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Abstract
DICER1 syndrome is a highly pleiotropic tumor predisposition syndrome that has been increasingly recognized in the last 10
years. Diseases in the syndrome result from mutations in both copies of the gene DICER1, a highly conserved gene that is
critically implicated in micro-ribonucleic acid (miRNA) biogenesis and hence modulation of messenger RNAs. In general,
susceptible individuals carry an inherited germline mutation that disables one copy of DICER1; within tumors, a very charac-
teristic second mutation alters function of the other gene copy. About 20 hamartomatous, hyperplastic or neoplastic conditions
comprise DICER1 syndrome. Most are not life-threatening, but some are aggressive malignancies. There are many unaffected
carriers because penetrance is generally low; however, clinically occult thyroid nodules and lung cysts are frequent. Rare diseases
of early childhood were the first recognized conditions in DICER1 syndrome, while other conditions affect adolescents and
adults. The hallmarks of DICER1 syndrome are certain rare tumors including pleuropulmonary blastoma; cystic nephroma;
ovarian Sertoli–Leydig cell tumor; sarcomas of the cervix, kidneys and cerebrum; pituitary blastoma; ciliary body
medulloepithelioma; and nasal chondromesenchymal hamartoma. Radiologists are often the first practitioners to observe these
diverse manifestations and play a primary role in recognizing DICER1 syndrome.
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Introduction

DICER1 syndrome is an autosomal-dominant tumor predis-
position syndrome caused by mutations in the gene DICER1.
The syndrome affects individuals from birth to approximately
50 years of age and features a unique constellation of
hamartomatous, hyperplastic or neoplastic conditions of the
head, neck, thorax, abdomen and pelvis. DICER1 syndrome
includes common conditions such as multinodular goiter and
several rare but distinct conditions including pleuropulmonary

blastoma (PPB), cystic nephroma, ovarian Sertoli–Leydig cell
tumor, pituitary blastoma, ciliary body medulloepithelioma,
nasal chondromesenchymal hamartoma and sarcomas of the
cervix, kidneys and cerebrum.

DICER1 syndrome

The rudiments of DICER1 syndrome were reported in 1996
[1] among 45 families in which a child had PPB, an early
childhood embryonal lung tumor first described in 1988 [2].
In 12 of these families, the child with PPB or a family member
had lung cysts, cystic nephroma, multinodular goiter, embry-
onal rhabdomyosarcoma or another case of PPB [1]. In 2009
and 2011, additional associated conditions were described [3,
4], and germline loss-of-function mutations in DICER1 were
reported in 11 of 11 prototypical families [5]. Many further
investigations have extended the range of syndrome pheno-
types and clarified the underlying molecular pathology. The
clinical and molecular basics of DICER1 syndrome have been
reviewed [6].
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Table 1 presents the currently recognized DICER1 syn-
drome phenotypes, their relative frequencies and specificities
for the syndrome, age of presentation, mortality and radiologic
differential diagnoses. Even without a suggestive family his-
tory, the following conditions are sufficiently concerning to
warrant evaluation for DICER1 genetic testing: PPB, cystic
nephroma, Sertoli–Leydig cell tumor, pituitary blastoma, cil-
iary body medulloepithelioma, embryonal rhabdomyosarco-
ma of uterine cervix or ovary, gynandroblastoma, anaplastic
sarcoma of kidney, nasal chondromesenchymal hamartoma,
cerebral sarcoma, infant cerebellar embryonal tumor,
pineoblastoma diagnosed before age 10 years, differentiated
thyroid carcinoma diagnosed before age 18 years, or
multinodular goiter diagnosed before age 18 years.

Four recent publications address certain aspects of
DICER1 syndrome imaging: imaging of primary childhood
lung tumors [7], imaging of hereditary renal cystic disorders
[8], imaging of DICER1 syndrome phenotypes observed at a
single institution [9] and imaging of tumor predisposition syn-
dromes including one DICER1 case [10]. No comprehensive
review of the imaging of DICER1 syndrome phenotypes has
been published to date.

Radiologists play a significant role in the care of children with
DICER1 syndrome and might be the first to observe manifesta-
tions of the syndrome, some of which are clinically occult or
noted incidentally while imaging for unrelated reasons (Fig. 1).
Systematic family-based cohort surveys have shown that asymp-
tomatic lung cysts detectable by CT and multinodular goiter
detectable by ultrasonography are frequent [11–13]. In addition,
radiologists are involved in tumor staging, therapy response as-
sessment, relapse surveillance and screening of mutation carriers.

Although the penetrance for clinical expression of the full
range of syndrome phenotypes is not well established, reports
on the quantitative risks of certain phenotypes in mutation car-
riers are emerging [12, 13]. Most germline DICER1 mutation
carriers live generally healthy lives. In non-proband DICER1
mutation carriers, the estimated ranges of cumulative neoplasm
risk are 1–10% by age 10 years, 3–15% by age 20 years and 6–
21% by age 40 years [13]. Mutation carriers who develop clin-
ically overt disease tend to manifest one or two phenotypes in
childhood or adolescence [11], with 22% of those with one
neoplasm developing multiple neoplasms over time [13], and
some individuals developing up to eight phenotypes [1, 14, 15].
Bilateral disease in the thyroid, lungs, kidneys or ovaries is not
unusual. After 10 years of age, females are more affected than
males because of gynecologic phenotypes and more frequent
thyroid disease [13].

DICER1 function and mutations

DICER1 is a highly conserved gene encoding DICER1 enzyme.
The enzyme cleaves precursors to produce mature micro-T
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ribonucleic acids (miRNAs) that repress or silence expression of
protein-coding messenger RNA [6]. Both benign and malignant
DICER1 tumors usually result from a predisposing germline
mutation in one copy of the DICER1 gene and an acquired
tumor-only mutation in the other copy. In a minority of cases,
the first or secondDICER1 change is not a mutation but a partial
or complete loss ofDICER1 geneticmaterial affecting one allele.

Three categories of predisposing mutations (rarely, dele-
tions or rearrangements) in DICER1 are recognized: (1) a
germline mutation inherited from one parent in the great ma-
jority of cases; (2) a de novo germline mutation in ~10%; and
(3) mosaicism (a de novo early, post-zygotic mutation that is
distributed unevenly among tissues of the developing fetus) in
~10% of cases [11, 16]. A predisposing mutation can occur
virtually anywhere in the gene (Fig. 2) and usually disables
function of that gene copy. The prevalence of loss-of-function
germline DICER1 mutations in the general population is esti-
mated at 1 in 10,600 people [17].

A mutation in the second copy ofDICER1 is found in most
tumors, whether malignant or benign. This second mutation

yields a dysfunctional DICER1 protein that produces an ab-
normal mix of silencing miRNAs. This second somatic muta-
tion very characteristically affects one of five specialized
DICER1 “hotspot” codons, resulting in altered cleavage activ-
ities of the protein [6] (Fig. 2). Instead of a second DICER1
mutation, occasionally the molecular change in a tumor is loss
of the second copy of DICER1 (loss of heterozygosity) [11,
18–21] (Fig. 2). In children with more than one tumor, the
genetic event in each tumor often involves a different hotspot,
indicating that each tumor’s genetic evolution is independent
of the evolution in the child’s other tumor(s) [11, 16, 22–24].
In children with mosaicism, the predisposing mutation often
directly alters aDICER1 hotspot codon; these children tend to
develop many tumors [11, 15, 25].

A child with a DICER1 mutation might develop a tumor
unrelated to his or her predisposition; such a tumor would not
have a second deleterious DICER1 mutation, and the tumor
would not be considered part of DICER1 syndrome [26]. On
the other hand, a child who has no relevant family history and
no known predisposition to DICER1 syndrome can develop

Fig. 1 Incidental observations of DICER1 syndrome phenotypes. aMRI
in a 3-year-old boy being monitored for drop metastases from
pineoblastoma diagnosed at age 2 years. Axial gadolinium-enhanced
T1-weighted thoracic spine MR image reveals a thin-walled air-filled
unilocular lung cyst of the right upper lobe. b CT in a 6-month-old boy
with abdominal pain and distension. Axial contrast-enhanced abdominal
CT image reveals a left renal cystic mass and a small bowel
intussusception with an intraluminal polypoid mass (arrow).
Subsequent left nephrectomy and bowel resection revealed a cystic
nephroma of the left kidney and a juvenile hamartomatous polyp as

lead point for the intussusception. c, d Anteroposterior (AP) chest
radiograph in a 24-month-old girl for coin ingestion (c) shows a coin in
the proximal esophagus and a right upper lobe lung cyst, considered a
pneumatocele despite no history of pneumonia; image (d), in the same
girl at age 30 months presenting for respiratory distress, shows near
opacification of the right hemithorax and leftward mediastinal shift
from mass effect. Resected right lung mass was a Type II
pleuropulmonary blastoma (PPB). Images (c) and (d) courtesy of
Kenneth Heym, MD

Pediatr Radiol (2019) 49:1488–1505 1491



one tumor with two DICER1 mutations. Following extensive
investigation to rule out DICER1 mutations elsewhere in the
child, the child can be considered to have “tumor-restricted”
DICER1 disease [11, 27]; the child does not have DICER1
syndrome and is not at risk for other DICER1 tumors or pass-
ing a DICER1 abnormality to offspring. Verifying that muta-
tions are restricted to one tumor requires extensive investiga-
tion but doing so greatly benefits the patient and family [26].

DICER1 syndrome phenotypes

Pleuropulmonary blastoma

Pleuropulmonary blastoma is the most common primary
childhood lung malignancy and is the sentinel disease
reported in early DICER1 syndrome families [1, 28].
Approximately 75% of PPB cases are associated with
germline DICER1 mutations, ~10% with mosaic muta-
tions and ~10% with tumor-restricted mutations. Among
germline mutations causing PPB, 87% are inherited and
13% de novo [11].

Among all DICER1 mutation carriers, PPB is the most
frequent serious neoplasm [13]. PPB presents in three primary
manifestations along an age-related continuum: cystic Type I

PPB in the youngest children including newborns, cystic/solid
Type II PPB in older infants and young children, and solid
Type III PPB in children up through age 6 years, with rare
older exceptions [13, 29–31] (Table 1; Fig. 3).

Type I PPB cysts are an early malignancy characterized by
an often-subtle population of sub-epithelial primitive mesen-
chymal cells. Type I PPB might be detected in utero or at birth
[31, 32] (Fig. 4). Meticulous pathological examination is
required to identify primitive cells indicative of Type I
PPB in early childhood lung cysts to avoid an erroneous
diagnosis of cystic congenital pulmonary airway malforma-
tion (CPAM).

The primitive cells in cystic PPB can coalesce into a “cam-
bium layer” [33] and further sarcomatous overgrowth of this
layer results in Types II or III PPB [3, 33, 34] (Fig. 3). Type II
PPB is defined on pathological inspection by findings of
grossly detectable solid nodules associated with a cyst.
Large Type II tumors often contain intra-cystic botryoid
masses (sarcoma botryoides), similar to the growth pattern
of DICER1 syndrome tumors involving other hollow or
fluid-filled structures (cervix/vagina, urinary bladder, nasal
cavity, ocular globe), as discussed later. Type III PPB is solid
with no cystic elements. It is generally thought that not every
PPB follows a progression pattern of Types I to II to III. Some
PPBs presumably develop directly as Types II or III.

Fig. 2 Linear representation of DICER1 protein and its domains. Black
squares below the protein diagram indicate the highly variable amino acid
residues affected by 285 observed predisposing DICER1 pathogenic
variants (a variant in a family is counted once). Red squares above the
diagram indicate amino acid residues affected by 535 observed somatic
mutations, of which 435 affect five ribonuclease IIIb “hotspot” residues.

Bars represent small and large deletions in DICER1 as predisposing
DICER1 alterations or loss of heterozygosity as a somatic second event.
Loss of heterozygosity is a more frequent second event than IIIb
mutations in two syndrome phenotypes: pituitary blastoma and
pineoblastoma. Diagram courtesy of Leanne de Kock
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The solid portions of Types II and III PPBs are an aggres-
sive mixed-pattern sarcoma, which can be fulminant [3].
Histological confirmation of the mixed pattern sarcoma re-
quires an adequate biopsy sample, and surgical biopsies are
preferred over image-guided percutaneous needle sampling.
Five-year overall survival rates for Types I, II and III PPB
are 91%, 71% and 53%, respectively [29]. Thus the age
continuum of Types I, II and III PPB also represents a
biological evolution and severity continuum. Because
Type I PPB can evolve into Types II and III, early detec-
tion and surgical extirpation of cystic Type I PPB are
considered advantageous [3, 34, 35].

Also recognized pathologically is cystic Type Ir (regressed)
PPB, which is cystic PPB without primitive cells [33, 34]
(Figs. 1 and 5). Lacking the primitive cells, Type Ir cysts are
not thought to progress to Types II or III PPB. In non-proband
DICER1 mutation carriers, the prevalence of Type Ir cysts,
which can be discovered at any age, is reported to be 27%
[13]. Lung cysts detected by imaging in a DICER1 mutation
carrier can presumptively be considered Type Ir PPB after the

Fig. 3 Pleuropulmonary blastoma (PPB). a Type I PPB in a 3-month-old
boy with respiratory distress. Axial chest CT image shows a thin-walled
air-filled multilocular right lung cyst pathologically diagnosed as Type I
PPB. A small septal nodule depicted within the cyst, suggesting Type II
PPB, was mucus-filled rather than a solid tumor. b Type I PPB unfixed
gross pathology specimen from a different case reveals a multiloculated
cystic structure. Imaging typically does not fully depict the extensive
septations. c Type II PPB in 25-month-old boy who had Type I PPB
resected at 5 days of age. Axial chest CT image shows multiple
bilateral thin-walled air-filled lung cysts and a nearly solid right lung
mass pathologically diagnosed as Type II PPB (adapted from Fig. 2

from reference [6], with permission). d–f Type III PPB in a 3-year-old
boy. Anteroposterior (AP) chest radiograph at the boy’s presentation with
cough and fever (d) was initially interpreted as showing a “round
pneumonia”; (e) AP chest radiograph obtained 2 weeks later for
increasing respiratory distress demonstrates a nearly opacified left
hemithorax and rightward mediastinal shift; (f) coronal contrast-
enhanced chest CT image shows a large heterogeneously enhancing left
pulmonary mass with intratumoral hemorrhagic necrosis, left pleural
effusion from tumor rupture into the pleural space, and rightward shift
of the mediastinal structures from mass effect. Image (b) courtesy of
Adrian Charles, MD, PhD

Fig. 4 Neonatal Type I pleuropulmonary blastoma (PPB). Transverse
chest ultrasound image of a newborn boy of 41 2/7 weeks’ gestational
age with respiratory distress shows a fluid-filled, multilocular lung cyst of
the right lower lobe. The mass was initially detected on a fetal ultrasound
exam performed at 40 weeks’ gestation for maternal size exceeding dates.
The cyst was pathologically confirmed as a Type I PPB following
resection on the second day of age. At 2 months of age, the boy was
noted to have a 6-mm-diameter cyst of the left lung, and this cyst was
pathologically confirmed as an additional Type I PPB following resection
at 3 months of age
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age of about 8 years; however, progression of cystic disease
after early childhood has rarely been reported [36].

On imaging, the cysts of Types I, Ir and II PPB are typically
thin-walled and air-filled [3, 37] (Figs. 1, 3, 5 and 6).
However, they contain fluid in the prenatal and early neonatal
periods [31] (Fig. 4), and they are sometimes thick-walled,
opacified or contain air-fluid levels when superinfected.
Type I cysts might be unilocular or multilocular, and vary in
size from subcentimeter to >10 cm diameter, involving nearly
an entire hemithorax [37]. Cyst septations are typically deli-
cate and not fully depicted on CT images compared to pathol-
ogy specimens (Fig. 3). There are no systemic feeding vessels
[37]. Spontaneous pneumothorax is reported in ~30% of cys-
tic PPB [29] (Fig. 6). Cystic PPB is bilateral in ~20% of cases
(Fig. 3), and ~35% of unilateral cases are multifocal [29].

Imaging of Type II PPBmight reveal mural nodules or sarco-
ma botryoides (Fig. 6). Although the solid component might be
occult on imaging and revealed only in the pathology specimen

[30], a predominantly solid PPB with gross or microscopic cysts
is also considered Type II (Fig. 3). Type III PPB is entirely solid
with the exception of possible areas of liquefactive or hemorrhag-
ic necrosis. Solid Type III PPBnot infrequently involves an entire
hemithorax, causing mediastinal shift, and a pleural effusion is
present in ~50%of cases [29] (Fig. 3). A childwith Types II or III
PPB might present with fever, cough or malaise such that the
corresponding opacity on a chest radiograph is often initially
misdiagnosed as pneumonia (Fig. 3) and only revealed as a tu-
mor on further studies after failure of antibiotic therapy.

Cystic PPB and CPAM are easily confused on imaging [3,
37, 38]. CPAM is estimated to be ~5–20 times more common
than PPB [3] and is the presumptive diagnosis for most chil-
dren undergoing surgery for lung cysts. In an asymptomatic
child, imaging findings can be used to guide a decision to
observe or resect a lung cyst. Multifocal or bilateral cysts, cyst
complexity (septations or solid mural nodules), spontaneous
pneumothorax, family history or incidental imaging observa-
tion of other DICER1 phenotypes favor PPB [3, 37, 38]. In
contrast, prenatal detection in the mid-second trimester, pres-
ence of a systemic feeding vessel or a hyperinflated region
favor CPAM [32, 37]. It should also be noted that type 4
CPAM and Type I PPB might be the same entity described
under different rubrics [3, 33].

Several other conditions canmimic cystic PPB, with or with-
out complicating pneumothorax. Heritable conditions with lung
cysts include Cowden syndrome, Birt–Hogg–Dubé syndrome
and, in some cases, lymphangioleiomyomatosis (tuberous scle-
rosis complex). Sporadic conditions with lung cysts include
Langerhans cell histiocytosis, intrapulmonary bronchogenic
cysts, pneumatoceles, persistent pulmonary interstitial emphy-
sema, and pleuropulmonary synovial sarcoma.

In Cowden syndrome, a prototype PTEN (phosphate and
tensin homolog) hamartoma syndrome, lung cysts,

Fig. 6 Type II pleuropulmonary blastoma (PPB) with spontaneous
pneumothorax. a Anteroposterior chest radiograph in a 2-year-old boy
demonstrates a right-side pneumothorax that developed spontaneously
and recurred after chest tube removal. b Axial chest CT image from the
same patient depicts a thin-walled air-filled cyst with a small peripheral

solid ccomponent (arrow) arising from the right lung. The cyst was
biopsied but no neoplastic elements were identified. Follow-up imaging
7 months later showed persistence of a cystic lesion along the right lung
and mediastinum. The lesion was subsequently resected, with
pathological inspection revealing a Type II PPB

Fig. 5 Presumptive Type Ir pleuropulmonary blastoma (PPB). Axial chest
CT image shows a small thin-walled air-filled unilocular lung cyst near the
left hilum in a 17-year-old girl with a history of pineoblastoma (age 10 years),
Sertoli–Leydig cell tumor (age 16 years) and cervical embryonal
rhabdomyosarcoma (age 17 years). Image courtesy of Sharon PlonMD, PhD
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hamartomatous gastrointestinal polyps, multinodular goiter
and follicular thyroid cancer might occur as in DICER1 syn-
drome, although the lung cysts in Cowden syndrome are noted
in adulthood, and Cowden syndrome is characterized by mu-
cocutaneous lesions and malignancies (breast, endometrial)
that are not known to be associated with DICER1 syndrome
[39]. Individuals with Birt–Hogg–Dubé syndrome caused by
germline FLCN mutations develop lung cysts with a strong
predilection for the lower medial lung zones and skin
fibrofolliculomas at age 20 years or later, and manifest an
elevated risk of renal oncocytomas and chromophobe renal
cell carcinomas, unlike those with DICER1 syndrome [40].
Lymphangioleiomyomatosis and Langerhans cell
histiocytosis (LCH) are additional conditions associated with
lung cysts and spontaneous pneumothorax, but the cysts in
these conditions are typically much more numerous than in
DICER1 syndrome, are associated with tuberous sclerosis
complex and occur almost exclusively in women of child-
bearing age in lymphangioleiomyomatosis [41], and are often
accompanied by extrapulmonary (skin, liver or bone) involve-
ment in LCH [42].

Intrapulmonary bronchogenic cysts typically contain mu-
cinous or hemorrhagic fluid postnatally rather than air alone,
and they are often symptomatic at diagnosis [43].
Pneumatoceles can be complicated by spontaneous pneumo-
thorax but are typically sequela of infection, especially cavi-
tary pneumonia, or a lung laceration [44]. Pulmonary intersti-
tial emphysema typically presents on radiography as multiple
tubular lucencies following barotrauma in a preterm infant and
resolves over time but occasionally occurs in unventilated
term infants and persists as a lung cyst with or without com-
plicating pneumothorax [45]. Pleuropulmonary synovial sar-
coma can present as a cystic lesion with pneumothorax, but
this typically occurs in teen years or later and manifests in the
SYT/SSX fusion gene [46].

While fetal and neonatal PPB is cystic, other fetal and
neonatal lung tumors tend to be solid, including fetal lung
inters t i t ia l tumor [47] , congeni ta l per ibronchial
myofibroblastic tumor [32], infant pulmonary teratoid tumor
[48] and congenital hemangioma [49]. In older infants and
children, the differential diagnostic considerations for a solid
pleuropulmonary mass include Type II or Type III PPB, in-
flammatory myofibroblastic tumor, infantile hemangioma,
nuclear-protein-in-testis (NUT) midline carcinoma, adenocar-
cinoma and sarcomas [7, 49].

Imaging is important for detecting complications of
PPB. PPB can extend into the cardiac chambers and thorac-
ic great vessels, and embolize during resection to cerebral
and other arteries [50, 51]. Preoperative cardiovascular ul-
trasound can be considered but has not been widely utilized.
The cerebrum is the most frequent site of distant PPB me-
tastasis, occurring in 11% of all people diagnosed with
Types II and III PPB [29]. Cerebral metastases are rare at

PPB diagnosis and tend to occur within 30 months of PPB
diagnosis, often without chest recurrence [29, 51].
Symptomatic cerebral metastases have been reported as
soon as 6 weeks after a normal surveillance magnetic reso-
nance (MR) exam [51], and a practical strategy for early
detection of metastasis is problematic with such fulminant
disease. Meningeal and spinal cord metastases are exceed-
ingly rare [51]. Lytic bone metastases occur but are rare at
diagnosis and thereafter [29].

Other thoracic conditions

One case each of well-differentiated fetal adenocarcinoma of
lung [22] and pulmonary sequestration [52] has been reported
in proven DICER1 mutation carriers (Table 1). Adult-type
biphasic pulmonary blastoma is distinctly different from
PPB and not a phenotype of DICER1 syndrome, yet it can
have tumor-related DICER1 mutations [27].

Multinodular goiter and differentiated thyroid cancer

Multinodular goiter, including small US-detected thyroid nod-
ules, is the most frequent and least specific phenotype in
DICER1 syndrome [11, 12, 39, 53] (Table 1; Fig. 7). A sys-
tematic family-based cohort survey of DICER1 mutation car-
riers revealed that multinodular goiter diagnoses begin in the
first and second decades of life and that by age 40 years, 75%
of women and 17% of men had multinodular goiter or thy-
roidectomy, compared to 8% of female and 0% of male ge-
netically normal family controls [12]. Early onset
multinodular goiter, especially if familial, or the coexistence
of multinodular goiter and other syndrome phenotypes strong-
ly suggest DICER1 syndrome [12, 54].

A unique contribution to the understanding of DICER1
syndrome has arisen from the study of multinodular goiter.
Each individual hyperplastic thyroid nodule is likely to ex-
press a different hotspot change in DICER1 from the hotspot
changes in nearby nodules [55]. The clinical implication is
that even after partial removal of the thyroid, additional genet-
ic change can produce new nodules.

Differentiated thyroid carcinoma (papillary or follicular
variants) also occurs in DICER1 syndrome [12, 56, 57]
(Fig. 7). Differentiated thyroid carcinoma in DICER1 syn-
drome is diagnosed between ages 8 years and 43 years, with
a 16- to 24-fold increase in risk compared with population
controls [12]. Differentiated thyroid carcinoma in children
younger than 18 years or differentiated thyroid carcinoma at
any age with other syndrome phenotypes also strongly sug-
gests DICER1 syndrome. Adult-onset differentiated thy-
roid carcinoma alone does not suggest DICER1 syndrome
[58].
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Ovarian Sertoli–Leydig cell tumors and other sex
cord–stromal cell tumors

Ovarian Sertoli–Leydig cell tumor accounts for <1% of ovar-
ian tumors but is highly characteristic of DICER1 syndrome
[54, 59, 60] (Table 1). In 1974, the co-occurrence of Sertoli–
Leydig cell tumor and multinodular goiter was observed by
Jensen, Norris and Fraumeni [61] (OMIM 138800) and is now
explained by DICER1 mutations, as are bilateral and familial
Sertoli–Leydig cell tumors [15, 62]. A DICER1 hotspot
change was found in 97% of 37 Sertoli–Leydig cell tumors
in one study [63] and in 100% of 30 moderately and poorly
differentiated Sertoli–Leydig cell tumors in another study
[62]. Among 37 cases of Sertoli–Leydig cell tumor, 60% oc-
curred in germline DICER1 mutation carriers, and those with
predisposing DICER1 mutations had good overall and
recurrence-free survival [63]. Sertoli–Leydig cell tumor asso-
ciated with DICER1 mutations can occur from early child-
hood to age 40+ years, with 75% of cases occurring before
age 30 years [60, 64]. On imaging, Sertoli–Leydig cell tumor
appearance is variable, ranging from a predominantly solid
mass with small cysts to a multilocular cystic mass [65, 66]

(Fig. 8). Metachronous Sertoli–Leydig cell tumors have been
noted in individuals with predisposing DICER1 mutations up
to 14 years after initial diagnosis, which implies a need for
prolonged surveillance, and the finding of a contralateral ovar-
ian mass cannot be assumed to be a recurrence in an individual
with DICER1 mutation and a previously diagnosed ovarian
Sertoli–Leydig cell tumor [63]. Ovarian sex cord–stromal tu-
mors other than Sertoli–Leydig cell tumor, including juvenile
granulosa cell tumor and gynandroblastoma, have also been
reported in DICER1 mutation carriers [60, 63], with the inci-
dence of gynandroblastoma greatly increased inDICER1mu-
tation carriers compared to the general population [13]
(Table 1).

Kidney tumors

The kidney is frequently affected in DICER1 syndrome, with
cystic nephroma and anaplastic sarcoma of kidney being the
most closely associated conditions [13]. Nephromegaly,
Beckwith–Wiedemann-like dysplasia and ill-defined
maldevelopmental renal morphology have rarely been ob-
served [15, 25]. A recent survey of DICER1mutation carriers

Fig. 7 Thyroid manifestations of DICER1 syndrome. a Multinodular
goiter in a 13-year-old girl. Axial contrast-enhanced cervical CT image
shows bilateral low-attenuation thyroid nodules (arrows), proved by
needle biopsy to be hyperplastic nodules. The girl also had multiple
Type Ir pleuropulmonary blastoma (PPB) lung cysts; her sister had
bilateral Sertoli–Leydig cell tumors and multinodular goiter. b

Differentiated (follicular variant of papillary) thyroid carcinoma in a 9-
year-old girl who had Type III PPB at age 2 years. Axial contrast-
enhanced cervical CT image reveals bilateral thyroid nodules, with a
dominant left lobe nodule proved after thyroidectomy to be
differentiated thyroid carcinoma. Image (a) courtesy of the family and
Marci Lesperance, MD, and image (b) courtesy of B.-K. Park, MD

Fig. 8 Ovarian Sertoli–Leydig cell tumors. a Surveillance imaging in a
13-year-old girl following cystic nephroma resection. Axial contrast-
enhanced CT image depicts a heterogeneous mixed solid–cystic
retrovesicular mass arising from the left ovary (case is also discussed in

reference [6]). bAmenorrhea and pelvic mass in a 16-year-old girl. Gray-
scale abdominal US image demonstrates a multilocular cystic mass of the
right ovary. Image (a) courtesy of the family and David Plager, MD
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revealed renal structural abnormalities in 6%, including
collecting system duplication, ureteropelvic junction obstruc-
tion, and incomplete renal rotation [67].

Cystic nephroma

Cystic nephroma is strongly associated with DICER1 muta-
tions [68–70] (Table 1). In a study of 20 cases of cystic
nephroma, 15 had likely germline mutations and 18 had mu-
tations altering hotspot codons [70]. Cystic nephroma primar-
ily affects children younger than 4 years [68, 70], with rare
later exceptions [24]. A condition similar to cystic nephroma
that occurs in women older than 50 years is now considered
separate from pediatric cystic nephroma [71, 72].

Prognosis following wedge resection or nephrectomy is
generally excellent, although renal transplantation has rarely
been required in the setting of bilateral nephrectomy for ex-
tensive masses [73]. On imaging, cystic nephroma manifests
as a multilocular cystic renal mass (Fig. 9). Cystic nephroma,
cystic partially differentiated nephroblastoma and cystic
Wilms tumor can have similar imaging appearances [8, 74,
75], but a child with bilateral or multifocal complex renal
cysts, other DICER1 syndrome manifestations or a positive
family history is likely to have cystic nephroma. Non-
neoplastic conditions that resemble cystic nephroma on imag-
ing include segmental cystic renal dysplasia and localized
cystic disease of the kidney [76]. The imaging features of
acquired and heritable renal cystic conditions are reviewed
elsewhere [8, 75].

Anaplastic sarcoma of kidney

Anaplastic sarcoma of kidney is a rare but important recent
addition to DICER1 syndrome (Fig. 9), occurring at ~2–20
years old. First described in 2007 [77], this sarcoma was
linked to DICER1 mutations in 2014 [23, 70]. Some

anaplastic sarcomas of kidney are closely related to cystic
nephroma in that patients might have a history of cystic
nephroma and remnants of cystic nephroma might be present
microscopically in the anaplastic sarcoma of kidney [70].
Development of an anaplastic sarcoma of kidney was ob-
served in a DICER1 mutation carrier at the site of a cystic
renal mass detected years earlier [23] (Fig. 9). In another
DICER1 mutation carrier, a large multiseptated cystic renal
mass strongly suggestive of cystic nephroma harbored rare
anaplastic nuclei and atypical mitoses (not consistent with
cystic nephroma or cystic partially differentiated
nephroblastoma), and the tumor was considered a nascent
anaplastic sarcoma of kidney (cystic nephroma in transition
to anaplastic sarcoma of kidney) [71, 78]. The evolution of
cystic nephroma to anaplastic sarcoma of kidney is reminis-
cent of Type I PPB evolving to Types II or III PPB, al-
though the evolution of cystic nephroma to anaplastic
sarcoma of kidney is notably less frequent, and it is
unclear whether the association between cystic nephroma
and later anaplastic sarcoma of kidney suggests the need
for extirpation of all cystic renal masses in DICER1 muta-
tion carriers.

Wilms tumor

Wilms tumor occurs with DICER1 mutations but only very
infrequently [4, 21, 52, 69, 70, 79, 80]. In the absence of per-
sonal or family history of associated phenotypes, a Wilms tu-
mor diagnosis should not trigger suspicion of DICER1 syn-
drome. Cystic partially differentiated nephroblastoma is also
not considered part of DICER1 syndrome [70].

Embryonal rhabdomyosarcoma

An embryonal rhabdomyosarcoma histological pattern is fre-
quent in certain rare tumors related to DICER1 mutations

Fig. 9 Renal manifestations of DICER1 syndrome. a Cystic nephroma in
a 6-month-old girl with abdominal distension. Axial contrast-enhanced
abdominal CT shows bilateral multilocular renal cystic masses. b Gross
pathology of a formalin-fixed cystic nephroma specimen. c Anaplastic
sarcoma of kidney developing at age 8 years 9 months in a girl who had a
renal cystic mass at the same site that was detected at age 10 months and

exhibited growth and increased complexity by age 6 years. The girl also
had Type I pleuropulmonary blastoma (PPB) at age 10 months. Axial
contrast-enhanced abdominal CT image demonstrates a heterogeneously
enhancing left renal mass with central hemorrhage or necrosis. Images
courtesy of (a) family and David Plager, MD; (b) Adrian Charles, MD;
and (c) Jeff Traubici, MD
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detailed later in this paper. However, most childhood and adult
embryonal rhabdomyosarcoma tumors are not related to
DICER1mutations [81–83]. One alveolar rhabdomyosarcoma
has been reported in a multinodular goiter kindred with a
germline DICER1 mutation, but alveolar rhabdomyosarcoma
is not generally considered part of DICER1 syndrome [54].

Cervix embryonal rhabdomyosarcoma

Embryonal rhabdomyosarcoma of the uterine cervix is closely
linked with DICER1 mutations [52, 59, 81, 84–87] (Table 1).
Cervical embryonal rhabdomyosarcoma typically affects ado-
lescents but has been observed from infancy through the
third–fourth decades of life. Vaginal spotting and a polypoid
mass (sarcoma botryoides) protruding into the vagina are typ-
ical, and the tumor is occasionally visible at the introitus or is
expelled (Fig. 10). Prognosis is favorable with most cases
being localized.

An infant with polypoid cervical embryonal rhabdomyo-
sarcoma containing a focus of primitive neuroectodermal tu-
mor (PNET)-like elements has been reported without molec-
ular information [86], and a cervical PNET–Ewing sarcoma,
Sertoli–Leydig cell tumor and multinodular goiter occurred in
one DICER1 mutation carrier [52] (Table 1).

Bladder embryonal rhabdomyosarcoma

Bladder embryonal rhabdomyosarcoma with polypoid gross
morphology (Fig. 11) has been observed in children with

DICER1 mutations from infancy through age 12 years [1,
11, 81, 88–90] (Table 1). Prognosis is consistent with the
favorable outcome in sporadic bladder embryonal rhabdo-
myosarcoma. Other classic sites for early childhood embryo-
nal rhabdomyosarcoma (vagina/vulva, orbit, parameninges,
prostate and paratesticular tissues) have not been linked to
DICER1 syndrome.

Ovarian embryonal rhabdomyosarcoma

Ovarian embryonal rhabdomyosarcoma and ovarian undiffer-
entiated sarcoma have been associated with DICER1 muta-
tions [24, 91] (Table 1).

Cranial conditions

DICER1 syndrome presents the radiologist with a wide spec-
trum of cranial conditions: PPB metastasis to the cerebrum
and meninges [29, 51], PPB tumor embolism with cerebral
infarction, hemorrhage or tumor implantation [51], nasal
chondromesenchymal hamartoma [92, 93], ciliary body
medulloepithelioma [94], pituitary blastoma [20, 95],
pineoblastoma [18, 19], cerebral sarcoma [1, 16, 96] and in-
fantile cerebellar embryonal tumor [97].

Other central nervous system disease has been reported. In
a child with a PPB who was shown to harbor tumor-restricted
DICER1mutations, a choroid plexus papilloma was carefully
determined not to be related to DICER1 mutation [26, 98].
Other tumors reported without definitive evidence of
DICER1 causation are medulloblastoma [1], intracranial
medulloepithelioma [89], anaplastic meningeal sarcoma [18]
and glioblastoma multiforme following radiation therapy for
metastatic PPB [3]. The established primary cranial conditions
associated with DICER1 syndrome are discussed next.

Fig. 10 Embryonal rhabdomyosarcoma (sarcoma botryoides) of the
uterine cervix in a 17-year-old girl with vaginal bleeding. Sagittal
gadolinium-enhanced T1-weighted fat-saturated MR image shows a
polypoid mass of the uterine cervix protruding into the vaginal cavity
(arrow). The girl had pineoblastoma at age 10 years, Sertoli–Leydig
cell tumor at age 16 years and later presumed Type Ir pleuropulmonary
blastoma (PPB) and pontine embryonal rhabdomyosarcoma at age 21
years. Same patient as in Fig. 5. Image courtesy of Sharon PlonMD, PhD

Fig. 11 Bladder embryonal rhabdomyosarcoma. Transverse gray-scale
US image of the urinary bladder in a 5-month-old boy with
concomitant Type I pleuropulmonary blastoma (PPB) shows an
intraluminal polypoid mass, pathologically proved to be a bladder
embryonal rhabdomyosarcoma
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Nasal chondromesenchymal hamartoma

Nasal chondromesenchymal hamartoma is an unusual tumor
linked in some cases toDICER1mutations [11, 15, 92, 93, 99,
100] that consists of a proliferation of mesenchymal tissues
with spindle cell, cartilaginous and sometimes osseous ele-
ments and presents with nasal congestion, headache or tissue
vis ible in the nares [101, 102] (Fig. 12) . Nasal
chondromesenchymal hamartoma related to DICER1 syn-
drome occurs generally at ages 5–25 years, whereas sporadic
forms tend to occur before age 2 years [92]. Nasal
chondromesenchymal hamartoma is benign but can be locally
aggressive and erode through the sinonasal bones to extend
into the sinus, orbital or intracranial cavities [99, 102]. CTand
MR demonstrate a smoothly marginated, expansile intranasal
mass that can be unilateral or bilateral. Although CT is supe-
rior for identifying bony erosion and intratumoral mineraliza-
tion (Fig. 12), MR is better at depicting cyst-like myxoid stro-
ma and extranasal extension. Although recurrence is possible
after surgery, the prognosis is favorable [101].

Ciliary body medulloepithelioma

Ciliary bodymedulloepithelioma is a rare embryonal tumor of
primitive epithelium in the anterior globe (Fig. 12). It is his-
tologically classified as teratoid or non-teratoid, either of
which can be benign or malignant. Several children with
DICER1 syndrome and teratoid or non-teratoid ciliary body
medulloepithelioma, ranging in age 3–10 years, have been
reported [11, 14–16, 90, 94, 103, 104], and a recently pub-
lished systematic family-based cohort study of the ocular phe-
notype of DICER1 mutation carriers included incidental dis-
covery of this tumor in two children [105]. Ciliary body
medulloepithelioma presents with leukocoria, vision distur-
bance or ocular pain [94, 103, 106]. Consultation with ocular
oncologists is recommended in suspected cases. Some

children are managed without enucleation [14, 94]. On imag-
ing, ciliary body medulloepithelioma typically appears as a
solid or heterogeneous solid–cystic mass with marked contrast
enhancement of the solid elements (Fig. 12). Compared to the
vitreous humor, ciliary body medulloepithelioma tends to be
hyperintense on unenhanced T1-weighted MR images and
hypointense on T2-weighted MR images (Fig. 12). Mass ef-
fect on the lens, tractional retinal detachment, and subretinal
hemorrhage might also be observed [103, 104, 106].

Pituitary blastoma

Pituitary blastoma is a rare tumor described by Scheithauer
and colleagues [106, 107] in 2008 and 2012 and is essentially
pathognomonic for DICER1 syndrome (Table 1). In a 2014
report of 13 pituitary blastoma cases, 11 of 11 adequately
tested cases had germline or somatic DICER1 mutations or
loss of the normal allele [20]. Pituitary blastoma affects chil-
dren younger than 24 months and characteristically presents
with infant Cushing syndrome (Fig. 13), which is otherwise
very rare. Ophthalmoplegia or signs of increased intracranial
pressure might also be presenting signs. Whether pituitary
blastoma is malignant or benign remains uncertain, but its lo-
cation makes it life-threatening and approximately 50% of chil-
dren with pituitary blastoma have died of the disease [20]. The
imaging appearance ranges from a small solid mass within the
pituitary to a large heterogeneous solid–cystic mass extending
from the pituitary into the adjacent cisterns (Fig. 13).

Pineoblastoma

Pineoblastoma is an aggressive PNET of the pineal gland oc-
curring infrequently in individuals or families with DICER1
disease (Table 1). Pineoblastoma presents with symptoms of
increased intracranial pressure, gaze palsy or precocious pu-
berty, and carries a poor prognosis [109]. Nine DICER1-

Fig. 12 Sinonasal and ocular manifestations of DICER1 syndrome. a
Nasal chondromesenchymal hamartoma in a 15-year-old girl previously
treated for pleuropulmonary blastoma (PPB) and Sertoli–Leydig cell
tumor; the girl also had congenital phthisis bulbi. Coronal unenhanced
facial CT image at bone windows shows a calcified soft-tissue mass
expanding the left nasal cavity with remodeling and erosion of the
middle and inferior turbinates. b, c Ciliary body medulloepithelioma in

a 16-year-old girl: (b) Sagittal gadolinium-enhanced T1-weighted and (c)
axial T2-weighted head MR images show an enhancing mass (arrow)
extending posteriorly from the superomedial aspect of the ciliary body
of the right globe. Image (c) also shows left prephthisis bulbi secondary to
severe anterior segment dysgenesis noted at birth. Images (b) and (c)
courtesy of the family and David Plager, MD
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related pineoblastoma cases have been reported [11, 14, 18,
19]. The limited data from these reports suggest that DICER1
mutation is unlikely in adults with pineoblastoma and some-
what more likely in children. Pineoblastoma differs from other
DICER1 phenotypes in that the second DICER1 alteration is
more often loss of the normal DICER1 allele than mutations
affecting hotspot codons [18, 19]. On imaging, pineoblastoma
appears as a heterogeneous pineal mass that can cause ob-
structive hydrocephalus, infiltrate adjacent structures or dis-
seminate through the cerebrospinal fluid [109] (Fig. 13).

Cerebral sarcoma

Cerebral sarcoma is a rare, recently recognized syndrome phe-
notype (Table 1). These tumors can be highly morbid, causing
seizures, cerebral hemorrhage, edema and herniation [16]
(Fig. 13). Cerebral sarcomas attributable to DICER1 abnor-
malities were first noted in two children: a 4-year-old with a
large deletion in chromosome 14 that encompassed the entire
DICER1 gene [16] and a 3-year-old whose cerebral tumor
harbored two typical DICER1 mutations [96]. Two additional
cases without molecular confirmation are suggested in other
reports [1, 18]. In a recent report that lacked complete clinical
details and susceptibility information, tumor-based DICER1
mutations affecting hotspots were noted in 21/22 cerebral sar-
comas, most of which occurred in children [110]. Cerebral
sarcomas in children are likely to be increasingly investigated
for DICER1 causation. Three additional young children, one
of whom had neurofibromatosis type 1 (NF1), have recently
been reported with DICER1-associated cerebral sarcomas
with meningeal involvement [111]. A child with NF1 and
PPB has also been reported [112], and an excess of malignant

peripheral nerve sheath tumors observed in a study of
DICER1 mutation carriers is likely explained by the coexis-
tence of NF1 in the two affected children [13].

Infantile cerebellar embryonal tumor

The spectrum of DICER1 syndrome was further expanded by
the recent report of cerebellar embryonal tumors in two infants
with germline and hotspot DICER1 mutations [97] (Table 1).
These tumors strongly resembled embryonal tumor with mul-
tilayered rosettes, but lacked the typical chromosome 19
microRNA cluster amplification. One of these tumors had
sarcomatous elements, as is common in other tumors associ-
ated with DICER1 syndrome. These tumors appeared as en-
hancing midline posterior fossa masses on MR imaging [97].

Juvenile hamartomatous polyps

Gastrointestinal juvenile hamartomatous polyps occur in
DICER1 syndrome (Table 1), as well as in other tumor pre-
disposition syndromes such as Peutz-Jeghers and Cowden
syndromes [113]. Juvenile hamartomatous polyps can occur
from esophagus to rectum and can be asymptomatic or present
with intussusception [11, 15, 73, 114, 115] (Fig. 1). Juvenile
hamartomatous polyps might be especially frequent in very
young children with mosaic DICER1 mutations, who tend to
develop many phenotypic conditions [11, 15].

Mesenchymal hamartoma of the liver

Mesenchymal hamartoma of the liver is the second most com-
mon benign liver tumor in children, after hemangioma, and

Fig. 13 Intracranial tumors in DICER1 syndrome. a Pituitary blastoma.
Coronal gadolinium-enhanced T1-weighted head MR image in a 13-
month-old boy with Cushing syndrome shows abundant facial fat and a
heterogeneously enhancing pituitary mass extending into the suprasellar
cistern. b Pineoblastoma. Midline sagittal gadolinium-enhanced T1-
weighted head MR image in a 2-year-old boy shows a heterogeneously
enhancingmass arising from the pineal gland and compressing the tectum

and cerebral aqueduct. The boy also had a lung cyst (Fig. 1). c Cerebral
sarcoma. Axial unenhanced head CT image reveals a left parietal cerebral
mass with peritumoral edema, hemorrhage and rightward midline shift in
a 4-year-old boy with ciliary body medulloepithelioma, multinodular
goiter and presumptive Type Ir pleuropulmonary blastoma (PPB) (case
also discussed in reference [15]). Image (a) courtesy of Heidi Traunecker,
MD, and (c) courtesy of the family and of publisher JohnWiley and Sons
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consists of disordered primitive mesenchymal tissue, cysts
and hepatic parenchyma. Approximately 85% of cases present
in the first 2 years of life. These lesions typically appear on
imaging as a well-circumscribed multilocular cystic or mixed
solid and cystic tumor, ranging from a few millimeters to
many centimeters in dimension [116]. Chromosme 19q13 al-
terations resulting in aberrant activation of the chromosome
19 microRNA cluster (C19MC) and dysregulated microRNA
profiles are often implicated in mesenchymal hamartoma of
the liver. Two cases were recently reported — a child diag-
nosed at age 26 months with a mesenchymal harmatoma of
the liver who lacked tumor C19MC activation but instead
harbored a germline DICER1 mutation and a somatic hotspot
DICER1 mutation; and a child with a liver lesion consistent
with a mesenchymal hamartoma of the liver detected at age 9
months, a germline DICER1 mutation and several DICER1
syndrome phenotypes (including Type I PPB, cystic
nephroma and thyroid nodules). These cases suggest that mes-
enchymal hamartoma of the liver can be caused by DICER1
mutations and is a phenotype of DICER1 syndrome [117].
The likelihood of either spontaneous regression or malignant
transformation of unresected mesenchymal hamartoma of the
liver to undifferentiated embryonal sarcoma of the liver in the
setting of DICER1 syndrome, similar to the evolution of Type
I PPB to Type Ir, II or III PPB, is currently unclear.

Other DICER1 syndrome phenotypes

Macrocephaly is a common finding in DICER1 syndrome,
being reported in 42% of DICER1 germline mutation carriers
[118] (Table 1). Mosaic DICER1 mutations have been report-
ed with GLOW (global developmental delay, lung cysts, over-
growth and Wilms tumor) syndrome, which might be an un-
usual sub-type of DICER1 syndrome [25]. A case of congen-
ital phthisis bulbi [99] and a case of prephthisis bulbi second-
ary to anterior segment dysgenesis [14] have been reported in
children with DICER1 syndrome (Fig. 12), and a congenital
globe lesion requiring enucleation at age 2 years is mentioned
in a report of a woman with cervical embryonal rhabdomyo-
sarcoma [119]. A pulmonary sequestration was observed in a
known DICER1 mutation carrier [52], and a Type I PPB was
diagnosed in an extralobar sequestration in a child whose
DICER1 status was not studied [120]. Further observations
regarding pulmonary sequestration and DICER1 disease are
needed.

Although neuroblastoma and medulloblastoma are men-
tioned in DICER1 kindred, confirming molecular data have
not been reported [1, 4, 121]; furthermore, large series reveal
that DICER1 mutations contribute only rarely to neuroblasto-
ma, if at all [13, 122], and not to medulloblastoma [123]. The
observation of solitary cases of thymoma and malignant tera-
toma in a large cohort of DICER1 mutation carriers is of
uncertain significance [13]. Additional tumors reported but

without molecular substantiation include paraspinal alveolar
rhabdomyosarcoma [54], malignant fibrous histiocytoma (lat-
er considered pleiomorphic or leiomyosarcomatous sarcoma)
[52], Hodgkin lymphoma [124] and synovial sarcoma [1]. No
significant excess of certain common adult tumors (melano-
ma, breast or prostate cancer) was noted in a large cohort of
DICER1 mutation carriers [13].

Surveillance in DICER1 syndrome

Genetic testing forDICER1mutation carriers is available from
commercial and research laboratories and is strongly encour-
aged along with genetic counseling in suspect families
because of the syndrome’s numerous and generally rare phe-
notypes, variable penetrance and severity, and wide age range
of presentations (Table 1). Imaging surveillance might be used
in an effort to detect clinically occult disease for early inter-
vention, but this could alternately provide reassurance or pro-
voke anxiety [125]. Except for resecting Type I PPB before
progression to Types II or III PPB, a benefit of presymptom-
atic detection of DICER1 phenotypes has not been reported
[35].

Proposed surveillance strategies for early disease detection
in DICER1 mutation carriers vary [13, 35, 126–130].
Devising an appropriate surveillance strategy requires consid-
eration of the incidence, severity, progression rate and age
range for each phenotype. A narrow approach advocates
screening of DICER1 mutation carriers for Type I PPB with
chest CT in infancy before the peak incidence of Types II and
III PPB so that resection can prevent progression [13, 35]. A
broad approach involves annual chest CT to age 18 years,
biannual abdominal/pelvic US to age 40 years, annual brain
MR to age 25 years, and annual history and physical exam
emphasizing thyroid palpation [128]. For each imaging mo-
dality (radiography, CT, MR, US), the diagnostic performance
characteristics (sensitivity, specificity, predictive values), tech-
nique (contrast-enhanced vs. unenhanced; scan coverage),
surveillance interval, need for sedation/anesthesia, risk of ion-
izing radiation, risk of contrast agent, and cost must be
weighed [131]. The Image Gently (www.imagegently.org)
and Image Wisely (www.imagewisely.org) programs should
guide screening strategies. More intensive surveillance might
be warranted for individuals with mosaicism because of their
increased propensity to disease, while no screening might be
needed for children proved to have tumor-restricted mutations
[26, 130]. Recommended surveillance strategies organized by
organ system and devised on the basis of expert consensus and
literature review were recently published following an inter-
national symposium of DICER1 syndrome researchers [130].
However, the effectiveness of these recommendations remains
to be validated, and because of the rarity of DICER1 syn-
drome, studies large enough to measure the benefit of
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surveillance strategies are unlikely to be available soon. The
effectiveness of certain surveillance strategies for DICER1
syndrome can be estimated by mathematical modeling, but
this is a complex process that is limited by uncertainties in
the assumptions used to inform the model [127].

Conclusion

A novel familial tumor syndrome encompassing PPB, cystic
nephroma, embryonal rhabdomyosarcoma and multinodular
goiter was recognized just more than 20 years ago.
Systematic collection of patient and family data led to discov-
ery of the causalDICER1mutations and many additional phe-
notypes. Mutations in DICER1 predispose carriers to highly
pleiotropic tumors of many organs, with the highest period of
risk in childhood, yet extending into adulthood. Radiologists
play a primary role in the diagnosis and management of
DICER1 syndrome by recognizing the associated phenotypes
and assisting in the surveillance of DICER1mutation carriers.

Acknowledgments The authors gratefully appreciate the contributions of
innumerable physicians and families to knowledge of DICER1 syn-
drome. The authors thank Leanne de Kock, PhD, for critical review of
the manuscript and Patrick Johnson for image processing. Dr. Foulkes
obtained funding from a Canadian Institute of Health Research
Foundation grant (FDN-148390).

Compliance with ethical standards

Conflicts of interest None

References

1. Priest JR, Watterson J, Strong L et al (1996) Pleuropulmonary
blastoma: a marker for familial disease. J Pediatr 128:220–224

2. Manivel JC, Priest JR, Watterson J et al (1988) Pleuropulmonary
blastoma. The so-called pulmonary blastoma of childhood.
Cancer 62:1516–1526

3. Priest JR, Williams GM, Hill DA et al (2009) Pulmonary cysts in
early childhood and the risk of malignancy. Pediatr Pulmonol 44:
14–30

4. Slade I, Bacchelli C, Davies H et al (2011) DICER1 syndrome:
clarifying the diagnosis, clinical features and management impli-
cations of a pleiotropic tumour predisposition syndrome. J Med
Genet 48:273–278

5. Hill DA, Ivanovich J, Priest JR et al (2009) DICER1 mutations in
familial pleuropulmonary blastoma. Science 325:965

6. Foulkes WD, Priest JR, Duchaine TF (2014) DICER1: mutations,
microRNAs and mechanisms. Nat Rev Cancer 14:662–672

7. Lichtenberger JP, Biko DM, Carter BWet al (2018) Primary lung
tumors in children: radiologic–pathologic correlation from the ra-
diologic pathology archives. Radiographics 38:2151–2172

8. Dillman JR, Trout AT, Smith EA et al (2017) Hereditary renal
cystic disorders: imaging of the kidneys and beyond.
Radiographics 37:924–946

9. Bueno MT, Martínez-Ríos C, la Puente Gregorio A et al (2017)
Pediatric imaging in DICER1 syndrome. Pediatr Radiol 47:1292–
1301

10. Sood S, Hryhorczuk AL, Rissmiller J et al (2017) Spectrum of
syndromic disorders associated with pediatric tumors: evolving
role of practical imaging assessment. Radiol Clin North Am 55:
869–893

11. Brenneman M, Field A, Yang J et al (2015) Temporal order of
RNase IIIb and loss-of-function mutations during development
determines phenotype in pleuropulmonary blastoma/DICER1
syndrome: a unique variant of the two-hit tumor suppression mod-
el. F1000Res 4:214

12. Khan NE, Bauer AJ, Schultz KAP et al (2017) Quantification of
thyroid cancer and multinodular goiter risk in the DICER1 syn-
drome: a family-based cohort study. J Clin EndocrinolMetab 102:
1614–1622

13. Stewart DR, Best AF, Williams GM et al (2019) Neoplasm risk
among individuals with a pathogenic germline variant inDICER1.
J Clin Oncol 37:668–676

14. Ramasubramanian A, Correa ZM, Augsburger JJ et al (2013)
Medulloepithelioma in DICER1 syndrome treated with resection.
Eye 27:896–897

15. de Kock L, Wang YC, Revil T et al (2016) High-sensitivity se-
quencing reveals multi-organ somatic mosaicism causing
DICER1 syndrome. J Med Genet 53:43–52

16. de Kock L, Geoffrion D, Rivera B et al (2018) Multiple DICER1-
related tumors in a child with a large interstitial 14q32 deletion.
Genes Chromosomes Cancer 57:223–230

17. Kim J, Field A, Schultz KAP et al (2017) The prevalence of
DICER1 pathogenic variation in population databases. Int J
Cancer 141:2030–2036

18. de Kock L, Sabbaghian N, Druker H et al (2014) Germ-line and
somatic DICER1 mutations in pineoblastoma. Acta Neuropathol
128:583–595

19. Sabbaghian N, Hamel N, Srivastava A et al (2012) Germline
DICER1 mutation and associated loss of heterozygosity in a
pineoblastoma. J Med Genet 49:417–419

20. de Kock L, Sabbaghian N, Plourde F et al (2014) Pituitary
blastoma: a pathognomonic feature of germ-line DICER1 muta-
tions. Acta Neuropathol 128:111–122

21. Palculict TB, Ruteshouser EC, Fan Yet al (2016) Identification of
germline DICER1mutations and loss of heterozygosity in familial
Wilms tumour. J Med Genet 53:385–388

22. de Kock L, Bah I, Wu Y et al (2016) Germline and somatic
DICER1 mutations in a well-differentiated fetal adenocarcinoma
of the lung. J Thorac Oncol 11:e31–e33

23. WuMK, Goudie C, Druker H et al (2016) Evolution of renal cysts
to anaplastic sarcoma of kidney in a child with DICER1 syn-
drome. Pediatr Blood Cancer 63:1272–1275

24. de Kock L, Druker H, Weber E et al (2015) Ovarian embryonal
rhabdomyosarcoma is a rare manifestation of the DICER1 syn-
drome. Hum Pathol 46:917–922

25. Klein S, Lee H, Ghahremani S et al (2014) Expanding the pheno-
type of mutations in DICER1: mosaic missense mutations in the
RNase IIIb domain of DICER1 cause GLOW syndrome. J Med
Genet 51:294–302

26. Chong AS, Fahiminiya S, Strother D et al (2018) Revisiting
pleuropulmonary blastoma and atypical choroid plexus papilloma
in a young child: DICER1 syndrome or not? Pediatr Blood Cancer
65:e27294

27. de Kock L, Bah I, Brunet J et al (2016) Somatic DICER1 muta-
tions in adult-onset pulmonary blastoma. Eur Respir J 47:1879–
1882

28. Dehner LP, Messinger YH, Schultz KA et al (2015)
Pleuropulmonary blastoma: evolution of an entity as an entry into

Pediatr Radiol (2019) 49:1488–15051502



a familial tumor predisposition syndrome. Pediatr Dev Pathol 18:
504–511

29. Messinger YH, Stewart DR, Priest JR et al (2015)
Pleuropulmonary blastoma: a report on 350 central pathology-
confirmed pleuropulmonary blastoma cases by the International
Pleuropulmonary Blastoma Registry. Cancer 121:276–285

30. Dehner L,Watterson J, Priest J (1995) Pleuropulmonary blastoma.
A unique intrathoracic-pulmonary neoplasm of childhood.
Perspect Pediatr Pathol 18:214–226

31. Miniati DN, Chintagumpala M, Langston C et al (2006) Prenatal
presentation and outcome of children with pleuropulmonary
blastoma. J Pediatr Surg 41:66–71

32. Waelti SL, Garel L, Soglio DD et al (2017) Neonatal congenital
lung tumors— the importance of mid-second-trimester ultrasound
as a diagnostic clue. Pediatr Radiol 47:1766–1775

33. Hill DA, Jarzembowski JA, Priest JR et al (2008) Type I
pleuropulmonary blastoma: pathology and biology study of 51
cases from the international pleuropulmonary blastoma registry.
Am J Surg Pathol 32:282–295

34. Priest JR, Hill DA, Williams GM et al (2006) Type I
pleuropulmonary blastoma: a report from the International
Pleuropulmonary Blastoma Registry. J Clin Oncol 24:4492–4498

35. Schultz KA, Harris A, Williams GM et al (2014) Judicious
DICER1 testing and surveillance imaging facilitates early diagno-
sis and cure of pleuropulmonary blastoma. Pediatr Blood Cancer
61:1695–1697

36. Dosios T, Stinios J, Nicolaides P et al (2004) Pleuropulmonary
blastoma in childhood. A malignant degeneration of pulmonary
cysts. Pediatr Surg Int 20:863–865

37. Feinberg A, Hall NJ, Williams GM et al (2016) Can congenital
pulmonary airway malformation be distinguished from type I
pleuropulmonary blastoma based on clinical and radiological fea-
tures? J Pediatr Surg 51:33–37

38. Oliveira C, Himidan S, Pastor AC et al (2011) Discriminating
preoperative features of pleuropulmonary blastomas (PPB) from
congenital cystic adenomatoid malformations (CCAM): a retro-
spective, age-matched study. Eur J Pediatr Surg 21:2–7

39. Bouron-Dal Soglio D, de Kock L, Gauci R et al (2018) A case
report of syndromic multinodular goitre in adolescence: exploring
the phenotype overlap between Cowden and DICER1 syndromes.
Eur Thyroid J 7:44–50

40. Gupta S, Kang HC, Ganeshan D et al (2017) The ABCs of BHD:
an in-depth review of Birt-Hogge-Dube syndrome. AJR Am J
Roentgenol 209:1291–1296

41 . Gup t a N , F i n l a y GA , Ko t l o f f RM e t a l ( 2 0 1 7 )
Lymphangioleiomyomatosis diagnosis and management: high-
resolution chest computed tomography, transbronchial lung biop-
sy, and pleural disease management. Am J Respir Crit Care Med
196:1337–1348

42. Seely JM, Slahudeen S Sr, Cadaval-Goncalves AT et al (2012)
Pulmonary Langerhans cell histiocytosis: a comparative study of
computed tomography in children and adults. J Thorac Imaging
27:65–70

43. Kosar A, Tezel C, Orki A et al (2009) Bronchogenic cysts of the
lung: report of 29 cases. Heart Lung Circ 18:214–218

44. Pandian TK, Hamner C (2015) Surgical management for compli-
cations of pediatric lung injury. Semin Pediatr Surg 24:50–58

45. Freysdottir OO, Langston C et al (2006) Spontaneous pulmonary
interstitial emphysema in a term unventilated infant. Pediatr
Pulmonol 41:374–378

46. Cummings NM, Desai S, Thway K et al (2010) Cystic primary
pulmonary synovial sarcoma presenting as recurrent pneumotho-
rax: report of 4 cases. Am J Surg Pathol 34:1176–1179

47. Dishop MK, McKay EM, Kreiger PA et al (2010) Fetal lung
interstitial tumor (FLIT): a proposed newly recognized lung tumor
of infancy to be differentiated from cystic pleuropulmonary

blastoma and other developmental pulmonary lesions. Am J
Surg Pathol 34:1762–1772

48. de Kock L, Fahiminiya S, Fiset PO et al (2018) Infantile pulmo-
nary teratoid tumor. N Engl J Med 378:2238–2240

49. Guillerman RP, Vogelius E, Pinto-Rojas A et al (2015)
Malignancies of the pediatric lower respiratory tract. In: Parham
DM, Khoury JD, McCarville ME (eds) Pediatric malignancies:
pathology and imaging. Springer, New York, pp 227–243

50. Priest JR, Andic D, Arbuckle S et al (2011) Great vessel/cardiac
extension and tumor embolism in pleuropulmonary blastoma: a
report from the International Pleuropulmonary Blastoma Registry.
Pediatr Blood Cancer 56:604–609

51. Priest JR, Magnuson J, Williams GM et al (2007) Cerebral metas-
tasis and other central nervous system complications of
pleuropulmonary blastoma. Pediatr Blood Cancer 49:266–273

52. Foulkes WD, Bahubeshi A, Hamel N et al (2011) Extending the
phenotypes associated with DICER1 mutations. Hum Mutat 32:
1381–1384

53. Essenmacher AC, Joyce PH, Kao SC et al (2017) Sonographic
evaluation of pediatric thyroid nodules. Radiographics 37:1731–
1752

54. Rio Frio T, Bahubeshi A, Kanellopoulou C et al (2011) DICER1
mutations in familial multinodular goiter with and without ovarian
Sertoli-Leydig cell tumors. JAMA 305:68–77

55. de Kock L, Bah I, Revil T et al (2016) Deep sequencing reveals
spatially distributed distinct hot spot mutations in DICER1-related
multinodular goiter. J Clin Endocrinol Metab 101:3637–3645

56. de Kock L, Sabbaghian N, Soglio DB et al (2014) Exploring the
association between DICER1 mutations and differentiated thyroid
carcinoma. J Clin Endocrinol Metab 99:E1072–E1077

57. Shin SH, Yoon JH, Son MH et al (2012) Follicular thyroid carci-
noma arising after hematopoietic stem cell transplantation in a
child with pleuropulmonary blastoma. Thyroid 22:547–551

58. Cancer Genome Atlas Research Network (2014) Integrated geno-
mic characterization of papillary thyroid carcinoma. Cell 159:
676–690

59. Stewart CJ, Charles A, Foulkes WD (2016) Gynecologic manifes-
tations of the DICER1 syndrome. Surg Pathol Clin 9:227–241

60. Schultz KA, Pacheco MC, Yang J et al (2011) Ovarian sex cord-
stromal tumors, pleuropulmonary blastoma and DICER1 muta-
tions: a report from the International Pleuropulmonary Blastoma
Registry. Gynecol Oncol 122:246–250

61. Jensen RD, Norris HJ, Fraumeni JF (1974) Familial
arrhenoblastoma and thyroid adenoma. Cancer 33:218–223

62. de Kock L, Terzic T, McCluggage WG et al (2017) DICER1
mutations are consistently present in moderately and poorly dif-
ferentiated Sertoli-Leydig cell tumors. Am J Surg Pathol 41:1178–
1187

63. Schultz KAP, Harris AK, Finch M et al (2017) DICER1-related
Sertoli-Leydig cell tumor and gynandroblastoma: clinical and ge-
netic findings from the International Ovarian and Testicular
Stromal Tumor Registry. Gynecol Oncol 147:521–527

64. Young RH, Scully RE (1985) Ovarian Sertoli-Leydig cell tumors.
A clinicopathological analysis of 207 cases. Am J Surg Pathol 9:
543–569

65. DemidovVN, Lipatenkova J, Vikhareva O et al (2008) Imaging of
gynecological disease (2): clinical and ultrasound characteristics
of Sertoli cell tumors, Sertoli-Leydig cell tumors and Leydig cell
tumors. Ultrasound Obstet Gynecol 31:85–91

66. Jung SE, Rha SE, Lee JM et al (2005) CTandMRI findings of sex
cord-stromal tumor of the ovary. AJR Am J Roentgenol 185:207–
215

67. Khan NE, Ling A, Raske ME et al (2018) Structural renal abnor-
malities in the DICER1 syndrome: a family-based cohort study.
Pediatr Nephrol 33:2281–2288

Pediatr Radiol (2019) 49:1488–1505 1503



68. Boman F, Hill DA, Williams GM et al (2006) Familial association
of pleuropulmonary blastoma with cystic nephroma and other re-
nal tumors: a report from the International Pleuropulmonary
Blastoma Registry. J Pediatr 149:850–854

69. Bahubeshi A, Bal N, Rio Frio T et al (2010) Germline DICER1
mutations and familial cystic nephroma. J Med Genet 47:863–866

70. Doros LA, Rossi CT, Yang J et al (2014) DICER1 mutations in
childhood cystic nephroma and its relationship to DICER1-renal
sarcoma. Mod Pathol 27:1267–1280

71. Joshi VV, Beckwith JB (1989) Multilocular cyst of the kidney
(cystic nephroma) and cystic, partially differentiated
nephroblastoma. Terminology and criteria for diagnosis. Cancer
64:466–479

72. Cajaiba MM, Khanna G, Smith EA (2016) Pediatric cystic
nephromas: distinctive features and frequent DICER1 mutations.
Hum Pathol 48:81–87

73. Shaheen IS, Fitzpatrick M, Brownlee K et al (2010) Bilateral
progressive cystic nephroma in a 9-month-old male infant requir-
ing renal replacement therapy. Pediatr Nephrol 25:1755–1758

74. Chung EM, Graeber AR, Conran RM (2016) Renal tumors of
childhood: radiologic-pathologic correlation part 1. The 1st de-
cade: from the radiologic pathology archives. Radiographics 36:
499–522

75. Wood CG, Stromberg LJ, Harmath CB et al (2015) CT and MR
imaging for evaluation of cystic renal lesions and diseases.
Radiographics 35:125–141

76. May LA, Guillerman RP, Jadhav S et al (2017) Evaluation of
imaging criteria for localized cystic disease of the kidney in the
pediatric setting. Pediatr Radiol 47:S146

77. Vujanić GM, Kelsey A, Perlman EJ et al (2007) Anaplastic sarco-
ma of the kidney: a clinicopathologic study of 20 cases of a new
entity with polyphenotypic features. Am J Surg Pathol 31:1459–
1468

78. Wu MK, Vujanic GM, Fahiminiya S et al (2017) Anaplastic sar-
comas of the kidney are characterized byDICER1mutations.Mod
Pathol 31:169–178

79. Wu MK, Sabbaghian N, Xu B et al (2013) Biallelic DICER1
mutations occur in Wilms tumours. J Pathol 230:154–164

80. Gadd S, Huff V, Huang CC et al (2012) Clinically relevant subsets
identified by gene expression patterns support a revised ontogenic
model of Wilms tumor: a Children's Oncology Group study.
Neoplasia 14:742–756

81. Doros L, Yang J, Dehner L et al (2012) DICER1 mutations in
embryonal rhabdomyosarcomas from children with and without
familial PPB-tumor predisposition syndrome. Pediatr Blood
Cancer 59:558–560

82. de Kock L, Rivera B, Revil T et al (2017) Sequencing of DICER1
in sarcomas identifies biallelic somatic DICER1 mutations in an
adult-onset embryonal rhabdomyosarcoma. Br J Cancer 116:
1621–1626

83. de Kock L, Foulkes WD (2016) Sarcoma and germ-line DICER1
mutations. Lancet Oncol 17:e470

84. Tomiak E, de Kock L, Grynspan D et al (2014) DICER1 muta-
tions in an adolescent with cervical embryonal rhabdomyosarco-
ma (cERMS). Pediatr Blood Cancer 61:568–569

85. Rosenberg P, Carinelli S, Peiretti M et al (2012) Cervical sarcoma
botryoides and ovarian Sertoli-Leydig cell tumor: a case report
and review of literature. Arch Gynecol Obstet 285:845–848

86. Dehner LP, Jarzembowski JA, Hill DA (2012) Embryonal rhab-
domyosarcoma of the uterine cervix: a report of 14 cases and a
discussion of its unusual clinicopathological associations. Mod
Pathol 25:602–614

87. de Kock L, Boshari T, Martinelli F et al (2016) Adult-onset cervi-
cal embryonal rhabdomyosarcoma and DICER1mutations. J Low
Genit Tract Dis 20:e8–10

88. Rome A, Gentet JC, Coze C (2008) Pediatric thyroid cancer aris-
ing as a fourth cancer in a child with pleuropulmonary blastoma.
Pediatr Blood Cancer 50:1081

89. Cross SF, Arbuckle S, Priest JR et al (2010) Familial
pleuropulmonary blastoma in Australia. Pediatr Blood Cancer
55:1417–1419

90. Fremerey J, Balzer S, Brozou T et al (2017) Embryonal rhabdo-
myosarcoma in a patient with a heterozygous frameshift variant in
the DICER1 gene and additional manifestations of the DICER1
syndrome. Fam Cancer 16:401–405

91. Schultz KA, Harris A, Messinger Y et al (2016) Ovarian tumors
related to intronic mutations in DICER1: a report from the
International Ovarian and Testicular Stromal Tumor Registry.
Fam Cancer 15:105–110

92. Priest JR, Williams GM, Mize WA et al (2010) Nasal
chondromesenchymal hamar toma in chi ld ren wi th
pleuropulmonary blastoma — a report from the International
Pleuropulmonary Blas toma Regis t ry. In t J Pedia t r
Otorhinolaryngol 74:1240–1244

93. Stewart DR, Messinger Y, Williams GM et al (2014) Nasal
chondromesenchymal hamartomas arise secondary to germline
and somatic mutations of DICER1 in the pleuropulmonary
blastoma tumor predisposition disorder. Hum Genet 133:1443–
1450

94. Priest JR, Williams GM, Manera R et al (2011) Ciliary body
medulloepithelioma: four cases associated with pleuropulmonary
blastoma — a report from the International Pleuropulmonary
Blastoma Registry. Br J Ophthalmol 95:1001–1005

95. Sahakitrungruang T, Srichomthong C, Pornkunwilai S et al (2014)
Germline and somatic DICER1 mutations in a pituitary blastoma
causing infantile-onset Cushing's disease. J Clin Endocrinol
Metab 99:E1487–E1492

96. Alexandrescu S, Vargas S (2017) DSS case 2017-9 cerebral sar-
coma. Presented at the 93rd annual meeting of neuropathologists,
diagnostic slide session. Garden Grove, June 8–11:92

97. Uro-Coste E, Masliah-Planchon J, Siegfried A et al (2019)
ETMR-like infantile cerebellar embryonal tumors in the extended
morphologic spectrum of DICER1-related tumors. Acta
Neuropathol 137:175–177

98. Liu DJ, Perrier R, Wei XC et al (2016) Metachronous type I
pleuropulmonary blastoma and atypical choroid plexus papilloma
in a young child. Pediatr Blood Cancer 63:2240–2242

99. Johnson C, Nagaraj U, Esguerra J et al (2007) Nasal
chondromesenchymal hamartoma: radiographic and histopatho-
logic analysis of a rare pediatric tumor. Pediatr Radiol 37:101–104

100. McDermott MB, Ponder TB, Dehner LP (1998) Nasal
chondromesenchymal hamartoma: an upper respiratory tract ana-
logue of the chest wall mesenchymal hamartoma. Am J Surg
Pathol 22:425–433

101. Yao-LeeA,RyanM,RajaramV (2011)Nasal chondromesenchymal
hamartoma: correlation of typicalMR,CTand pathological findings.
Pediatr Radiol 41:675–677

102. Dean KE, Shatzkes D, Phillips CD (2019) Imaging review of new
and emerging sinonasal tumors and tumor-like entities from the
fourth edition of the World Health Organization classification of
head and neck tumors. AJNR Am J Neuroradiol 40:584–590

103. Kaliki S, Shields CL, Eagle RC et al (2013) Ciliary body
medulloepithelioma: analysis of 41 cases. Ophthalmology 120:
2552–2559

104. Kramer GD, Arepalli S, Shields CL et al (2014) Ciliary body
medulloepithelioma association with pleuropulmonary blastoma
in a familial tumor predisposition syndrome. J Pediatr
Ophthalmol Strabismus 51:e48–e50

105. Huryn LA, Turriff A, Harney LA et al (2019) DICER1 syndrome:
characterization of the ocular phenotype in a family-based cohort
study. Ophthalmology 126:296–304

Pediatr Radiol (2019) 49:1488–15051504



106. Sansgiri RK, Wilson M, McCarville MB et al (2013) Imaging
features of medulloepithelioma: report of four cases and review
of the literature. Pediatr Radiol 43:1344–1356

107. Scheithauer BW, Kovacs K, Horvath E et al (2008) Pituitary
blastoma. Acta Neuropathol 116:657–666

108. Scheithauer BW, Horvath E, Abel TW et al (2012) Pituitary
blastoma: a unique embryonal tumor. Pituitary 15:365–373

109. Tamrazi B, Nelson M, Blüml S (2017) Pineal region masses in
pediatric patients. Neuroimaging Clin N Am 27:85–97

110. Koelsche C, Mynarek M, Schrimpf D et al (2018) Primary intra-
cranial spindle cell sarcoma with rhabdomyosarcoma-like features
share a highly distinct methylation profile and DICER1mutations.
Acta Neuropathol 136:327–337

111. Lee JC, Villanueva-Meyer JE, Ferris SP et al (2019) Primary in-
tracranial sarcomas with DICER1 mutation often contain promi-
nent eosinophilic cytoplasmic globules and can occur in the setting
of neurofibromatosis type 1. Acta Neuropathologica 137:521–525

112. Zuker NB, Dietl CA, Kenna S et al (2007) Unusual survival of an
adult with pleuropulmonary blastoma and neurofibromatosis. J
Thorac Cardiovasc Surg 134:541–542

113. Shaco-Levy R, Jasperson KW, Martin K et al (2016) Morphologic
characterization of hamartomatous gastrointestinal polyps in
Cowden syndrome, Peutz-Jeghers syndrome, and juvenile
polyposis syndrome. Hum Pathol 49:39–48

114. Nur S, Badr R, Sandoval C et al (2007) Syndromic presentation of
a pleuropulmonary blastoma associated with congenital cystic
adenomatoid malformation. A case report. J Pediatr Surg 42:
1772–1775

115. Lucia-Casadonte C, Kulkarni S, Restrepo R et al (2013) An un-
usual case of pleuropulmonary blastoma in a child with jejunal
hamartomas. Case Rep Pediatr 2013:140508

116. Stringer MD, Alizai NK (2005) Mesenchymal hamartoma of the
liver: as systematic review. J Pediatr Surg 40:1681–1690

117. Apellaniz-RuizM, SegniM, KettwigM et al (2019)Mesenchymal
hamartoma of the liver and DICER 1 syndrome. N Engl J Med
380:1834–1842

118. Khan NE, Bauer AJ, Doros L et al (2017) Macrocephaly associ-
ated with the DICER1 syndrome. Genet Med 19:244–248

119. Houghton SJ, Chan KK, Rollason TP (1995) Sarcoma botryoides
of the cervix: a report of two cases. Curr Obstet Gynaecol 5:239–
242

120. Bickel S, Carnes B, Thompson M et al (2016) Type I
pleuropulmonary blastoma originating from an extralobar seques-
tration. Eur Respir Pulmon Dis 2:23–25

121. Saskin A, de Kock L, Sabbaghian N et al (2018) A case of neu-
roblastoma in DICER1 syndrome: chance finding or noncanonical
causation? Pediatr Blood Cancer 65

122. Pugh TJ, Morozova O, Attiyeh EF et al (2013) The genetic land-
scape of high-risk neuroblastoma. Nat Genet 45:279–284

123. Northcott PA, Buchhalter I, Morrissy AS et al (2017) The
whole-genome landscape of medulloblastoma subtypes.
Nature 547:311–317

124. Kuhlen M, Hönscheid A, Schemme J et al (2016) Hodgkin lym-
phoma as a novel presentation of familial DICER1 syndrome. Eur
J Pediatr 175:593–597

125. Malkin D, Nichols KE, Schiffman JD et al (2017) The future of
surveillance in the context of cancer predisposition: through the
murky looking glass. Clin Cancer Res 23:e133–e137

126. Schultz KAP, Rednam SP, Kamihara J et al (2017) PTEN,
DICER1, FH, and their associated tumor susceptibility syn-
dromes: clinical features, genetics, and surveillance recommenda-
tions in childhood. Clin Cancer Res 23:e76–e82

127. SabapathyDG, GuillermanRP, Orth RC et al (2015) Radiographic
screening of infants and young children with genetic predisposi-
t ion for rare malignancies: DICER1 mutat ions and
pleuropulmonary blastoma. AJR Am J Roentgenol 204:W475–
W482

128. van Engelen K, Villani A, Wasserman JD et al (2018) DICER1
syndrome: approach to testing andmanagement at a large pediatric
tertiary care center. Pediatr Blood Cancer 65

129. Doros L, Schultz KA, Stewart DR et al (2014) DICER1-related
disorders. In: Adam MP, Ardinger HH, Pagon RA et al (eds)
GeneReviews®. University of Washington, Seattle

130. Schultz KAP, Williams GM, Kamihara J et al (2018) DICER1 and
associated conditions: identification of at-risk individuals and rec-
ommended surveillance strategies. Clin Cancer Res 24:2251–
2261

131. Callahan MJ, MacDougall RD, Bixby SD et al (2018) Ionizing
radiation from computed tomography versus anesthesia for mag-
netic resonance imaging in infants and children: patient safety
considerations. Pediatr Radiol 48:21–30

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Pediatr Radiol (2019) 49:1488–1505 1505


	Imaging of DICER1 syndrome
	Abstract
	Introduction
	DICER1 syndrome
	DICER1 function and mutations
	DICER1 syndrome phenotypes
	Pleuropulmonary blastoma
	Other thoracic conditions
	Multinodular goiter and differentiated thyroid cancer
	Ovarian Sertoli–Leydig cell tumors and other sex cord–stromal cell tumors
	Kidney tumors
	Cystic nephroma
	Anaplastic sarcoma of kidney
	Wilms tumor

	Embryonal rhabdomyosarcoma
	Cervix embryonal rhabdomyosarcoma
	Bladder embryonal rhabdomyosarcoma
	Ovarian embryonal rhabdomyosarcoma

	Cranial conditions
	Nasal chondromesenchymal hamartoma
	Ciliary body medulloepithelioma
	Pituitary blastoma
	Pineoblastoma
	Cerebral sarcoma
	Infantile cerebellar embryonal tumor

	Juvenile hamartomatous polyps
	Mesenchymal hamartoma of the liver
	Other DICER1 syndrome phenotypes

	Surveillance in DICER1 syndrome
	Conclusion
	References

	Untitled

