treatment. However,
there has been a recurrence of these attacks within the last
6 weeks. During the follow-up, there has been a marked
increase in frequency. These attacks were accompanied by
progressive gait disturbances and frequent falls and resulted
in gradual loss of independent ambulation.

Prenatal, natal, and postnatal histories were uneventful.
Other than a delay in expressive language, developmental
milestones were reported to be age appropriate. The parents
were first cousins. Family history was otherwise negative.
Anthropometric measurements revealed, head circumfer-
ence 49.5 cm (75p), body weight 15.5 kg (75–90p), and
height 102 cm (>97p). Physical examination was normal.
Neurological examination revealed mild ataxic gait with
preserved deep tendon reflexes and the absence of Babinski
sign and clonus. A reviewof the home-based videos provided
by the parents showed left-side flexion posture of the trunk
and neck due to dystonic ataxia before the hospital admis-
sion. Episodic ataxias, ion-channel disorders, GLUT1-defi-
ciency syndrome, and ataxia telangiectasia were among
differential diagnosis. Twoweeks later, the patient presented
with fever and worsening of symptoms. He was brought to
the pediatric emergency department with an inability to
walk. He was encephalopathic and was unable to move his
fingers. He had watery, mucous diarrhea several times a day
for the past 2 days. Pulse oxygen saturation was 40% and
heart rate was 70 beats/min with shallow breathing. He was
intubated because of respiratory failure. Treatment with a
mitochondrial cocktail was initiated for a possiblemitochon-
drial disorder. Metabolic screening tests, including serum
ammonia, lactate, pyruvate, blood gas analysis, serum and
urine amino acid chromatography, tandem mass spectrom-
etry, urine organic acid profile, and thyroid function tests
were all normal. Autoimmune encephalitis panel and para-
neoplastic screening were normal. Brain MRI on admission
showed mild cerebral atrophy (►Fig. 1A,B), MR-spectrosco-
py (MR-S) and EEG evaluation were normal. Echocardiogram
showed mild left ventricular hypertrophy which was con-
sidered to be secondary to hypoxia. During the follow-up, the
patient had a respiratory arrest, developed central hypoven-
tilation, and required ventilation through tracheostomy. He
was fed through a nasogastric tube because of swallowing
difficulties. He regained consciousness following ventilatory
support and the reversal of carbon dioxide retention. He was
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Table 1 General characteristics of the patients with ADPRHL2 mutations in the literature and our cases

Systematic review
results (n¼ 47)

Case 1 Case 2

Current age, years, median (min–max) 16 (1.8–40) 3 y 11 mo

Age of death, years, median (min–max) 7 (2–34) 3 y

Fatalities, n (%) 21/47 (44.6) Fatal Alive

Gender, female, n (%) 29/47 (61.7) Male Female

Consanguinity, present, n (%) 30/42a(71.4) þ þ
Age at symptom onset, years, median (min–max) 2 (0.7–25) 2 y 3 mo 1 y 8 mo

Age of progressive disease course, years, median (min–max)
(Not available¼14, Nonprogressive¼ 6)

6 (1.2–33) 2 y 9 mo 2 y 7 mo

Presenting symptom, n (%)

-Gait problems (abnormal broad-based gait, stumbling,
walking instability, unsteady gait, balance difficulties,
difficulty in walking)

19/47 (40.4) Episodic ataxic-
dystonic
posture

Episodic ataxic-
dystonic
posture
Febrile seizure

-Seizure 16/47 (34)

-Ataxia 13/47 (27.6)

-Weakness 10/47 (21.2)

-Psychiatric problems (psychosis, delusion, hallucination,
depression)

5/47 (10.6)

-Episodic ataxic-dystonic posture 5/47 (10.6)

-Episodic torticollis attack 1/47 (2.1)

-Dystonic torticollis 1/47 (2.1)

Developmental milestones, n (%)

-Normal 11/43a (25.5) Language delay Regression

-Regression 26/43a (60.4)

-Delayed 7/43a (16.2)

Clinical symptoms, n (%)

-Weakness
-Gait problems
-Episodic/Nonepisodic ataxia
-Seizure
-Ocular findings (nystagmus, strabismus, ptosis, restricted
abduction of the eyes, and upward gaze)
-Scoliosis
-Pes cavus deformity
-Dystonic posture
-Perioral/Facial myoclonus
-Orofacial dyskinesis
- Head tremor/titubation, nodding of the head
-Tremor
-Sensorineural hearing loss
-Dysarthria
-Foot drop
-Restrictive pulmonary functions
-Gastrointestinal disturbances

27/47 (57.4)
24/47 (51)
17/47 (36.1)
11/47 (23.4)
15/47 (31.9)

13/47 (27.6)
10/47 (21.2)
5/47 (10.6)
3/47 (6.3)
3/47 (6.3)
3/47 (6.3)
7/47 (14.8)
6/47 (12.7)
6/47 (12.7)
6/47 (12.7)
3/47 (6.3)
2/47 (4.2)

Gait
disturbance,
Ataxia
Weakness
Oral dyskinesias
Gastrointestinal
disturbance
Episodic head
tilt

Facial and
extremities
myoclonia,
dyskinesias and
spasticity

Triggering factors, n (%)
-Illness and/or stress (infections, surgery, trauma, diarrhea,
exercise, and cold water)

28/47 (59.5) Infection Infection

Respiratory insufficiency, n (%) 14/47 (29.7) þ þ
Cardiac involvement, n (%)
-Sinus arrhythmia, bundle block, and ventricle hypertrophy

7/47 (14.8) þ �
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Table 1 (Continued)

Systematic review
results (n¼ 47)

Case 1 Case 2

Autonomic dysfunction, n (%)
-Lack of sweating, hyperthermia, and postural orthostatic
tachycardia

5/47 (10.6) þ �

Endocrine abnormalities, n (%)
-Thyroid hormone abnormalities andmild hypogonadismwith
elevated FSH values

3/47 (6.3) � Central diabetes
insipidus,
adrenal
insufficiency,
hypothyroidism

EEG results, n (%)

-Normal 8/24a (33.3) þ þ
-Epileptic discharge/slowing/cerebral dysfunction 16/24a (66.6)

EMG/NCS results, n (%)

-Normal 4/23a (17.3)

-Axonal polyneuropathy� sensory involvement 9/23a (39.1)

-Chronic neurogenic changes and bilateral dorsal column
dysfunction

2/23a (8.6)

-Mild sensory neuropathy 1/23a (4.3)

-Axonal motor neuropathy 2/23a (8.6)

-Axonal neuropathy 1/23a (4.3)

-Axonal sensorimotor peripheral neuropathy 1/23a (4.3)

-Generalized pure motor, distal symmetrical axonopathy with
posterior column involvement at the dorsolumbar level

1/23a (4.3)

-Absent sensory responses 1/23a (4.3)

-Neurogenic and myogenic lesions 1/23a (4.3)

MRI findings, n (%)

Normal
Abnormal

-Normal at first imaging study but abnormal during follow-up
-Cerebral/cerebellar atrophy, white matter signal changes
-Hippocampal diffusion restriction
-Hippocampal sclerosis
-Spinal cord involvement (spinal cord atrophy, T2
hyperintensity, transverse myelopathy, and parenchymal
abnormalities)

8/36a (22.2)
28/36a (77.7)
7/28a (25)
25/28a (89.2)
1/28a (3.5)
1/28a (3.5)
7/12a (58.3)

Mild cerebral
atrophy on
admission

Mild atrophy
and thin corpus
callosum,
progressive
cortical cerebral
and cerebellar
atrophy within a
year

Mutation results, n (%)

ADPRHL2 41/47 (87.2%) Homozygous Homozygous

-Homozygous mutation 40/41 (97.5%)

-Compound heterozygous mutation 1/41 (2.4%)

ADPRS 4/47 (8.5%)

- Homozygous 3/4 (75%)

- Compound heterozygous mutation 1/4 (25%)

ARH3 (Homozygous) 2/47 (4.2%)

Abbreviations: EEG, electroencephalography; EMG, electromyelography; NCS, nerve conduction studies; MRI, magnetic resonance imaging.
aThis denominators in the table represent the number of patients whose characteristics can be accessed in the articles. Ratios have also been
calculated according to these denominators.
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able to communicate with parents. He had no manifest
clinical seizures. During his stay in the hospital, symptoms
of autonomic dysfunction such as tachycardia, abdominal
distension, and hypertension emerged. He was given an
intravenous immunoglobulin (IVIG) for 5 days at 0.4 g/kg
for a possible autoimmune disease without any response. He
developed severe quadriparesis, hypotonia, and oral dyski-
nesias during the course. He had no response to L-dopa
treatment. He was discharged with supportive/palliative
care and was deceased at home without any intervention
probably due to respiratory and secondary cardiac autonom-
ic dysfunction. Despite extensive work-up, no definite diag-
nosis could be established. After informed consent was taken
from the parents, exome sequencing (ES) was performed in
the index patient with Illumina NextSeq 550 next-generation
sequencing platform. ES revealed a previously reported ho-
mozygous missense c.235A>C mutation [RefSeq Number:
NM_017825.2; p.(Thr79Pro)] in ADPRHL2. The homozygous
mutation revealedwith the aid of ESwas further confirmed by
Sanger sequencing and the apparently unaffected and asymp-
tomatic parents were heterozygous for the same mutation.
Segregationanalysis couldnot beperformedon theunaffected
11-year-old brother due to the lack of DNA sampling.

Case 2
A28/12-year-old girlwas brought to our outpatient clinicwith
complaints of language delay, gait abnormalities, and loss of
consciousness after a seizure accompanied by fever. Early
developmental milestones were normal with a regression in
language and speech domains at the age of 18months. By the
age of 20 months, she had left left-sided head and trunk
bending for 1minute. This episodic attacks lasted about a
month, and she recovered spontaneously. At the age of 27/12

years, she had a generalized seizure with fever, lasting for
1minute, and she gradually lost the ability to walk, speak,
and swallow within the following 3 weeks. She was on
levetiracetam treatment.

Prenatal, natal, and postnatal histories were uneventful.
The parents were first cousins, and family history was
otherwise unremarkable. Anthropometric measurements
revealed, head circumference 49 cm (25–50p), body weight

14 kg (25–50p), and height 92 cm (50p). She was unrespon-
sive to the environment, unable to sit without support and
lacked head control. She had pre-existing bilateral outward
gaze paralysis, and myoclonic movements on the face and
extremities (►Supplementary Video 1, available in the
online version). Muscle tone was increased, deep tendon
reflexes were brisk, and Babinski sign and clonus were
bilaterally positive. Differential diagnosis included a wide
range of disorders, including infectious, postinfectious, au-
toimmune, paraneoplastic, neurometabolic, and neurode-
generative diseases. Screening for metabolic disorders,
laboratory tests including complete blood count, blood bio-
chemistry, and cerebrospinal fluid analysis, were noncon-
tributory. Brain MR-S was normal, EEG showed diffuse
slowing suggestive of encephalopathy. Brain MRI at the age
of 21 months showed mild bilateral anterior frontal atrophy
and diffuse thin corpus callosum (►Fig. 2A-C). In the interval
period, within a year, follow-up MRI showed progressive
cortical cerebral and cerebellar atrophy (►Fig. 2D-F). She had
hypoventilation attacks during sleep without any signs of
infection. She was intubated due to shallow breathing and
bradycardia and underwent tracheostomy due to central
hypoventilation. Ceftriaxone, acyclovir treatments were in-
troduced for presumed encephalitis. Gabapentin was initiat-
ed for dyskinesias and spasticity. Despite improved EEG
features, clinical responsewas not prominent. IVIGwas given
for 5 days at 0.4 g/kg for a possible antibody-negative im-
mune encephalitis. L-dopa and benzodiazepines were also
ineffective. Treatment efforts all failed and no significant
clinical improvement could be achieved. During the follow-
up, she developed hypernatremia and was diagnosed with
central diabetes insipidus; desmopressin was started. She
developed hypoglycemia and had an insufficient response to
adrenocorticotropic hormone test and was diagnosed with
adrenal insufficiency; hydrocortisone was initiated. She was
given levothyroxine for hypothyroidism. After informed
consent was taken from the parents, ES was performed in
the index patient with Illumina NextSeq 550 next-genera-
tion sequencing platform. Interestingly, the same previously
reported, homozygous, missense variant c.235A>C [RefSeq
Number: NM_017825.2; p.(Thr79Pro)] in ADPRHL2 which

Fig. 1 (A–B) Brain magnetic resonance imaging of the patient 1. Axial T1W and T2W images show mild cerebral atrophy on admission.

Neuropediatrics Vol. 55 No. 3/2024 © 2024. Thieme. All rights reserved.

ADPRHL2 Mutations Öz Yıldız et al.160

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



was found in the first patient was detected in this patient as
well. The homozygous variant which was found by ES was
further confirmed by Sanger sequencing. Segregation analysis
in the unaffected parents was done and confirmed that both
parentswereheterozygous for the samemutation. The patient
was discharged with ventilation through tracheostomy and
palliative care. At the follow-up examination 1 year later, she
was able to sit with truncal ataxia and to walk with support.
She has a wide-based, spastic and ataxic gait. She has single
words, and obeys simple, single commands (►Supplementary

Videos 2 and 3, available in the online version).

Supplementary Video 1

Hyperkinetic movements in the upper extremities
with orofacial dyskinesias and myoclonia. Online con-
tent including video sequences viewable at: https://
www.thieme-connect.com/products/ejournals/html/
10.1055/s-0044-1779618.

Supplementary Video 2

Sitting unsupported with truncal ataxia. Online con-
tent including video sequences viewable at: https://
www.thieme-connect.com/products/ejournals/html/
10.1055/s-0044-1779618.

Supplementary Video 3

Wide-based, spastic and ataxic gait. Online content
including video sequences viewable at: https://www.
thieme-connect.com/products/ejournals/html/
10.1055/s-0044-1779618.

Results of the Systematic Review

This systematic literature review was reported according to
PRISMA 2020 statement. The overview of the systematic
literature review process is shown in ►Fig. 3. We identified
12 articles describing 47 patients with ADPRHL2/ADPRS/ARH3
mutation during the literature search.4,5,7–16 Of these studies,
twowere large reports inwhich thediseasewasfirst described
(n¼16, and n¼12 respectively), three were single-case
reports, three were letters involving four patients, and four
wereoriginal/researcharticle involving12patients. Character-
istics of the ADPRHL2/ADPRS/ARH3 mutation found in the
literature up to February 3rd, 2023 and our cases are summa-
rized in►Table 1. Themost prevalent variantswere located in
exon 6 (n¼22, 48.9%) in patients with homozygous variants
(n¼45); and missense (n¼23, 51.1%), nonsense (n¼12,
26.7%), and frameshift variants (n¼8, 17.8%) were most
commonly reported.4,5,11,12Among the 47 patients, themedi-
an age at symptom onset was 2 (0.7–25) years. The most
common presenting symptoms were gait problems (n¼19,
40.4%), seizure (n¼16, 34%), ataxia (n¼13, 27.6%), andweak-
ness (n¼10, 21.2%). In 42 patients, 71.4% had a history of

Fig. 2 (A–F) Brain magnetic resonance imaging (MRI) of the patient 2. Axial (A) and coronal (B) T2-weighted images showmild atrophy and thin
corpus callosum (C) at the age of 21 months. Follow-up MRI after a year showed progressive cortical cerebral and cerebellar atrophy (D–F).
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consanguinity. Of 43 patients, 60.4% had a regression in
developmental milestones, 16.2% were delayed, and 25.5%
were normal. The most frequent clinical symptoms were
weakness (n¼27, 57.4%), gait problems (n¼24, 51%),
episodic/nonepisodic ataxia (n¼17, 36.1%), abnormal ocular
findings (nystagmus, strabismus, ptosis, restricted abduction
of the eyes, and upward gaze; n¼15, 31.9%), and seizure
(n¼11, 23.4%). Triggering factors such as infections, surgery,
trauma, diarrhea, exercise, and cold water were reported in
59.5% (n¼28) of the patients. Electromyelography or nerve
conduction studies were performed in 23 patients, 9 patients
showed axonal polyneuropathy with/without sensory in-
volvement. MRI was performed in 36 of the patients, and

77.7% (n¼28) of them was abnormal. Of note, the initial
imaging of 25% (n¼8) of these patients was normal, and
follow-up studies demonstrated abnormal findings.
Cerebral/cerebellar atrophy and white matter signal changes
were reported most frequently. The fatality rate was 44.6%
(n¼21), and median age of death was 7 (2–34) years. Rare
accompanying features are documented in ►Supplementary

Table S1 (available in the online version).

Discussion

Recently, loss of function variants in the ADPRHL2 gene on
chromosome 1p34.3, which encodes ARH3, is described to

Fig. 3 The PRISMA flow diagram of literature screening.
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cause a rare, stress-related childhood-onset neurodegenera-
tive disease.4,5 In this study with these two affected individ-
uals, we further expanded the clinical phenotype of this rare
neurodegenerative disorder which presents with episodic
dystonia and mild developmental delay in the expressive
language domain, progressing to gait abnormalities, ataxia,
and eventual quadriparesis with central hypoventilation
syndrome requiring invasive ventilatory support. Progres-
sive neurological course with involvement of other systems
in both of our patients led to awide differential diagnostic list
including infectious, postinfectious, autoimmune diseases,
and particularly inherited neurodegenerative disorders in
the presence of parental consanguinity.

At the timeof progressive deterioration, both patientswere
extensivelyevaluated in termsof laboratoryandneuroimaging
investigations and theyweremanagedwith a concern of not to
miss any treatable condition. Although laboratory tests were
normal and cranial MRI in the first patient revealed mild
cerebral atrophy, EEG and cranial MRI revealed diffuse en-
cephalopathy and cortical, cerebral, and cerebellar atrophy in
the second patient. A previously reported homozygous, mis-
sense mutation in ADPRHL2 in both patients was detected
through ES in these two patients from two unrelated families
withaprobablediagnosis of aneurodegenerativedisorder. The
detected mutation is “likely pathogenic” according to ACMG
criteria17 and has been previously reported as “pathogenic “in
the ClinVar database as well. Interestingly, the same homozy-
gous variant, c.235C>A in ADPRHL2was previously reported
in five different Turkish patients.4,7,14 The identification of the
same variant in seven unrelated families might be due to a
probable founder effect inTurkishpopulation, a countrywith a
high consanguineous marriage rate.18 Expression of this mis-
sense variant in Escherichia coli demonstrated that it caused
protein destabilization, suggesting that the missense variants
may have a loss-of-function effect.4 The c.235C>A missense
variant is located in exon 2 and is found in a total of seven
patients including the two patients described in the present
study. The age of clinical onset of our two patients along with
the five previously reported patients was as follows:
18 months, 20 months, 27 months, 30 months, 3.5 years,
4 years, and 7.5 years.4,7,14 No other missense variants but
c.235C>A have been described in exon 2 so far. However, a
frameshift variant (c.292delG) has been described in exon 2 in
twootherpatientswithageatclinicalonsetof14and15years.5

Taking these points into consideration, we may conclude that
not only the affected region of the genebut also the type of the
variant may have a significant role in the clinical phenotype.

Moreover, themost prevalent variants are located in exon 6
(n¼22, 48.9%) in 45 patients with homozygous variants. One
familyhadnine affectedmembers due to a nonsensevariant in
exon 6.4 Although the age of onset in this family ranged from
15months to24months, the age ofonset formissensevariants
in exon 6 (n¼12, 26.7%) reported in other studies varied from
1 to 32 years.5,11,12 Patients with missense variants in exon 2
had an earlier clinical onset compared to that of patients with
variants in exon 6. Nevertheless, since variants in other exons
reported in the literature are very rare, these suggestionsmay
be misleading. Therefore, the current data are insufficient to

establish a definite genotype-phenotype correlation since the
disease is very rare and has only been recently defined. The
type and location of mutations reported in the literature are
documented in ►Supplementary Table S2 (available in the
online version).

Ghosh et al described homozygous variants in the
ADPRHL2 gene in 16 children from 6 families with normal
birth and early developmental stages (except one and mild
delay), between 9 months and 13 years of age.4 Most of
these children showed regression of linguistic and motor
milestones with the onset of attacks associated with
illness/stress. Convulsions, paralysis, ataxia, loss of previous-
ly acquired developmental milestones, and progressively
worsening clinical conditions with apnea attacks contribut-
ed to fatal course.4 The authors proposed that an increase in
PAR or the inability to reverse PAR modification could set off
a cascade of events resulting in progressive neurodegenera-
tion.4 Danhauser et al demonstrated biallelic pathogenic
variants in ADPRHL2 in 12 children from 8 different families
with symptoms of onset in childhood. Developmental
delay/regression, mental impairment, gait abnormalities,
ataxia, neuropathy, and seizures were defined as the main
clinical findings.5

Cerebellar atrophy and vermis atrophy were frequently
reported MRI findings in the literature, along with cerebral
atrophy, spinal cord atrophy, basal ganglia involvement, corpus
callosum hyperintensity, and other abnormalities.4,5,7–15 Even
while somepatients’MRI resultsmightbenormalor showmild
atrophy, such as our first patient, these changes might be time
dependent and atrophy might occur and progress over the
course of the illness.4,5,8–11

This neurodegenerative disease was also described in
five adult patients.11,16 Four of them showed stress-related
episodic psychosis, ataxia, motor neuropathy, and pyrami-
dal abnormalities.11 All four patients (20 years or older)
have homozygous variants in ADPRHL2, and compared to
patients presented in the pediatric age group, adult-onset
patients were reported to have a milder clinical course.11

The most crucial common signature was the episodic
pattern and symptoms associated with stress (fever, infec-
tion, illness, trauma, or surgery) in all age groups. The other
adult patient had hypothyroidism, obesity, early meno-
pause, postural orthostatic tachycardia, mild sensory neu-
ropathy, anxiety, and depression, and she was relatively
mildly affected than her 8-year-old sibling with the same
homozygous ARH3 mutation.16 Interestingly, in a study in
which next generation sequencing was performed in 73
families with hereditary motor neuropathy, ADPRHL2 ho-
mozygous variants were found in three individuals from
two families. In these patients on the mild end of the
spectrum, slow disease progression, noticeable peripheral
neuropathy, and distal muscle weakness were defined as
common features.12

A muscle or nerve biopsy was performed on 11 patients.
Although mostly neurogenic changes have been reported,
myogenic or normal changes also exist.4,5,7,9,11,13 Muscle
biopsy was performed on our first patient, and unfortunate-
ly, the sample size was not sufficient for evaluation.
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There have been 47 cases described so far in the literature,
21 of which have deceased.4,5,7,8,10,12,15 Respiratory failure
and cardiopulmonary arrest were the main reasons for
mortality in the majority of cases. Respiratory failure and
autonomic dysfunction may underlie the fatal course in our
first patient as well.

The underlying mechanism of this neurodegenerative
disease is worth discussing. In reversible PTM of proteins,
poly-ADP ribose polymerase (PARP) especially PARP1, which
is derived fromADP ribosyl transferase, catalyzes the binding
of an ADP-ribose unit from NADþ to the protein’s target site.
ARHs and PARGs enzymes reverse this reaction, thus provide
de-ADPr.19 Dysregulation of ADPr leads to many diseases in
human, especially cancers and neurologic diseases.20 Activi-
ty of PARP1, the most abundant PARP in PTM, increases and
causes excessive PAR, in some subtypes of spinocerebellar
ataxia and ataxia oculomotor apraxia, neurodegenerative
diseases such as Parkinson’s disease, amyotrophic lateral
sclerosis, and Alzheimer’s disease.21,22 PAR-dependent cell
death, also known as “parthanatos,” occurs as a result of
excessive PAR and leads to neuronal cell loss.23 ARH3 allows
the separation of ADP riboses from PARs in PTM, and so it
prevents uncontrolled accumulation of PARs which is a
trigger of PAR-dependent cell death. It is also the primary
enzyme in charge of PAR hydrolysis in the mitochondrial
matrix. As a result, the ARH3′s PAR-destructive activity has a
crucial role in the cell’s stress response pathway.24

Although experimental research demonstrated that ARH3
deficiency-related cellular damage is prevented by PARP
inhibitors, the effect size in patients is not studied.4,5,16

Mashimo et al showed that the fibroblast samples from
patients and ARH3-deficient mice were more susceptible
to stress caused by H2O2 and ischemia-reperfusion injury,
resulting in PAR accumulation and cell death. They deter-
mined that treatment of patient fibroblasts with the PARP
inhibitor PJ34 prior to H2O2 exposure reduced the PAR
content in fibroblasts exposed to H2O2. Also, they demon-
strated in a mice model that veliparib, one of the anticancer
PARP inhibitor drugs, attenuates parthanatos-mediated neu-
ronal cell death after ischemic brain injury.16 Any disease-
specific treatment and/or modifying therapy is not yet
available but we hope these observations may be reflected
in future treatment strategies.

Our patients in line with the so far reported patients,
clinically evolved from episodic ataxia to a neurodegenerative
course with central hypoventilation syndrome, further com-
plicated by multisystemic involvement including endocrine
dysfunction. Patients with ADPRHL2 variants can show awide
clinical phenotype at different age groups and different prog-
noses from progressive fatal course in childhood to a static
course with survival up to third decade in adulthood4,5,7–16

(►Table 1). A clear genotype-phenotype correlation is quite
challenging toestablishbasedoncurrentknowledge.ADPRHL2
variants should be suspected in patients with episodic dysto-
nia andataxia,head-tilt, gaitdisturbances, and/or seizures that
are triggered by stress in children or adults who either have
prior mild developmental delay or are completely healthy.
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