42 BEWETRRZEOBEMBEBOZEA( RSV (BER)

9. SunY,Chen J,Sun H, Cheng J,LiJ,Lu Y, Lu Y, Jin Z, Zhu Y, Ouyang X, Yan D, Dai
P, Han D, Yang W, Wang R, Liu X, Yuan H. Novel missense mutations in MYO7A
underlying postlingual high- or low-frequency non-syndromic hearing impairment in
two large families from China. ] Hum Genet. 2011 Jan;56(1):64-70.

E CRYM BETFERIC & 5 5

(1) R

MARKEL D7 V-7, FHEBERBEFZR2T570DNAYSI 707 L
ABEMZRAVCTARICERRAL TV 2 BEFHEALOPICL, BEEEZEICS LEREAY
V==V T % fTolze NEIKERBETABRETDO—2TH A CRYM( u -crystallin) #{z
FORI ) —= VT xA{To7:8 2 A, CRYM BIETFOERNAEO b7ze CRYM #BIZF
@ mRNA ZMFL2EED T & V8 & 7 ¥ VRGO EBRD S, fiEl
RALFEBIRRET TIX 7 & V87 OBMEMAB TN 7 F VRO b 7ze CRYM BIZF 5
I— F¥ % u -crystallin 1. NADP-regulated thyroid hormone-binding protein & \» 9 H
KIRANVEVREEGY VI THDHI b hoTEN, BRBAVEVEALTHED
BEIC2D2PDo TWANERNEZ LN TS, In vitro DEERTIX, CRYM ZEEII u
-crystallin & FIRBE RV E Y (T3) 3&< T3 LEERERS T, BEOMFICLELH
BFOEEITON W RESZE X 5N T2,

@) Bk

(ERERBOB T AL )
SR~ /NS O RS M, BE) L~V ISR RS & S A R T o AU BEARAERE
ECENELME 2. FEERERE T 5,

(BIZTFZUHT)

CRYM BIZFOIFxFxY 8 (BRERIFYV V) IC2BEDI A+ AZEE pK314T,
pX315Y) BHME SN TV 5, BEREFORRIID% . HBWH 2 BHEEREEZF T3k
WwWhreEzohb,

QEE(IET L ALALY  #EIL— N A~B)
. ALNEZHAWTETE21T). WIRICX AEFII TR T,

4) ZE 3 ¢
1. Identification of CRYM as a candidate responsible for nonsyndromic deafness,
through cDNA microarray analysis of human cochlear and vestibular tissues. Abe S,
et al. Am ] Hum Genet. 2003 72:73-82.
2. CRYM mutations cause deafness through thyroid hormone binding properties in the
fibrocytes of the cochlea. Oshima A, et al. ] Med Genet. 2006 43: e25
RN A — T 7 kv D CTERRE
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BIBRETR S & 5 RIS > EREMOER

FATHEOETORY EiF7- X910, BEHEEER % & 2 BEEEEIZ. SBEUSCH
HEZBRRIERZ A S 2 [FHEBEBEMYEE (non-syndromic hearing loss) ] & . BERELIALD
BRREREZ BT 5 [EEHMEEE (syndromic hearing loss) | KB S5,

REREE A EERE B IRV b OO BB OB 2 EROMAELEEF LTV LD, I
EMRFEEERE E KB L, 2OBWIIBS TH b, BRTIEBEISOREER (F¥IL. 9@
AL, BAERE. FRBE, SREWE. BEEES. 92HHr 5082 Y) &Rk
SHEVIZEPHETH S, BHA F54 YTk, BUEEEHERL L 2 BEEEEERO S b1
BHHEORBWERIZOWTRY FiF/,

- 1 EYA1BEFZTEICLZHE (BORERE)

(1) R

%5 H% (Branchio-oto-renal (BOR)) JE & 1Z. 1975 4E |Z Melnick & V12 & b #i&
SN-E8FEHE T (branchiogenic dysplasia @ HISEH#E, E#IL. A ESH L &), HEHE
(otodysplasia : WE#HE, HEHEZE), BEHEAL (renal dysplasia) %458 E 24
BREET, BREAEEREERTINLEETH S, BKTIIHELFTADD I A2 IS
Rohd&ah, FFICBWTHERROBEN D 2 349, FEGHROTR & L TBEK
Aex b\ D% branchio-oto (BO) syndrome &FER, BEEE LT, LD
EYAl BIZFOREIZXHbDTY, ZDIIH SIXI, SIX5, SIX6, SALLI™ 7 ¥ OEEF
EEHFEREE SN TWBH, W E 7% B BOR EBEHORAER K IIAKEHOBH D%\,

(2) ML
(ERR BB T EE )
KIEEDO 2 WEBETIE, UToEERE 3o»ZhE. H5vizEERE 20 L BIfE
Rz 2o0hhblll. REEDODZEEHTIX, FERE 1 00F UL TEWT 5,

« B2WMEHE ELEMEILD 2 VIIEEYER D 5, EEEILII R TLLG ON
BT BEIEBOTH 1/3 O OM/N BN, SEMEERIINEILEG OB T,
WBEEIEFO LA AT 5 EE.)

o HNE (BREXBE,OCEEI THRATH )., BELEEEME, RSN, BArEE
DWIFNIBHY ) 5,)

o BN (H&®Oms. E3ko LB ORM)

B EHl (BAirL#okig)

s BHE (BEER. BERER. BREEK. BEEREBTEEE. KEE. BEHRE S
TEZ &)

BIREIR
 NEEFHE SVHERISH. %)
s WEHE (BNEOFK. B BE. Bf. PEEOMRML. FF)
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s NE#HE (MAETE. WA/NEIER, AIEREIR. SMIERE R
« BIE
o TOM (BHHEIENR. OFEFH)

GEIZ TR0 *

HROFEMRGEERZ L), EYALBEFEEIH 0% OHETRERO N5 9% SIXI,

SIX5, SIX6, SALL] BZFZERDERD V& D Tdh 5 MRS THEEIFE: 189, LD Eo
FEB T3 R KBTIk e L TRETSH % 0,

RRZESN A —T 7 Ry N TERTRE

QEE(IEFUALANIVVY #RTL—-FKA~B)

SERMEEEHRE IO L TIIHERRACAINE, BA2ICET LB, B

BB LE S - L SRR E R BRI HE IR 21T ) o BRI

[

BT, EERAT L H kAR I AR EERIED & B O h ) 0,

BEELZBRENLETH S,

(4) &30
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Branchiootorenal dysplasia. Birth Defects Orig Artic Ser 11:121-128, 1975

Fraser FC, Sproule JR, Halal F. Frequency of the branchio-oto-renal (BOR) syndrome
in children with profound hearing loss. Am J Med Genet 7: 341-349, 1980

Kusano H, Murai K, Chiba H et al. Three cases of branchio-oto renal dysplasia. Otol
JPN 7:1-7, 1997

Usami S, Abe S, Shinkawa H, Deffenbacher K, Kumar S, Kimberling W]. EYA1
nonsense mutation in a Japanese branchio-oto-renal syndrome family. ] Hum Genet
44: 261-265, 1999

Fukuda S, Kuroda T, Chida E, Shimizu R, Usami S, Koda E, Abe S, Namba A,
Kitamura K, Inuyama Y. A family affected by branchio-oto syndrome with EYAI
mutations. Auris Nasus Larynx 28: S7-11, 2001

Abdelhak S, Kalatzis V, Heilig R et al. A human honologue of the Drosophila eyes
bsent gene underlies branchio-oto-renal (BOR) syndrome and identifies a novel gene
family. Nat Genet 15: 157-164, 1997

Ruf RG, Xu PX, Silivius D et al. SIX1 mutations cause branchio”oto-renal syndrome
by disruption of EYAI-SIXI-DNA complexes. Proc Natl Acd Sci USA 101: 8090-8095,
2004

Hoskins BE, Cramer CH, Silvius D et al. Transcription factor SIX5 is mutated in
patients with branchio-oto-renal syndrome. Am J Hum Genet 80: 800-804, 2007
Kochhar A, Orten DJ, Sorensen JL et al. SIX6 mutation screening in 247
branchio-oto-renal syndrome families: A recurrent missense mutation associated with
BOR. Hum Mutat 29: 565, 2008

88



BEUHEGRENZ L DBTHEROZEA M RSV (HR) 45
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branchio-oculo-facial syndrome. Am ] Med Genet Part A 155: 22-32, 2010
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NOG BEFERIC L 5 HEE

(1) B3

Noggin (3 E7FFERK ¥ (BMP : bone morphogenetic protein) \ZIEHHICIER L. B
RLHEEHTERICEE 2 RE Y R TRERT TH 5, NOG BIZF (MIM# 602991) 1345 17
FROARBMBRICH Y, ABOBETFERIEPLEHOBREEZ 25T,
TUBCRETE OBE. FHERNR, 77 I BEEIC L 2 EFHE, EH % SRR BERE
ReETHEEMEEIRESINTEL2, ThITHLDEGRROLHTIHEVLNATE
T2 B3 ER DS overlap 5 72 DB S DOEIHATKD 51T X 729, IEDBIZTHEH S .
NOG BIEFERI L DEBBHIUTOS O0ORFHEICT LD LN TV,

OFR4EMEE B2 & : Brachydactyly, type B2 (BDB2)

Q% FMEMA MR 1 - Multiple synostosis syndrome 1 (SYNS1)

ONRIAViBE & L% £E ) 7 7 3 B EREJE © Stapes ankylosis with broad thumb and
toes (SABTT)

@i fe B/ AIE © Proximal symphalangism (SYM1)

OF R - BAREWAAEMRES © Tarsal-carpal coalition syndrome (TCC)

IS OIEBERITAERDITE VIZ overlap L TEB Y . NOG BIETFEEIC L AEEE+ Ak
BIZHUER 9 &%k & LT, NOG-related-symphalangism spectrum disorder (NOG-SSD) %532
BEINTW5E Y,

REBEEORERIIMEICL )V EN D5, BDB2 OEMBEOFEM LR IZEL . TCC Tt
CEHE I Ve &b, —F SYMIL. SYNSL, SABTT IZBWICT7 7IBEZICLS
EEHEERIFBITR TS % 9%

(2) BhisL e
(RBRAOZ T2 )
MEEA. (77IBEFICL D) EHEE. FRORENSIUIAEERLH D,
CF O EREEERS. RERERS LV IEEE, BEVED, F i
BiE. SE. FRE EREHER Y
BT EPAERSME, BRRERRZ L
R EH. AHE
O EEEE (W mme)
- ZOM  EHERE A R RS T BRI 2 &

CNODORBEPTR 2B 2. SYML, SYNSL, B8 X U'SABTT XS E S h 5,
SABTT THERIFHFHITH H . FERKIZ SYML B X UF SYNSI O #H&EFI Tld 3% kil
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T&H5HZ L., SYNSI i facio-audio-symphalangism D FIZFRIIR IS L ) ITHFBAVES
EETLI LR ENS, HEDOEERYXBITS 9,

GEfZFZH) °

FYRBAEEETERE & b, RIEBROZWES T de novo EEDOWREMNH 5 DT,

NOG BIZTERZFAEL CBHEMET 5% NETIKHBDIA LY ALR, T —
LAY T MEDPHER SN TS, 49

RIS A —T7 7 Ay N TERRE

QUEE(IEF S ALAIN b~V ,#EJL—FB~C)

FRBEVEN TH S, 77 IBFME N ERLRBENLENHFEOND % L La

SENBI L VAN SFERET S, VF XX YEHEE. T IBEKROBES: EDER
LEND Y, LIS THIBEEIIIEEEEOERILE L W E 5,
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= 3 van der Hoeve fERE

(1) B
BIBALIE (osteogenesis imperfecta, LT OI) 1325 —4 Y O&KEEIZL )L
RZHE % DIRIEDE U % BIZMHRE T, 25~3 HAIC— ADHETHRE LERHRED T
TROVBEEOEHVWEETH D, [ ~NED4DIIHEENLHY), FEmE L §E2 LS
bOZ TR S, 1918 4F van der Hoeve & de Kleyn 2 2S#1®O TEDFR L 5 & L
722 & %5 Van der Hoeve JEMERE & IFIZN 5,

Q) B
(RRIR B T 2 )

FEGHO=EBIIEME, FEITH. FLMETH L, ZEBHSTTH D flizFhiz
EZL v, FRBBEOBEEN 0% kb E L. BHE, HERNEZZNEN60% & HE
ENTn5BE3,

FEGHOBEREDOREIL, OFBRGEEUOETHED L B EER, RSl
BT, QEGHEE R L. OBBEOBREIMZETHERS 2RT b O TIEhSEEHE, &
FHEZTIIOOTIIEERETH 245, BREHEEIIN 11%ICALNEDS, %1220
R ORBIETT H2EEED LIBEHEETH 20,

DIVERIBLHD ., ERIIKHAIERELEZ SN TWETY, BEBRZHEZ L2601
Abhb,

PR LT RERBEORERO A Tl BIHE DAMCEEZE W 2 W4 Th . BhRE
2AT) LBEBESHBE LAY, ISREAHEESEE LY TAEEH 55, Kok
Nt BV FEBBEIREBIBNTREHEICEDONLERTH YD, ZOZHIC
BEETHLHLEEZONDZD, OIRZAA Y N—IIBWCHICHFORE* 2328 1CH8
LT, EBEOBENRESCEEABEILETH S,

(BI=TZH)

OIDFEHEDIFEAERIAT1 T —F UV BETRERTH S, REBERHITEIC
COLIAI BIZFHPERL ShTWw59,

BEERIIMO Ol 0% < LEM, ERBEEEBRETH L5 BIAD L) ICERAD
AUN=IZBWTIEZFEES R DL WEID D72 kv,

QWEE(IETFALNILN b~V ,#RIL—FKA)

BEETEETHOORFMOBLLE 25, BREHEHICH L CIBERETHS 2 LS
S, MBRERL 2. ALTAEEFAOHREIL X2V IBRashs, Ol &%
DATHAEFHTIZ, B30 5 S HLEE L THB ) 4P BEARRI8H R AR % 5 L <
FTWeHTur IV IORELETEH 0, FLERENEELATIIEBOBEEAOT
ML H 5700, METOMEEREOEFFHEASLETH S W,
EEEEORBIIERIGERENO 7 7IBFROESE. RUEERASEDBERIGEL L
TOT 7 IFFEBEDOKREMEICL 2BHHBEE 123 L &, #izid stapedotomy A58
RENbo FEGHTIIEEOFBILE L X7 7IBFORENFE <. MEEIBRAT
HBH7-0, MAEIOHIML, floating footplate 72 KR ET A NENH 5 12 B, HEEEITS
BURRFTH 5,
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EREE. FIHES. LA S | van der Hoeve SEEF D7 7 I BF4MF 3EHF . HE
37: 424-430, 1994, |

E: 4  Waardenbung fEf&Ef

(1) BERE
Waardenburg SEEH# (LLF WS) 1 1951 4£ 12 Waardenburg 25#1 % THR&E L 72 O T,
FROAEEERCEERREEREDO—DOTH LY, BRNICIIEEBLIVERREFEEYE
FTAHRIEFHEON, BE. . WEREOEFOBERE. BB FER. EREMEME
e, IRAMELET 5, FREAEGHECEHEEHEEBONTRRIEEOH VDO
D—DT, HEBED 2 ~4%2-D IZRON L LEbh, RFTIEH 50000 ANic—AEE
bhTwns9),
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BRI D O RIS THRA 25 4 TORSEESRE SN TB Y. TSV
BRI —RIEEEE OJmE D H D HHEORERIT 650 69% & S F SF CHRICEEHEMRIZL
D 3% BEL SN b, —FBIC auditory neuropathy % 23 28Ed b 5, BIEERERE D
BESNTEY . BICEBRE 2B EE OB BRI L LTabhTwna,

EROEE TR, BIIHBOMERY/NEH S O 0 HZLIEMINTH 2, IHIES
TOMHOENRLZY) (IHERE), BRI 2FREZET 5, ARFH T O,
EERDEZBAME L, BARRTEES (BEHEE) LTWaIErd 2, T2, THIC
OFREEGHTI2HE LD D,

EAMITEROEEEOREERZ IS 25, MR DSV,

2) Wi
(ERRA ST R 1)
WS 3 ZDBRKREDRS 4205 £ T\2ahhb, WS B TIZHIRAMRE ., 2L 8
B BREEBR ) 277 5, WS2 Blid WS1 B TR BEMR - BRIEBREAENS O
i, WS3ELIRAREME L PR OEHE 4 . WS4 Blid Waardenburg-Shah syndrome
LLTHHMoENTEBY, Hirschsprung xS+ 5. (LXIVIV D)

W index : WIRF, BEILOERH LARAOEBEZHEL. NIRATFEHOBRKSH & LT
Wb,

1IE® 1176 +/- 016 (+/- SD)

EpriE © 261 +/- 019 (+/- SD) ©

ZWEME : 207 (Waardenburg Consrtium recommendation)

(BI=F72H)
FEI T TROBGEFIMEINTND

s847 OMIM RIZF RIZFE X

I ‘ WS1 193500 PAX3 2q35 5

I a WSIla 193510 MITF 3pl4-pl2.3 6
b WSIb 600193 1p21-p13.3 7
¢ WSIc 606662 ‘ 8p23 8
d WSIId 608890 ‘ SNAI2 8qll 9

I WS3 148820 ‘ PAX3 2q¢35 10

v a WS4a 277580 EDNRB 13q22.3 11
b WS4b 131242 EDN3 20q13.22 12
¢ WS4c 602229 S0X10 22q13.1 13

Q) EEASH (TEF U ALAILN b, #EJ L — K B)

RAR 2 GHE L L 2\0As, BRI LTit, ZoREICS LTRSS A THE
THWOND ZEHE V. ATHEOHKEIR ™ 125V Tk, Z0Mo ATHES & [FH
FErEnl b T 2HMEIL VA, —FICHFFET A Auditory neuropathy Tt A THE®
MEVPZLVEVCIBREY b Db, IHEBRLTSTETEICHLTIR, 47 I72%n%
RRBEDTEE X b, OFER R Hirschsprung 2 &85 28481013, 2R ENOF5EE
WIS L7 BB 2 b,
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a: 5 Treacher Collins fEf&E#

(1) B
Treacher Collins fEERE (TCS,OMIM#154500) (X BEZE BT F O LA L AGFE I 72 5iE
RELTHONBRET, FROEECEEOBEEERT V2, FEBEIZH 50000 Ad7:
DIANIESNDH, TDHE 60%EEIIMEF TH 5, BREROBERERE LTI,
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Mutations in the NOG gene are commonly
found in congenital stapes ankylosis with
symphalangism, but not in otosclerosis
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Mutations in the NOG gene are commonly found in congenital stapes
ankylosis with symphalangism, but not in otosclerosis.
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Human noggin (NOG) is a responsible gene for multiple synostosis
syndrome (SYNS1) and proximal symphalangism (SYM1), two conditions
that are recently known to be within a wider range of clinical
manifestations of stapes ankylosis with symphalangism. This study was
performed to determine the range of phenotype caused by NOG mutations,
using Japanese patients with various phenotypes including sporadic
inherited SYM1, dominantly inherited SYM1, stapes ankylosis with broad
thumb and toes (Teunissen and Cremer syndrome). In addition, 33 patients
with typical otosclerosis (without symphalangism) were studied. Direct
sequencing analysis disclosed three novel mutations of the NOG gene in
three SYM1 families. None of the otosclerosis patients without
symphalangism had NOG mutations, indicating that NOG mutations may
be restrictively found within patients with various skeletal abnormalities.
These results together with the literature review indicated that there are no
clear genotype—phenotype correlations for NOG mutations. With regard to
surgical outcome, most of the patients in these three families with NOG
mutations showed remarkable air—bone gap recovery after stapes surgery.
Molecular genetic testing is useful to differentiate syndromic stapes
ankylosis from otosclerosis, and even mild skeletal anomalies can be a
diagnostic indicator of NOG-associated disease.
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Human noggin (NOG) is a responsible gene for a
wide range of clinical manifestations of stapes anky-
losis with symphalangism. Proximal symphalangism
(SYM1: MIM #185800) (1) is known as an auto-
somal dominant disorder with high penetrance. The
most common clinical features are the immobility
of the proximal interphalangia (PIP) joints of the
hands and toes, and congenital conductive hearing loss
due to stapes ankylosis. Multiple synostosis syndrome
(SYNS1: MIM#186500) (1) is characterized by a more
severe phenotype of the proximal symphalangism, such
as progressive and expanded bony fusion of joints and
unique facial manifestations. In addition, mutations in
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NOG have been identified in Tarsal—Carpal Coalition
syndrome (TCC: MIM#186570) (2), stapes ankylosis
with broad thumb and toes (MIM#184460) (Teunissen
and Cremer syndrome) (3), and Brachydactyly type B2
(BDB2: MIM#611377) (4).

Otosclerosis (MIM#166800) is known as the single
most common cause of progressive conductive hearing
loss, characterized by abnormal bone remodeling in
the otic capsule. Although there are a small number
of familial cases that are likely to be monogenic, the
majority of cases are sporadic. A series of studies has
suggested that this condition involves both genetic and
environmental factors (5).
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Typical otosclerosis was included in this study
because it is an interesting question as to whether some
of the typical otosclerosis is a continuum of a category
of disease caused by NOG mutations. We thought this
may be true because (i) within SYM1, NOG mutations
were found in patients with minor skeletal anomalies
without symphalangism (3), and (i) stapes ankylosis
is an important phenotype of the animal model for
NOG™/~ mice (6).

To date, no detailed survey was available for NOG
mutations in the stapes ankylosis patients with sympha-
langism in Asian populations. Therefore this study was
undertaken to address whether NOG mutations are also
causative and commonly found in those populations and
if so, whether there is a different mutation spectrum.

In addition, previously reported NOG mutations
were reviewed to determine their spectrum as well as
whether there are any particular genotype—phenotype
correlations caused by NOG mutations.

Materials and methods
Subjects

We ascertained three Japanese families to be associ-
ated with conductive hearing loss and symphalangism,
including an autosomal dominant SYM1 family, a spo-
radic SYM1 case with normal parents, and an autosomal
dominant stapes ankylosis with broad thumb and toes
(Teunissen and Cremer syndrome) family. Thirty-three
Japanese otosclerosis patients, who underwent stapes
surgery, were also screened for mutations in the NOG
gene. Their clinical symptoms, including ages at surgery
(3677 years old: average 54.4 years old), onset age
(15-57 years old: average 37.3 years old), gender (10
male and 23 female), laterality (9 unilateral and 24
bilateral), and hearing threshold (average 63.1 dB), are
summarized in Table 1. Average onset age, was hearing
threshold, was evaluated using pure-tone audiometry
classified by a pure-tone average over 250, 500, 1000,
2000, and 4000 Hz. By detailed anamnestic and medi-
cal examination, no patients had any associated skeletal
abnormalities. All of the patients were sporadic cases
and no similar condition was observed within their
familial members. Satisfactory outcomes after stapes
surgery were obtained in all 33 subjects.

We obtained informed consent for participation in
this project from each subject and also from 192 nor-
mal control subjects who were unrelated Japanese indi-
viduals without any noticeable hearing loss evaluated
by auditory testing. Otologic examination, audiometric
analysis, and radiologic imaging were carried out for
each patient.

Family 1

As shown in the pedigree (Fig. S1a), patient #991 was
diagnosed with symmetric conductive hearing loss of
50 dB (Fig. 1b) at the age of 6 years. Tympanogra-
phy indicated type A sclerosis and absence of the
stapedius reflex, whereas otomicroscopy results were

2

Table 1. Clinical symptoms of Otosclerosis patients

Hearing Hearing
Patient Onset Affected threshold threshold
number Age Gender age side (right) (Ieft)

1 48 M 36  Bilateral 68.3 56.3
2 59 F 45  Bilateral 56.3 56.3
3 43 F 38 Left 10.8 64.0
4 36 M 25  Bilateral 61.3 66.3
5 46 F 40 Right 38.0 19.0
6 44 F 33  Bilateral 59.0 66.0
7 65 F 49  Bilateral 81.0 63.0
8 77 F 57  Bilateral 104.0 105.0
9 45 F 41 Bilateral 56.0 69.0
10 44 F 30 Left 30.0 80.0
11 61 F 44 Bilateral 23.0 68.0
12 58 F 49 Right 76.0 35.0
13 43 M 25 Left 14.0 49.0
14 58 F 47  Bilateral 53.0 50.0
15 54 F 38  Bilateral 57.0 45.0
16 53 F 40 Right 58.0 6.0
17 44 F 25  Bilateral 53.0 56.0
18 62 F 48  Bilateral 425 525
19 43 F 33  Bilateral 27.0 45.0
20 57 F 40 Left 26.0 65.0
21 65 F 15  Bilateral 53.0 50.0
22 54 M 46 Bilateral 50.0 30.0
23 48 F 23  Bilateral 71.0 56.0
24 62 F 39  Bilateral 38.0 37.0
25 76 F 43  Bilateral 78.0 75.0
26 71 M 41 Bilateral 91.3 97.5
27 71 F 40  Bilateral 126.3 110.0
28 45 M 45 Left 42,5 73.75
29 41 F 30 Bilateral 98.8 95
30 44 M 30 Left 30.0 76.3
31 44 M 30 Right 58.8 38.8
32 64 M 35 Bilateral 51.0 46.0
33 70 M 30 Bilateral 48.8 53.8

F, female; M, male.

normal. Temporal bone computed tomography (CT)
scan revealed no inner or middle ear malformations.
Her hearing level was stable and non-progressive, and
she received hearing aids in both ears. At the age of 17,
exploratory tympanotomy of the left ear showed bony
fixation of the footplate without any other deformities
in the middle ear and stapedotomy using a Teflon pis-
ton and wire was performed, resulting in a remarkable
improvement in hearing. One year later, stapedotomy
was undertaken in her right ear also. After the surgery,
the postoperative hearing levels showed 20-30 dB and
she did not use her hearing aids. The X-ray presented
in Fig. 1 shows symphalangism in the PIP joints of the
second to fifth fingers of both hands and in the distal
interphalangeal (DIP) joints of the left second and fifth
fingers and of the right fifth finger. There was sym-
phalangism in both hands, resulting in limited mobility
of the fingers. Symphalangism (fixation of the proxi-
mal interphalangeal joint) in both feet was also found.
The ankylosis was confirmed by X-ray examination
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Stapes ankylosis with NOG mutation
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Fig. 1. (a) Photograph with arrowheads indicating symphalangism in the hands of patient #991. (b) Audiograms from patient #991 showing

conductive hearing loss.
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Fig. 2. (a) Photograph with arrowheads indicating symphalangism in the hands of patients #3925 and #3926. (b) Audiograms from patients #3925

and #3926 showing conductive hearing loss.

(Fig. 1a). Congenital hyperopia (only in this patient
within the family) was also present.

Family 2

As shown in the pedigree (Fig. S2a), a girl and her
father (patients #3925 and #3926) visited our hospital
due to bilateral hearing loss. Audiograms indicated
bilateral mixed hearing loss (Fig. 2b). Anamnestic

evaluation suggested that the hearing loss was non-
progressive without any associated symptoms such
as ear fullness, tinnitus or vertigo. Patient #3926
underwent stapedotomy at the age of 42, achieving
significant recovery of his hearing. There was sympha-
langism in the PIP joint of both fifth fingers, resulting
in limited mobility of the fingers. Fixation of the prox-
imal interphalangeal joint was not found in either foot.
The ankylosis was confirmed by X-ray examination

3
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Fig. 3. (a) Photograph with arrowheads indicating symphalangism in the hands of patients #4106. (b) Audiograms from patients #4106 and #4351

showing conductive hearing loss.

(Fig. 2a). Congenital hyperopia was not present in this
family.

Family 3

The pedigree shows hearing loss was inherited in four
generations, indicating autosomal dominant inheritance
(Fig. S3a). In addition to conductive hearing loss
(Fig. 3b), the family members were associated with
the following clinical phenotype in various degrees:
hyperopia, broad thumbs and first toes, symphalangism,
syndactyly, and fused cervical vertebrae (Fig. S3a).
The clinical diagnosis was therefore stapes ankylosis
with broad thumb and toes (3) or Teunissen and
Cremer syndrome (7). Patient #4351 had conductive
hearing loss, hyperopia, broad thumbs and first toes,
symphalangism, and syndactyly. She noted her hearing
loss around age 10. Stapedotomy was performed when
she was 37 (right) and 38 (left) years old, achieving
significant recovery of hearing. Patient #4106 had
conductive hearing loss, hyperopia, broad thumbs and
first toes, and fused cervical vertebrae. His hearing loss
was noted around age 3 and was diagnosed at the age of
8. Stapedotomy was performed when he was 9 (right)
and 10 (left) years old, achieving significant recovery
of hearing.

Mutation identification

Human NOG gene coding is constituted of one sin-
gle exon, in which an open reading frame of 696
nucleotides encodes a NOG polypeptide of 232 amino
acids. A sequence obtained from GeneBank U31202
was used to design primers containing the entire cod-
ing region of NOG. Two fragments to entirely cover the
coding region of NOG were amplified with polymerase
chain reaction (PCR) and two specific primer pairs,
as follows: Fl, 5-CTTGTGTGCCTTTCTTCCGC-3';
R1, 5¥-TACTGGATGGGAATCCAGCC-3; and F2, 5'-
TACGACCCAGGCTTCATGGC-3; R2, 5-TAGCACG
AGCACTTGCACTC-3'.

PCR reactions were carried out in 25 pl total volume
containing 40 ng of genomic DNA, 10 pmol of each
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primer, 2 mM dNTPs, x10 PCR buffer and 0.2 U
of ExTaq polymerase (Takara, Tokyo, Japan). PCR
conditions were denaturing at 94°C for 2 min; 35
cycles at 96°C for 30 s, 60°C for 30 s, 72°C for 1 min
extension, with a final extension step at 72°C for 5 min
in a Perkin-Elmer 9600 thermal cycler (Perkin-Elmer,
Foster City, CA). PCR products were purified with a
Suprec filter (Takara) and sequenced directly, using
four primers (F1, R1, F2, and R2) and ABI BigDye
terminators, on an ABI 3100 sequencer (Perkin-Elmer).

Resulis

Three novel mutations of the NOG gene were found
by direct sequencing analysis in three families, whose
common clinical features were compatible with SYMI1,
ie. immobility of the PIP joints of the hands and
toes, and congenital conductive hearing loss due to
stapes ankylosis. Patient #991 of family 1 had a
heterozygous G>T transversion at nucleotide 551
(Fig. S1b), predicting a cysteine (C) for phenylalanine
(F) substitution at amino acid 184 (C184F) in the
coding region of NOG. Since the C184F mutation
was not found in either parent and was found only
in the proband (patient #991), it was suggested that
the mutation arose de novo in only the affected
individual. Patients #3925 and #3926 of family 2
had a heterozygous T>A transversion at nucleotide
463 (Fig. S2b), predicting a cysteine (C) for serine
(S) substitution at amino acid 155 (C155F) in the
coding region of NOG. Patients #4106 and #4351 had
a heterozygous C215X mutation.

None of the otosclerosis patients had NOG muta-
tions. These three mutations were not observed in any
of the other family members nor in the 192 unrelated
Japanese controls (384 chromosomes).

Discussion

This study identified three novel mutations in the NOG
gene in families with symphalangism, being consistent
with the previous work showing that NOG is the
responsible gene for SYM1 and stapes ankylosis with
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