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Abstract
DICER1 syndrome is a rare tumor predisposition syndrome with manifestations that predominantly affect children and young 
adults. The syndrome is typically caused by heterozygous germline loss-of-function DICER1 alterations accompanied on the 
other allele by somatic missense mutations occurring at one of a few mutation hotspots within the sequence encoding the 
RNase IIIb domain. DICER1 encodes a member of the microRNA biogenesis machinery. The syndrome spectrum is highly 
pleiotropic and features a unique constellation of benign and malignant neoplastic and dysplastic lesions. Pleuropulmonary 
blastoma (PPB), the most common primary lung cancer in children, is the hallmark tumor of the syndrome. Other manifesta-
tions include ovarian Sertoli-Leydig cell tumor, cystic nephroma arising in childhood, multinodular goiter, thyroid carcinoma, 
anaplastic sarcoma of the kidney, embryonal rhabdomyosarcoma, and nasal chondromesenchymal hamartoma, in addition 
to other rare entities. Several central nervous system (CNS) manifestations have also been defined, including metastases 
of PPB to the cerebrum, pituitary blastoma, pineoblastoma, ciliary body medulloepithelioma, and most recently primary 
DICER1-associated CNS sarcomas and ETMR-like infantile cerebellar embryonal tumor. Macrocephaly is a recently reported 
non-neoplastic, haploinsufficient phenotype. In this manuscript, we review the CNS manifestations of DICER1 syndrome.
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Introduction to DICER1 syndrome

DICER1 syndrome is a rare tumor predisposition syndrome 
with manifestations that predominantly affect children 
and young adults (Online Mendelian Inheritance in Man 
#601200). First evidence of its existence was reported by 
Priest and colleagues in 1996 [48]. Here, they noted the 
familial clustering of the rare sarcomatous lung tumor of 
childhood, pleuropulmonary blastoma (PPB), either alone, 
or with other rare neoplastic and dysplastic conditions. 
Most frequently, the syndrome is inherited in an autosomal 
dominant manner and is caused by genetic alterations of 
DICER1 [26]. The DICER1 gene product is an RNase III 
endoribonuclease that functions canonically in the micro-
RNA (miRNA) biogenesis pathway where it cleaves miR-
NAs from their hairpin-shaped precursors. The resulting 
mature ~ 22 nucleotide-long miRNAs function to negatively 
regulate the expression of protein-coding genes at the post-
transcriptional level [21, 24]. The identification of DICER1 
as the gene causing DICER1 syndrome came in 2009 fol-
lowing a linkage study performed by Hill and colleagues 
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who identified heterozygous germline DICER1 pathogenic 
variants in 11 of 11 tested families with PPB [26]. Since 
then, studies have revealed the DICER1 syndrome pheno-
type to be pleiotropic and comprise a unique constellation 
of benign and malignant conditions: in addition to PPB, the 
most common primary lung cancer in children [17, 18, 47], 
the syndrome predominantly features ovarian Sertoli-Ley-
dig cell tumor, embryonal rhabdomyosarcoma primarily of 
the uterine cervix, multinodular goiter, thyroid carcinoma, 
cystic nephroma arising during childhood, anaplastic sar-
coma of the kidney, nasal chondromesenchymal hamartoma, 
and other rare entities (Table 1) [21]. DICER1 syndrome 
also features a spectrum of central nervous system (CNS) 
manifestations which are the focus of this review.

DICER1 syndrome genetics

Most individuals with DICER1 syndrome are heterozygous 
for a germline DICER1 loss-of-function pathogenic variant. 
Germline deletions involving one or more exons of DICER1 
[3, 4, 57], or the entire DICER1 locus have also been docu-
mented [10, 11, 25, 75]. While approximately 87% of het-
erozygous germline DICER1 pathogenic variants occurring 

in children with PPB are inherited in an autosomal dominant 
manner, approximately 13% arise de novo [4]. Approxi-
mately 10% of DICER1 syndrome cases are the result of 
somatic mosaicism for a pathogenic DICER1 variant [4, 16, 
32]. DICER1 syndrome-related tumors very typically har-
bor an additional somatically acquired missense mutation 
in exon 24 or 25 encoding the RNase IIIb cleavage domain, 
involving one of the following codons: p.E1705, p.D1709, 
p.G1809, p.D1810, or p.E1813 [21]. DICER1 syndrome thus 
fulfils Knudson’s two-hit hypothesis, but in contrast to the 
classic model, barring a few exceptions, the event on the 
second allele does not fully abrogate DICER1 function [21]. 
Instead, hotspot mutations in the RNase IIIb domain have 
been shown to interfere with DICER1’s ability to process 
miRNAs from the 5′ strand of hairpin-shaped precursor-
miRNA molecules resulting in altered 5p to 3p miRNA 
expression ratios [52, 53, 64, 76]. 5p miRNA levels are glob-
ally and consistently reduced in DICER1-mutated tumors 
[52, 53, 64, 76]. Hypothesized mechanisms of DICER1-
related tumorigenesis include the loss of tumor suppressor 
miRNAs of 5p origin (e.g. members of the let-7 family of 
miRNAs), leading to upregulation of their target oncogenes. 
Given that DICER1 syndrome tumors are frequently blasto-
matous in nature, it could be postulated that the drastic but 

Table 1   Summary of DICER1 syndrome manifestations

CNS central nervous system, Dx diagnosis, ETMR Embryonal Tumor with Multilayered Rosettes, ERMS embryonal rhabdomyosarcoma
*Indicated age range is derived from cases with biallelic DICER1 alterations, one of which is germline in origin; Age range for CNS sarcomas 
bearing biallelic somatic DICER1 mutations is 0–20 years

CNS manifestations Abbreviation Approximate age range of susceptibility

Metastasis and embolism of PPB to CNS – Up to 36 months following PPB Dx
Pituitary blastoma PitB 0–24 months
Pineoblastoma PinB 2–25 years
Ciliary body medulloepithelioma CBME 3–10 years
ETMR-like infantile cerebellar tumor – Not determined
Primary DICER1-associated CNS sarcoma CNS sarcoma 4–12 years*
Macrocephaly – –

Prototypical non-CNS manifestations Abbreviation Approximate age range of susceptibility

Pleuropulmonary blastoma (Types I, Ir, II, and III) PPB 0–72 months
Occult lung cysts – Discovered at any age
Cystic nephroma CN 0–48 months
Ovarian Sertoli-Leydig cell tumor SLCT 5–45 years
Multinodular goiter/differentiated thyroid cancer MNG/DTC 5–40 years
ERMS of the uterine cervix cERMS 4–45 years
Nasal chondromesenchymal hamartoma NCMH 6–18 years
DICER1-associated anaplastic sarcoma of kidney D1ASK 2–20 years
Other selected non-CNS manifestations
Juvenile hamartomatous intestinal polyps, bladder ERMS, ovarian ERMS

Other selected non-CNS manifestations

Juvenile hamartomatous intestinal polyps, bladder ERMS, ovarian ERMS
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distinct miRNA dysregulation results in the downregulation 
of cellular differentiation pathways accompanied by upregu-
lation of proliferation pathways, leading to tumors exhibiting 
immature histological appearances. Additional mechanistic 
studies are required to examine the specific downstream 
effects of miRNA perturbation and their role in DICER1 
syndrome tumorigenesis.

A small percentage (~ 10%) of patients are found to have 
a mosaic DICER1 mutation [4]: those patients with mosaic 
distributions of RNase IIIb hotspot mutations develop a 
greater number of disease foci at significantly younger ages 
than their non-RNase IIIb-mosaic counterparts [4, 16]. In 
contrast, those with mosaic loss-of-function variants tend 
to have one or two foci of disease. Regardless of the type 
of mosaic variant, a second mutation is present which may 
include loss of heterozygosity (LOH) [4].

A subset of tumors has been found to harbor biallelic 
DICER1 alterations limited to the tumor (i.e. biallelic 
somatic mutations). These patients have disease involving 
only a single organ and are not considered syndromic or at 
risk of developing other DICER1 syndrome lesions [4, 6, 
9, 12] although consideration should be given to possible 
unrecognized mosaicism of the identified loss-of-function 
mutation [6].

Because DICER1 alterations in both benign and malig-
nant syndrome-related conditions appear to be identical (i.e. 
one loss-of-function variant coupled with an RNase IIIb 
hotspot mutation), the mechanisms underlying neoplastic 
potential of certain DICER1 syndrome-related tumors are 
not yet known but are hypothesized to be due to the pres-
ence of additional oncogenic alterations in other genes. TP53 
is frequently inactivated in DICER1-mutated PPB [52, 64] 
and anaplastic sarcoma of the kidney [78]. NRAS and BRAF 
are also mutated in some PPBs [52]. In contrast, screening 
for known oncogenic driver mutations of papillary thyroid 
carcinoma in DICER1-related thyroid cancers did not reveal 
any such alterations [74, 77], indicating the need for further 
study.

The penetrance of germline DICER1 pathogenic vari-
ants for clinical phenotypes in non-probands has been cal-
culated to be ~ 5% by age 10 years, increasing to ~ 20% by 
age 50 years [70]. Heterozygotes typically develop one or 
two phenotypes of which MNG and occult small lung cysts 
are the most frequent [4]. Penetrance is significantly lower 
for other phenotypes including the CNS manifestations of 
DICER1 syndrome.

CNS manifestations

CNS manifestations of DICER1 syndrome often present a 
diagnostic challenge. Metastasis of PPB to the CNS is rela-
tively frequent [41, 46]; while PPB Type I is a multi-cystic 
neoplasm that is not usually aggressive, PPB Types II and 

III, which are cystic and cystic/solid, respectively, and which 
contain sarcomatous areas, can metastasize to the CNS. Pri-
mary tumors include pituitary blastoma [14, 58], pineoblas-
toma [13, 56], ciliary body medulloepithelioma (an ocular 
tumor of neuroepithelial origin) [8, 42], and the two recently 
recognized conditions: primary DICER1-associated CNS 
sarcoma exhibiting rhabdomyoblastic differentiation [10, 34] 
and ETMR-like infantile cerebellar embryonal tumor [73] 
(Table 1). Several other CNS tumors have been reported in 
the context of DICER1 syndrome and/or DICER1 alterations 
but lack definitive evidence of genetic association. These 
include medulloblastoma [48], intracranial medulloepithe-
lioma [7], anaplastic meningeal sarcoma [13], and glioblas-
toma multiforme [1, 49]. Macrocephaly has recently been 
documented in DICER1 heterozygotes [30]. Below, we 
review the histology and molecular characteristics of CNS 
conditions established to be included in DICER1 syndrome:

Metastases and embolism of PPB to the CNS

Metastasis of thoracic PPB to the cerebrum is the most fre-
quent CNS event encountered in DICER1 syndrome patients 
[41, 46]. The CNS is also the most frequent site of distant 
PPB metastasis. In a series of 235 cases of PPB Types II 
(n = 124), II–III (n = 21), and III (n = 90), 26 CNS metastatic 
events were documented, thus occurring in 11% of patients 
with “advanced” PPB in the study [41]; 4/26 cases involved 
local chest relapse together with CNS metastasis and 22/26 
were isolated CNS events without concomitant relapse 
of chest disease [41]. No cases of metastatic PPB Type I 
have been described. Importantly, the CNS seems to be a 
“sanctuary site” for PPB with CNS metastases occurring 
up to 36 months after PPB diagnosis and characteristically 
without concurrent chest disease [41, 46]. The International 
PPB Registry currently recommends surveillance head mag-
netic resonance scans of PPB Types II and III patients be 
performed every 3 months until 36 months following PPB 
diagnosis (https​://www.ppbre​gistr​y.org/healt​h-profe​ssion​
als/basic​-facts​-about​-ppb/metas​tasis​/). The most frequent 
site of PPB CNS metastasis is the cerebrum. PPB cerebral 
metastases can be fulminant—exemplified by symptomatic 
bi-frontal disease developing 6 weeks following a mag-
netic resonance scan considered normal at the time of the 
scan and in retrospect [46]. Meningeal PPB metastases and 
metastases to the spinal cord are documented but rare [46]. 
Because PPB can extend into the thoracic great vessels, such 
as Wilms tumor, PPB tumor embolism to the CNS following 
chest surgery has been observed causing either dry or hem-
orrhagic infarction with both early and late tumor growth 
at the infarction site [45, 46]. An example of the latter was 
described by Tan Kendrick and colleagues in the case of 
a 3-year-old girl, who, one day after surgical excision of 
PPB Type II, was found to have a large embolic cerebral 

https://www.ppbregistry.org/health-professionals/basic-facts-about-ppb/metastasis/
https://www.ppbregistry.org/health-professionals/basic-facts-about-ppb/metastasis/
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infarction. A year later, a 5 cm hemorrhagic tumor was dis-
covered at the site of the infarct [71, 72].

The histological appearance of metastatic PPB is similar 
to the primary lung lesion but may show a predominance of 
rhabdomyoblastic or spindle cell elements [46]. Metastatic 
PPB may be histopathologically indistinguishable from 
the recently described primary DICER1-associated CNS 
sarcoma (discussed below); distinction can be achieved by 
assessing prior or current personal medical history of PPB 
of the lung, combined with genetic testing of both the chest 
and CNS lesions: the presence of a different RNase IIIb hot-
spot mutation in each of the chest and CNS lesions would 
be indicative of them being separate events; whereas the 
presence of the same RNase IIIb hotspot mutation in both 
tumors would be suggestive (although not definitive) of the 
CNS lesion being metastatic PPB. The presence of multi-
ple cerebral lesions in a known PPB patient also suggests 
metastasis [46].

Pituitary blastoma

Pituitary blastoma is an exceedingly rare tumor of the anterior 
pituitary that was described by Scheithauer in 2008 and 2012 
[61, 62]. To date, 16 cases have been described [14, 23, 29, 
58]. Pituitary blastomas occur in children aged 2 years and 
younger. Presenting symptoms include Cushing syndrome 
(a rare endocrinopathy in infants), ophthalmoplegia, and/
or diabetes insipidus. Blood adrenocorticotrophic hormone 
(ACTH) is typically elevated, and the levels of other pituitary 
hormones can be variably affected. On radiographic imaging, 
pituitary blastoma appears as a hypophyseal and suprahypo-
physeal cystic/solid or solid mass [14, 58, 61, 62] (Fig. 1a).

The histology, which resembles that of the embryonic 
stage pituitary gland, is complex and is composed of small 
blastema-like cells, glandular structures resembling Rathke 
epithelium, adenohypophysial folliculostellate and secretory 
cells (Fig. 1b). Mitotic activity can vary from case to case, 
and areas of necrosis can be present [61]. Most cases have 
varying degrees of ACTH and growth hormone immunore-
activity which is an unusual combination of hormonal secre-
tions in pituitary tumors. Immunohistochemical staining for 
other pituitary hormones (prolactin, follicle-stimulating hor-
mone, luteinizing hormone, thyrotropin, and alpha subunit) 
are typically negative [14, 61]. The immunoprofile of pitui-
tary blastoma includes keratins, galectin-3, annexin-1, scant 
GFAP and S100 expression in folliculostellate cells, and 
synaptophysin and chromogranin expression in secretory 
cells. p53 and p27 are positive in a significant proportion 
of the small, immature cells, and Ki67 expressivity varies 
widely and does not appear to be a good prognostic indica-
tor [14]. It is not yet known whether pituitary blastoma is 
malignant or benign, but its intracranial location makes it 
life-threatening [14].

Of the 16 cases described to date, 14 have undergone 
genetic testing and all 14 were determined to have had one or 
more pathogenic variants in DICER1 [14, 23, 29, 58]. More 
specifically, 11/14 (79%) patients were heterozygous for a 
germline DICER1 pathogenic variant (10 loss-of-function; 
1 RNase IIIb hotspot [ref [14], case 12]). In a 13-case series 
[14] and three brief reports [23, 29, 58], one patient was 
found to be DICER1 wild-type on germline testing, but had 
a somatic RNase IIIb hotspot mutation; similar somatic hot-
spot mutations were identified in 9/14 tumors; 2/14 tumors 
had LOH; one tumor lacked both an RNase IIIb hotspot 

Fig. 1   Pituitary blastoma, a pathognomonic lesion of DICER1 syn-
drome. a Sagittal T1 magnetic resonance image showing a large 
pituitary tumor and prominent posterior neck adipose tissue, consist-
ent with the Cushingoid appearance of a subset of pituitary blastoma 

patients (Image courtesy of Megan Moriarty-Kelsey, MD). b Hema-
toxylin and eosin (H&E)-stained section demonstrating Rathke-type 
epithelium, pituitary secretory-type cells, and occasional blastemal 
elements
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mutation and LOH and two tumors were not sequenced [14, 
29]. Thus, pituitary blastoma appears to be pathognomonic 
for DICER1 syndrome.

Pineoblastoma

Pineoblastoma is a rare primitive neuroectodermal tumor 
arising in the pineal gland, classified as a WHO grade IV 
tumor [20]. Pineoblastoma represent less than 0.5% of all 
intracranial tumors and approximately 35% of pineal paren-
chymal tumors. Pineoblastomas are most frequent in the 
first two decades of life with a median age at diagnosis of 
approximately 13 years [20, 40]. Given the anatomic loca-
tion, presenting symptoms include vomiting, headaches, and 
altered mental status [8]. Diagnostic imaging usually reveals 
a large mass in the pineal region with possible extension in 
the surrounding structures (Fig. 2a) [20].

The histology of pineoblastoma is indistinguishable from 
most other embryonal tumors of the central nervous system. 
It is a hypercellular neoplasm with sheet-like growth pattern, 
high nuclear-to-cytoplasmic ratio, hyperchromasia, mold-
ing, and occasional rosette formation (Fig. 2b). Mitoses are 
frequent, and necrosis can be present. Immunohistochemi-
cal staining for neuronal and neuroendocrine markers (syn-
aptophysn, chromogranin) are positive, and neurofilament 
protein immunoreactivity is usually only focal. Pineoblas-
tomas lack genetic alterations typical of medulloblastoma 
[43], which may assist with informing diagnosis in cases 
in which the site of origin is uncertain. This is exempli-
fied by a case reported by Kline and by Raleigh in which 
the diagnosis of a medulloblastoma in an 18-month-old boy 

was revised to pineoblastoma following genetic testing: two 
DICER1 alterations were identified in the lesion (loss-of-
function and RNase IIIb hotspot mutations) and medullo-
blastoma-specific genetic changes were absent [33, 54]. This 
re-classification occurred because DICER1 mutations have 
not been reported in a medulloblastoma, so their presence 
in a putative medulloblastoma suggests reconsideration of 
a tumor’s classification. Also, SMARCB1 and SMARCA4 
remain intact in pineoblastoma, distinguishing them from 
atypical teratoid/rhabdoid tumors.

Only a few genes have been implicated in the pathogen-
esis of pineoblastomas. Pineoblastomas occur as so-called 
“trilateral retinoblastoma” in the setting of germline RB1 
mutations which are likely an important predisposing factor 
[31]; the incidence of somatic RB1 mutations in pineoblas-
toma remains unknown. The potential association between 
DICER1 and pineoblastoma was investigated when the 
tumor occurred with other DICER1 syndrome phenotypes 
[55, 56]. To date, 8 pineoblastoma patients have been found 
to be heterozygous for germline DICER1 pathogenic altera-
tions. Divergent from the typical tumor-specific somatic 
missense RNase IIIb hotspot mutations, loss of heterozygo-
sity of the wild-type DICER1 allele appears to be the usual 
somatic event in DICER1-related pineoblastomas [13, 37, 
56]. With that said, somatic RNase IIIb hotspot missense 
mutations have now been identified in 2 cases [33, 37, 54]. 
Although not widely implemented in clinical practice, 
immunohistochemical staining can be used to screen pineo-
blastomas for DICER1 alterations; loss of DICER1 protein 
expression was observed in a small number of pineoblasto-
mas bearing biallelic DICER1 inactivating alterations [13] 
(Fig. 2c). Two separate studies which utilized whole-exome 

Fig. 2   Pineoblastoma in the setting of DICER1 syndrome. a Sagittal 
T2-weighted magnetic resonance image from a 2-year-old boy show-
ing a mass arising from the pineal gland (Image courtesy of R. Paul 
Guillerman). The child also had a lung cyst. b H&E section showing 

pineoblastoma exhibiting primitive cells with high nuclear-to-cyto-
plasmic ratio, hyperchromasia and cellular overlap. c The absence of 
DICER1 expression in a DICER1-related pineoblastoma on immuno-
histochemical staining (Abcam, Anti-DICER1 antibody ab14601)
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and/or whole-genome sequencing determined that pineo-
blastomas are characterized by mutually exclusive, bial-
lelic events in either DICER1 or DROSHA in a subset of 
cases [37, 69]: a total of 5 tumors lacking DICER1 altera-
tions were each found to have homozygous deletions of  
DROSHA. DROSHA encodes a protein that functions 
upstream of DICER1 in the miRNA biogenesis pathway. 
These findings indicate that perturbation of miRNA process-
ing plays a fundamental role in pineoblastoma development. 
Lee and colleagues further determined that genetic testing 
may be useful in distinguishing between pineoblastoma and 
pineal parenchymal tumors of intermediate differentiation 
on the basis that the latter, which are WHO grade II or III 
tumors, rather than having microRNA biogenesis defects, 
bear recurrent small in-frame insertions in the KBTBD4 gene 
that are absent in pineoblastoma [37].

Ciliary body medulloepithelioma

Ciliary body medulloepithelioma (CBME) is a rare embryo-
nal ocular tumor that arises from the primitive medullary 
epithelium of the optic cup [44, 65]. Although rare, it is 
the second most common tumor of the eye in pediatric 
patients, after retinoblastoma. CBME is usually diagnosed 
in the first two decades of life and the mean age at diag-
nosis is 5 years [5]. Presenting symptoms include changes 
in visual acuity and headaches. The ophthalmologic exam 
shows abnormal vessels, leukocoria, and a mass originat-
ing in the ciliary body. Enucleation is frequently required 
but can be avoided in rare cases [5, 50]. In a systematic 

ophthalmologic examination of DICER1 heterozygotes, 
two CBMEs were detected incidentally [27]. Other ocular 
abnormalities observed in the study include decreased visual 
acuity, retinitis pigmentosa, retinal degeneration, cataracts, 
optic nerve anomalies, drusen, and epiretinal membranes, 
although further study is required to substantiate their asso-
ciation with the syndrome [27].

Histologically, CBME is classified as benign or malignant 
and non-teratoid or teratoid (the latter indicating the pres-
ence of heterologous elements) [67]. The tumor is composed 
of sheets and cords of poorly differentiated neuroepithelial 
cells that resemble embryonic ciliary epithelium and retina 
(Fig. 3a). Teratoid medulloepithelioma contains areas of 
hyaline cartilage, rhabdomyoblasts, or glial and neuronal tis-
sue (Fig. 3b) [60]. Areas of pigmentation are frequent. The 
criteria to classify CBME as benign versus malignant are not 
well defined. Although many CBMEs demonstrate malig-
nant features, such as increased mitotic rate and areas with 
primitive appearance resembling retinoblastoma (Fig. 3c), 
metastasis and local invasive behavior are not common. The 
only recognized prognostic indicator is extraocular extension 
[5, 44, 66].

Approximately 23 CBMEs, either confirmed or sus-
pected DICER1-related, have been documented. Fifteen 
of 23 cases had one or more alterations in DICER1: 7/15 
occurred in DICER1 heterozygotes [10, 15, 22, 27, 68]; 1/15 
in an RNase IIIb mosaic patient [16]; and another 7/15 were 
found to bear RNase IIIb hotspot mutations (comprehensive 
germline DICER1 testing was not performed in the latter 
7 cases) [19, 59]. The remaining 8/23 CBMEs were noted 

Fig. 3   Ciliary body medulloepithelioma. a  Low-power view of a 
globe with a meduloepithelioma arising in the ciliary body. b A 
DICER1-associated teratoid ciliary body medulloepithelioma with 
primitive cells admixed with cartilage and immature mesenchyme. c 
Malignant ciliary body medulloepithelioma composed of primitive 

cells that grow in sheets and occasionally form true rosettes; numer-
ous mitoses and apoptotic figures are present. Figure 3a, c are cour-
tesy of Dr. Melike Pekmezci, MD, Neuropathologist and Ophtalmic 
Pathologist at UCSF Medical Center
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in patients with personal medical histories remarkable for 
DICER1 syndrome-related lesions (PPB, lung cysts, or thy-
roid adenoma), but without molecular confirmation [28, 35, 
36, 45], including a 2-year-old child with both CBME and 
pineoblastoma [39]. Given the rarity of CBME in DICER1 
syndrome patients, standardized screening for CBME is not 
currently recommended, except in cases in which vision and 
other ocular abnormalities are revealed by a regular ophthal-
mologic examination [63].

Other DICER1‑associated CNS embryonal tumors

Two interesting cerebellar embryonal tumors with features 
resembling embryonal tumor with multilayered rosettes 
(ETMR) were recently described by Uro-Coste and col-
leagues in girls aged 11 and 8 months, respectively [73]. 
The tumors were both LIN28A immunopositive but lacked 
the chr19q13.41 miRNA cluster (C19MC) amplification, 
which characterizes ETMR. Genetic testing identified bial-
lelic DICER1 alterations: each of the girls was heterozygous 

for a germline DICER1 pathogenic variant and each tumor 
harbored a second somatic RNase IIIb hotspot mutation 
[73]. Other embryonal tumors known to be associated with 
DICER1 syndrome (e.g. pineoblastoma and pituitary blas-
toma) were excluded from the differential diagnosis due to 
the tumors’ cerebellar location. The two tumors clustered 
separately from primary DICER1-associated CNS sarcoma 
and CBME on methylation profiling but closely to other 
ETMRs. Uro-Coste and colleagues hypothesize that bial-
lelic alterations of DICER1 (which alter miRNA expres-
sion patterns [51, 53, 64, 76]) might have the same effect 
as the amplification of the C19MC locus in a subset of 
medulloepitheliomas, ETMR not otherwise specified (NOS), 
or embryonal tumors NOS, although this requires further 
investigation.

One of the current authors (SA) encountered a case simi-
lar to that of Case 2 described by Uro-Coste and colleagues 
[73]—we discuss it here for the purpose of illustration and 
to underline the importance of molecular testing in estab-
lishing a diagnosis: A 2 month-old girl presented with signs 

Fig. 4   A case of ETMR-like DICER1-associated embryonal tumor. a 
Sagittal T1 magnetic resonance image showing a large third ventri-
cle mass involving the superficial aspect of the vermis and causing 
hydrocephalus. b H&E-stained section showing an embryonal tumor 
in a background of neuropil; multilayered angiocentric arrangement 

can be appreciated. c Skeletal muscle fibers admixed with the embry-
onal component of the tumor. d Synaptophysin immunostain. e Myo-
genin immunostaining highlights occasional skeletal muscle fibers. f 
Diffuse LIN28 immunoexpression
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of increased intracranial pressure and was found to have a 
large intraventricular tumor infiltrating the thalamus and 
superficially, the vermis of the cerebellum (Fig. 4a); the 
exact anatomic origin was difficult to establish on magnetic 

resonance imaging, but was known not to be the pineal gland 
which appeared intact and displaced by the tumor. Histo-
logically, the tumor was composed of primitive small blue 
cells with irregular nuclear membranes and karyomegaly 
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in a background of neuropil (Fig. 4b). The tumor was com-
posed of sheets exhibiting cellular overlap, and occasional 
multilayered rosettes and pseudo-rosettes were seen. Mitoses 
were abundant and necrosis and apoptotic figures were eas-
ily identified. Rhabdomyoblasts and myocytes were seen 
scattered throughout the tumor (Fig. 4c). A synaptophysin 
immunostain highlighted the neuropil and the primitive 
tumor cells (Fig. 4d) and the skeletal muscle fibers stained 
positive with myogenin (Fig. 4e). The LIN28 immunostain-
ing was extensively positive in the tumor cells (Fig. 4f), rais-
ing the possibility of an ETMR. However, array CGH did not 
reveal somatic C19MC amplification. Furthermore, targeted 
exon sequencing demonstrated two DICER1 mutations: 
one truncating and the other a missense affecting a hotspot 
with the RNase IIIb domain. The radiology finding of unin-
volved pineal gland and the immunonegativity for CRX (not 
shown) ruled out a pineoblastoma; therefore the possibility 
of a DICER1-associated embryonal tumor was discussed in 
the pathology report, leading to blood-derived DNA testing 
which showed that the truncating DICER1 mutation identi-
fied above [c.823G > T (p.E275*)] was germline in origin.

These rare cases highlight the importance of molecu-
lar characterization of embryonal tumors that do not fit in 
already well-described categories. ETMR-like infantile cer-
ebellar embryonal tumors appear to be a rare manifestation 
of DICER1 syndrome, and such a diagnosis should motivate 
genetic analysis of the patient and tumor and referral for 
genetic counselling.

Primary DICER1‑associated CNS sarcoma

Primary mesenchymal tumors of the CNS are rare and can 
include meningioma and solitary fibrous tumor/hemangio-
pericytoma, as well as a range of other less common entities. 
Primary CNS sarcomas pose a diagnostic challenge given 
their frequent lack of differentiation.

A sarcomatous histologic pattern is frequent in DICER1 
syndrome tumors (PPB, embryonal rhabdomyosarcoma 

(ERMS) of the uterine cervix and other sites, anaplastic sar-
coma of the kidney), but primary CNS sarcomas are a rare 
phenotype. Until recently, the only two cases documented in 
the literature were a cerebral sarcoma histologically indistin-
guishable from PPB in a 19-year-old male from a DICER1 
syndrome family [48] and a brainstem ERMS in a girl with 
a germline DICER1 pathogenic variant [13]. However, char-
acteristic DICER1 alterations are now being identified in a 
broader range of CNS sarcomas.

The first case of a DICER1-associated cerebral sarcoma 
was presented at the Diagnostic Slide Session at the 2017 
American Association of Neuropathology Annual Meet-
ing [2]: On magnetic resonance imaging, a 3-year-old girl 
of Peruvian descent with headaches was found to have a 
right temporal lobe tumor involving the leptomeninges 
and cortex (Fig. 5a). The tumor was surgically excised 
and light microscopic examination revealed a hypercellu-
lar mesenchymal neoplasm with syncytial and fascicular 
growth pattern (Fig. 5b, c). Cells with large, hyperchro-
matic atypical spindled nuclei were observed and mitoses 
were frequent (Fig. 5d). Some areas had more eosinophilic 
cytoplasm and rhabdomyoblastic cytology (Fig. 5e), while 
others were slightly less cellular and composed of round-to-
oval cells admixed with rhabdomyoblasts (Fig. 5f), which 
were highlighted by myogenin immunostaining (Fig. 5g). 
The differential diagnoses included gliosarcoma, anaplas-
tic meningioma, malignant peripheral nerve sheath tumor/
malignant Triton tumor, rhabdoid tumor, synovial sarcoma, 
rhabdomyosarcoma, and malignant hemangyopericytoma. A 
resemblance to PPB Type III was appreciated, particularly 
in areas that were less cellular and had round-to-oval cells, 
but the child had no chest disease. The tumor cells were 
extensively immunoreactive for CD99 in a membranous pat-
tern (Fig. 5h). H3K27me3 immunostaining was performed 
(given the differential diagnosis of malignant peripheral 
nerve sheath tumor) and showed a mosaic pattern of loss of 
trimethylation in a significant number of (but not all) tumor 
cells (Fig. 5i). GFAP, OLIG2, SOX2, SOX10, synaptophy-
sin, CAM5.2, EMA, CD34, TLE1, STAT6, somatostatin 
receptor 2A, and ALK were negative, and INI1 and BRG1 
were retained, ruling out most of the differential diagnoses 
mentioned above. Genetic testing revealed copy number 
alterations involving chromosomes 2, 12q (amplification) 
and 6q (deletion), a KRAS c.35G>A (p.G12D) activating 
mutation, and notably, two somatic DICER1 mutations: an 
RNase IIIb hotspot mutation, c.5125G>A (p.D1709N), and 
a splice variant, c.904-1G>A. In light of the genetic find-
ings, a diagnosis of primary DICER1-associated CNS sar-
coma was rendered [2].

Shortly after this presentation, three of the current authors 
(LdK, JRP, and WDF) published the case of a child with a 
primary CNS sarcoma exhibiting rhabdomyoblastic differ-
entiation and similar histology to the above-mentioned case. 

Fig. 5   Primary DICER1-associated CNS sarcoma. a Axial T1 mag-
netic resonance image demonstrating an ill-defined superficial tumor 
that involves the leptomeninges and cortex of the right temporal lobe. 
b Low-power H&E-stained section showing a predominantly spindle-
cell neoplasm with a fascicular pattern of growth. c Although most 
of the tumor was compact, it infiltrated the cortex at the periphery. d 
Spindle-cell morphology increased cellularity and frequent mitoses. 
e Spindle-cells admixed with cells containing eosinophilic cytoplas-
mic tail in keeping with skeletal muscle differentiation. f Less cellu-
lar areas with more oval and round cellular contours and occasional 
rhabdomyoblasts. g Myogenin highlights frequent rhabdomyoblasts. 
h Membranous CD99 expression in the majority of tumor cells. i 
H3K27me3 immunostain demonstrating loss of trimethylation in a 
significant number of tumor cells, particularly in areas that resemble 
malignant peripheral nerve sheath tumor; Barr bodies are visualized 
as dot-like immunoexpression, consistent with female gender

◂
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Unlike the previous case, the child had a germline patho-
genic variant in DICER1—a chromosome 14q32 deletion 
encompassing DICER1. The tumor also harbored a somatic 
RNase IIIb hotspot mutation on the remaining allele. This 
child also had an occult lung cyst, cystic nephroma, and a 
malignant teratoid CBME [10].

Koelsche and colleagues recently published an extensive 
study in which they identified a group of intracranial sarco-
mas (previously classified as intracranial malignant tumor, 
embryonal sarcoma, glioblastoma, gliosarcoma, extra-skel-
etal mesenchymal chondrosarcoma, primitive neuroectoder-
mal tumor, and CNS sarcoma NOS) that exhibited a distinct 
methylation profile [34]: A set of 22 CNS sarcomas clustered 
separately from all other entities included in the methylation 
study. The ages of diagnosis of the 22 cases ranged from 0 
to 76 years with a mean age of 6 years. The tumors exhib-
ited similar histological features to the two sarcoma cases 
described above. They were composed of highly cellular 
areas arranged in fascicles and/or had areas of reduced cel-
lularity with oval-to-spindle cells. Although the histological 
features varied, all had rhabdomyoblasts or rhabdomyoblast-
like cells. A high mitotic rate was evident, and foci of necro-
sis were present. None of the tumors contained cartilage. 
Smooth muscle actin was present on immunohistochemical 
staining, and myogenin immunostaining highlighted occa-
sional rhabdomyoblasts. In support of these tumors consti-
tuting a distinct entity, one or more DICER1 alterations were 
detected in 21 of the 22 tumors: a germline loss-of-function 
DICER1 pathogenic variant was identified in two of five 
patients for whom germline DNA was available and each of 
their tumors harbored a second somatic RNase IIIb hotspot 
mutation. A further 4 tumors had an RNase IIIb hotspot 
mutation coupled with a loss-of-function or missense altera-
tion; 7 tumors had an RNase IIIb hotspot mutation and LOH; 
and in 8 tumors, only an RNase IIIb hotspot mutation was 
identified. 12/22 tumors also harbored mutations in TP53. 
Other genes recurrently mutated in the series included NF1, 
KRAS, NRAS, and FGFR4 [34]. Because the germline sta-
tus was known for only 5 of 22 patients and because only 
one DICER1 mutation was identified in several patients, 
and taken together with the first report detailed above [2], 
it is possible that DICER1 mutations are important in many 
or even all such cerebral sarcomas, without the implication 
that an affected patient exhibits DICER1 syndrome. Indeed, 
the unifying genetic and histologic profiles suggest these 
tumors represent a new DICER1-related entity. In practice, 
CNS sarcomas with rhabdomyoblastic differentiation should 
prompt consideration for primary DICER1-associated CNS 
sarcoma, genetic analysis of the tumor, and referral for ger-
mline DICER1 genetic testing and counselling.

Other childhood CNS tumors have been reported 
in DICER1 syndrome families and/or in the context of 
DICER1 alterations, but lack definitive evidence of 

association with the syndrome: A medulloblastoma was 
diagnosed in a 4-year-old boy who had had PPB 2 years 
earlier [48]. Another medulloblastoma occurred in a 
DICER1 pathogenic variant heterozygote [68]. However, 
as discussed above, profiling of the genomic landscapes 
of medulloblastoma strongly suggests medulloblastoma 
is not a DICER1 syndrome tumor [43]. An intracranial 
medulloepithelioma (initially diagnosed as an epend-
ymoma) has been mentioned without molecular docu-
mentation in a 7-month-old sister of a PPB patient [7]; 
an anaplastic meningeal sarcoma was noted in a 3-year-
old female relative of a DICER1 syndrome patient, also 
without molecular findings [13]. Glioblastoma multiforme 
(GBM) occurred in a young patient ~ 6 years after radia-
tion treatment for metastatic PPB (personal communica-
tion) [49], and two further cases of GBM from The Cancer 
Genome Atlas were found to harbor DICER1 alterations: 
one GBM bore an RNase IIIb hotspot mutation with an 
allele frequency of 96%, and the other harbored a somatic 
RNase IIIb hotspot mutation in addition to a somatic in-
frame deletion [1]. An atypical choroid plexus papilloma 
occurred in a young child with PPB Type I, and although 
initially postulated to be a DICER1 syndrome tumor, the 
choroid plexus lesion was later shown not to be DICER1-
related following a thorough genetic workup of the case 
[6, 38].

Non‑neoplastic CNS manifestations of DICER1 
syndrome

Non-neoplastic manifestations of DICER1 syndrome are 
few. Developmental delay, overgrowth, and macroceph-
aly have been documented in two patients with mosaic 
DICER1 RNase IIIb hotspot mutations [32]. Macrocephaly 
is frequent in DICER1 pathogenic variant heterozygotes 
compared to family controls. Khan and colleagues per-
formed a systematic study of head circumference and 
height in 110 participants including 67 DICER1 heterozy-
gotes and 43 family controls [30]. 42% of DICER1 het-
erozygotes were macrocephalic (head circumference above 
97th percentile, none of whom had a head circumference 
below the 3rd percentile) in contrast to 12% of family 
controls (5% of whom had head circumference below the 
3rd percentile). The difference remained significant after 
adjusting for height [30]. The diverse ocular changes asso-
ciated with DICER1 mutation were discussed earlier.

To conclude, several of the more frequent phenotypic 
expressions of DICER1 syndrome were first documented 
just over two decades ago. In the years following, new 
tumoral associations have been continuing to come to 
light. In this review, we have discussed the CNS lesions 
associated with DICER1 syndrome and demonstrated how 
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detailed germline and tumor-based DICER1 genetic test-
ing has established their inclusion in the syndrome. The 
rarity of many of the DICER1-associated CNS lesions and 
their potential morphologic obscurity present diagnostic 
challenges.

References

	 1.	 Aksoy BA, Jacobsen A, Fieldhouse RJ, Lee W, Demir E, Ciriello 
G et al (2014) Cancer-associated recurrent mutations in RNase III 
domains of DICER1. bioRxiv. https​://doi.org/10.1101/00568​6

	 2.	 Alexandrescu S, Vargas S (2017) DSS Case 2017-9 Cerebral Sar-
coma. Presented at the 93rd Annual Meeting of Neuropatholo-
gists, Diagnostic Slide Session, Garden Grove, CA June 8–11, 
2017 Meeting Program p 92

	 3.	 Apellaniz-Ruiz M, de Kock L, Sabbaghian N, Guaraldi F, Ghiz-
zoni L, Beccuti G et al (2018) Familial multinodular goiter and 
Sertoli-Leydig cell tumors associated with a large intragenic in-
frame DICER1 deletion. Eur J Endocrinol 178:K11–K19. https​://
doi.org/10.1530/EJE-17-0904

	 4.	 Brenneman M, Field A, Yang J, Williams G, Doros L, Rossi C 
Jet al (2018) Temporal order of RNase IIIb and loss-of-function 
mutations during development determines phenotype in pleuro-
pulmonary blastoma/DICER1 syndrome: a unique variant of the 
two-hit tumor suppression model [version 2; referees: 2 approved]. 
F1000 Research 4: https​://doi.org/10.12688​/f1000​resea​rch.6746.2

	 5.	 Broughton WL, Zimmerman LE (1978) A clinicopathologic study 
of 56 cases of intraocular medulloepitheliomas. Am J Ophthalmol 
85:407–418

	 6.	 Chong AS, Fahiminiya S, Strother D, Priest J, Albrecht S, Rivera 
B et al (2018) Revisiting pleuropulmonary blastoma and atypical 
choroid plexus papilloma in a young child: DICER1 syndrome 
or not? Pediatr Blood Cancer 65:e27294. https​://doi.org/10.1002/
pbc.27294​

	 7.	 Cross SF, Arbuckle S, Priest JR, Marshall G, Charles A, Dalla 
Pozza L (2010) Familial pleuropulmonary blastoma in Australia. 
Pediatr Blood Cancer 55:1417–1419. https​://doi.org/10.1002/
pbc.22592​

	 8.	 Cuccia V, Rodriguez F, Palma F, Zuccaro G (2006) Pinealoblas-
tomas in children. Childs Nerv Syst 22:577–585. https​://doi.
org/10.1007/s0038​1-006-0095-6

	 9.	 de Kock L, Boshari T, Martinelli F, Wojcik E, Niedziela M, 
Foulkes WD (2016) Adult-onset cervical embryonal rhabdomyo-
sarcoma and DICER1 mutations. J Low Genit Tract Dis 20:e8–
e10. https​://doi.org/10.1097/LGT.00000​00000​00014​9

	10.	 de Kock L, Geoffrion D, Rivera B, Wagener R, Sabbaghian N, 
Bens S et al (2018) Multiple DICER1-related tumors in a child 
with a large interstitial 14q32 deletion. Genes Chromosomes Can-
cer 57:223–230. https​://doi.org/10.1002/gcc.22523​

	11.	 de Kock L, Hillmer M, Wagener R, Bouron-Dal Soglio D, Sab-
baghian N, Siebert R et al (2018) Letter to the editor: further evi-
dence that full gene deletions of DICER1 predispose to DICER1 
syndrome. Genes Chromosomes Cancer (in press)

	12.	 de Kock L, Rivera B, Revil T, Thorner P, Goudie C, Bouron-
Dal Soglio D 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. https​
://doi.org/10.1038/bjc.2017.147

	13.	 de Kock L, Sabbaghian N, Druker H, Weber E, Hamel N, Miller 
S et  al (2014) Germ-line and somatic DICER1 mutations in 
pineoblastoma. Acta Neuropathol 128:583–595. https​://doi.
org/10.1007/s0040​1-014-1318-7

	14.	 de Kock L, Sabbaghian N, Plourde F, Srivastava A, Weber E, 
Bouron-Dal Soglio D et al (2014) Pituitary blastoma: a pathogno-
monic feature of germ-line DICER1 mutations. Acta Neuropathol 
128:111–122. https​://doi.org/10.1007/s0040​1-014-1285-z

	15.	 de Kock L, Sabbaghian N, Bouron-Dal Soglio D, Guillerman 
RP, Park BK, Chami R et al (2014) Exploring the association 
between DICER1 mutations and differentiated thyroid carci-
noma. J Clin Endocrinol Metab 99:E1072–E1077. https​://doi.
org/10.1210/jc.2013-4206

	16.	 de Kock L, Wang YC, Revil T, Badescu D, Rivera B, Sab-
baghian N et al (2016) High-sensitivity sequencing reveals 
multi-organ somatic mosaicism causing DICER1 syndrome. J 
Med Genet 53:43–52. https​://doi.org/10.1136/jmedg​enet-2015-
10342​8

	17.	 Dehner LP, Messinger YH, Schultz KA, Williams GM, Wiken-
heiser-Brokamp K, Hill DA (2015) Pleuropulmonary blastoma: 
evolution of an entity as an entry into a familial tumor predis-
position syndrome. Pediatr Dev Pathol 18:504–511. https​://doi.
org/10.2350/15-10-1732-oa.1

	18.	 Dishop MK, Kuruvilla S (2008) Primary and metastatic 
lung tumors in the pediatric population: a review and 25-year 
experience at a large children’s hospital. Arch Pathol 
Lab Med 132:1079–1103. https​://doi.org/10.1043/1543-
2165(2008)132%5b107​9:Pamlt​i%5d2.0.Co;2

	19.	 Durieux E, Descotes F, Nguyen AM, Grange JD, Devouassoux-
Shisheboran M (2015) Somatic DICER1 gene mutation in spo-
radic intraocular medulloepithelioma without pleuropulmo-
nary blastoma syndrome. Hum Pathol 46:783–787. https​://doi.
org/10.1016/j.humpa​th.2015.01.020

	20.	 Fauchon F, Jouvet A, Paquis P, Saint-Pierre G, Mottolese C, 
Ben Hassel M et al (2000) Parenchymal pineal tumors: a clin-
icopathological study of 76 cases. Int J Radiat Oncol Biol Phys 
46:959–968

	21.	 Foulkes WD, Priest JR, Duchaine TF (2014) DICER1: mutations, 
microRNAs and mechanisms. Nat Rev Cancer 14:662–672. https​
://doi.org/10.1038/nrc38​02

	22.	 Fremerey J, Balzer S, Brozou T, Schaper J, Borkhardt A, Kuhlen 
M (2017) Embryonal rhabdomyosarcoma in a patient with a het-
erozygous frameshift variant in the DICER1 gene and additional 
manifestations of the DICER1 syndrome. Fam Cancer 16:401–
405. https​://doi.org/10.1007/s1068​9-016-9958-5

	23.	 Gresh R, Piatt J, Walter A (2015) A report of a child with a pitui-
tary blastoma and DICER1 syndrome. 2015 ASPHO Abstracts. 
Pediatr Blood Cancer 62:S72–S73. https​://doi.org/10.1002/
pbc.25540​

	24.	 Ha M, Kim VN (2014) Regulation of microRNA biogenesis. Nat 
Rev Mol Cell Biol 15:509–524. https​://doi.org/10.1038/nrm38​38

	25.	 Herriges JC, Brown S, Longhurst M, Ozmore J, Moeschler 
JB, Janze A et al (2018) Identification of two 14q32 deletions 
involving DICER1 associated with the development of DICER1-
related tumors. Eur J Med Genet. https​://doi.org/10.1016/j.
ejmg.2018.04.011 (Epub ahead of print)

	26.	 Hill DA, Ivanovich J, Priest JR, Gurnett CA, Dehner LP, Desruis-
seau D et al (2009) DICER1 mutations in familial pleuropulmo-
nary blastoma. Science 325:965. https​://doi.org/10.1126/scien​
ce.11743​34

	27.	 Huryn LA, Turriff A, Harney LA, Carr AG, Chevez-Barrios P, 
Gombos DS et al (2018) DICER1 syndrome: characterization of 
the ocular phenotype in a family-based cohort study. Ophthalmol-
ogy. https​://doi.org/10.1016/j.ophth​a.2018.09.038

	28.	 Kaliki S, Shields CL, Eagle RC Jr, Vemuganti GK, Almeida A, 
Manjandavida FP et al  (2013) Ciliary body medulloepithelioma: 
analysis of 41 cases. Ophthalmology 120:2552–2559. https​://doi.
org/10.1016/j.ophth​a.2013.05.015

	29.	 Kalinin A, Strebkova N, Tiulpakov A, Vasiliev E, Petrov V, 
Kolodkina A et al (2017) A novel DICER1 gene mutation in a 

https://doi.org/10.1101/005686
https://doi.org/10.1530/EJE-17-0904
https://doi.org/10.1530/EJE-17-0904
https://doi.org/10.12688/f1000research.6746.2
https://doi.org/10.1002/pbc.27294
https://doi.org/10.1002/pbc.27294
https://doi.org/10.1002/pbc.22592
https://doi.org/10.1002/pbc.22592
https://doi.org/10.1007/s00381-006-0095-6
https://doi.org/10.1007/s00381-006-0095-6
https://doi.org/10.1097/LGT.0000000000000149
https://doi.org/10.1002/gcc.22523
https://doi.org/10.1038/bjc.2017.147
https://doi.org/10.1038/bjc.2017.147
https://doi.org/10.1007/s00401-014-1318-7
https://doi.org/10.1007/s00401-014-1318-7
https://doi.org/10.1007/s00401-014-1285-z
https://doi.org/10.1210/jc.2013-4206
https://doi.org/10.1210/jc.2013-4206
https://doi.org/10.1136/jmedgenet-2015-103428
https://doi.org/10.1136/jmedgenet-2015-103428
https://doi.org/10.2350/15-10-1732-oa.1
https://doi.org/10.2350/15-10-1732-oa.1
https://doi.org/10.1043/1543-2165(2008)132%5b1079:Pamlti%5d2.0.Co;2
https://doi.org/10.1043/1543-2165(2008)132%5b1079:Pamlti%5d2.0.Co;2
https://doi.org/10.1016/j.humpath.2015.01.020
https://doi.org/10.1016/j.humpath.2015.01.020
https://doi.org/10.1038/nrc3802
https://doi.org/10.1038/nrc3802
https://doi.org/10.1007/s10689-016-9958-5
https://doi.org/10.1002/pbc.25540
https://doi.org/10.1002/pbc.25540
https://doi.org/10.1038/nrm3838
https://doi.org/10.1016/j.ejmg.2018.04.011
https://doi.org/10.1016/j.ejmg.2018.04.011
https://doi.org/10.1126/science.1174334
https://doi.org/10.1126/science.1174334
https://doi.org/10.1016/j.ophtha.2018.09.038
https://doi.org/10.1016/j.ophtha.2013.05.015
https://doi.org/10.1016/j.ophtha.2013.05.015


700	 Acta Neuropathologica (2020) 139:689–701

1 3

10-month-old boy presenting with ACTH-secreting pituitary blas-
toma and lung cystic dysplasia. Presented at the 19th European 
Congress of Endocrinology 2017, Lisbon, Portugal. Endocrine 
Abstracts 49: EP1025

	30.	 Khan NE, Bauer AJ, Doros L, Schultz KA, Decastro RM, Harney 
LA et al (2016) Macrocephaly associated with the DICER1 syn-
drome. Genet Med. https​://doi.org/10.1038/gim.2016.83

	31.	 Kivela T (1999) Trilateral retinoblastoma: a meta-analysis of 
hereditary retinoblastoma associated with primary ectopic intrac-
ranial retinoblastoma. J Clin Oncol 17:1829–1837

	32.	 Klein S, Lee H, Ghahremani S, Kempert P, Ischander M, Tei-
tell MA et al (2014) Expanding the phenotype of mutations in 
DICER1: mosaic missense mutations in the RNase IIIb domain 
of DICER1 cause GLOW syndrome. J Med Genet 51:294–302. 
https​://doi.org/10.1136/jmedg​enet-2013-10194​3

	33.	 Kline CN, Joseph NM, Grenert JP, van Ziffle J, Talevich E, 
Onodera C et al (2017) Targeted next-generation sequencing of 
pediatric neuro-oncology patients improves diagnosis, identi-
fies pathogenic germline mutations, and directs targeted therapy. 
Neuro Oncol 19:699–709. https​://doi.org/10.1093/neuon​c/now25​
4

	34.	 Koelsche C, Mynarek M, Schrimpf D, Bertero L, Serrano J, Sahm 
F et al (2018) Primary intracranial spindle cell sarcoma with rhab-
domyosarcoma-like features share a highly distinct methylation 
profile and DICER1 mutations. Acta Neuropathol. https​://doi.
org/10.1007/s0040​1-018-1871-6

	35.	 Kramer GD, Arepalli S, Shields CL, Shields JA (2014) Ciliary 
body medulloepithelioma association with pleuropulmonary blas-
toma in a familial tumor predisposition syndrome. J Pediatr Oph-
thalmol Strabismus 51:e48–e50. https​://doi.org/10.3928/01913​
913-20140​709-03

	36.	 Laird PW, Grossniklaus HE, Hubbard GB (2013) Ciliary body 
medulloepithelioma associated with pleuropulmonary blastoma. 
Br J Ophthalmol. https​://doi.org/10.1136/bjoph​thalm​ol-2012-
30301​9

	37.	 Lee JC, Mazor T, Lao R, Wan E, Diallo AB, Hill NS et al (2019) 
Recurrent KBTBD4 small in-frame insertions and absence of 
DROSHA deletion or DICER1 mutation differentiate pineal 
parenchymal tumor of intermediate differentiation (PPTID) from 
pineoblastoma. Acta Neuropathol. https​://doi.org/10.1007/s0040​
1-019-01990​-5

	38.	 Liu DJ, Perrier R, Wei XC, Joseph JT, Strother D (2016) 
Metachronous Type I pleuropulmonary blastoma and atypical 
choroid plexus papilloma in a young child. Pediatr Blood Cancer 
63:2240–2242. https​://doi.org/10.1002/pbc.26160​

	39.	 Mamalis N, Font RL, Anderson CW, Monson MC, Williams AT 
(1992) Concurrent benign teratoid medulloepithelioma and pineo-
blastoma. Ophthalmic Surg 23:403–408

	40.	 Mena H, Rushing EJ, Ribas JL, Delahunt B, McCarthy WF (1995) 
Tumors of pineal parenchymal cells: a correlation of histological 
features, including nucleolar organizer regions, with survival in 
35 cases. Hum Pathol 26:20–30

	41.	 Messinger YH, Stewart DR, Priest JR, Williams GM, Harris AK, 
Schultz KA 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. https​://doi.org/10.1002/cncr.29032​

	42.	 Minoda K, Hirose Y, Sugano I, Nagao K, Kitahara K (1993) 
Occurrence of sequential intraocular tumors: malignant 
medulloepithelioma subsequent to retinoblastoma. Jpn J Oph-
thalmol 37:293–300

	43.	 Northcott PA, Buchhalter I, Morrissy AS, Hovestadt V, Weischen-
feldt J, Ehrenberger T et al (2017) The whole-genome landscape 
of medulloblastoma subtypes. Nature 547:311–317. https​://doi.
org/10.1038/natur​e2297​3

	44.	 Peshtani A, Kaliki S, Eagle RC, Shields CL (2014) Medulloepi-
thelioma: a triad of clinical features. Oman J Ophthalmol 7:93–95. 
https​://doi.org/10.4103/0974-620x.13717​1

	45.	 Priest JR, Andic D, Arbuckle S, Gonzalez-Gomez I, Hill DA, 
Williams G (2011) Great vessel/cardiac extension and tumor 
embolism in pleuropulmonary blastoma: a report from the Inter-
national Pleuropulmonary Blastoma Registry. Pediatr Blood 
Cancer 56:604–609. https​://doi.org/10.1002/pbc.22583​

	46.	 Priest JR, Magnuson J, Williams GM, Abromowitch M, Byrd R, 
Sprinz P et al (2007) Cerebral metastasis and other central nerv-
ous system complications of pleuropulmonary blastoma. Pediatr 
Blood Cancer 49:266–273. https​://doi.org/10.1002/pbc.20937​

	47.	 Priest JR, McDermott MB, Bhatia S, Watterson J, Manivel JC, 
Dehner LP (1997) Pleuropulmonary blastoma: a clinicopatho-
logic study of 50 cases. Cancer 80:147–161

	48.	 Priest JR, Watterson J, Strong L, Huff V, Woods WG, Byrd RL 
et al (1996) Pleuropulmonary blastoma: a marker for familial 
disease. J Pediatr 128:220–224

	49.	 Priest JR, Williams GM, Hill DA, Dehner LP, Jaffe A (2009) 
Pulmonary cysts in early childhood and the risk of malignancy. 
Pediatr Pulmonol 44:14–30. https​://doi.org/10.1002/ppul.20917​

	50.	 Priest JR, Williams GM, Manera R, Jenkinson H, Brundler 
MA, Davis S et al (2011) Ciliary body medulloepithelioma: 
four cases associated with pleuropulmonary blastoma—a 
report from the International Pleuropulmonary Blastoma Reg-
istry. Br J Ophthalmol 95:1001–1005. https​://doi.org/10.1136/
bjo.2010.18977​9

	51.	 Pugh TJ, Morozova O, Attiyeh EF, Asgharzadeh S, Wei JS, 
Auclair D et al (2013) The genetic landscape of high-risk neu-
roblastoma. Nat Genet 45:279–284. https​://doi.org/10.1038/
ng.2529

	52.	 Pugh TJ, Yu W, Yang J, Field AL, Ambrogio L, Carter SL et al 
(2014) Exome sequencing of pleuropulmonary blastoma reveals 
frequent biallelic loss of TP53 and two hits in DICER1 result-
ing in retention of 5p-derived miRNA hairpin loop sequences. 
Oncogene 33:5295–5302. https​://doi.org/10.1038/onc.2014.150

	53.	 Rakheja D, Chen KS, Liu Y, Shukla AA, Schmid V, Chang 
TC et al (2014) Somatic mutations in DROSHA and DICER1 
impair microRNA biogenesis through distinct mechanisms in 
Wilms tumours. Nat Commun 2:4802. https​://doi.org/10.1038/
ncomm​s5802​

	54.	 Raleigh DR, Solomon DA, Lloyd SA, Lazar A, Garcia MA, 
Sneed PK et al (2017) Histopathologic review of pineal paren-
chymal tumors identifies novel morphologic subtypes and prog-
nostic factors for outcome. Neuro Oncol 19:78–88. https​://doi.
org/10.1093/neuon​c/now10​5

	55.	 Ramasubramanian A, Correa ZM, Augsburger JJ, Sisk RA, 
Plager DA (2013) Medulloepithelioma in DICER1 syndrome 
treated with resection. Eye 27:896–897. https​://doi.org/10.1038/
eye.2013.87

	56.	 Sabbaghian N, Hamel N, Srivastava A, Albrecht S, Priest JR, 
Foulkes WD (2012) Germline DICER1 mutation and associ-
ated loss of heterozygosity in a pineoblastoma. J Med Genet 
49:417–419. https​://doi.org/10.1136/jmedg​enet-2012-10089​8

	57.	 Sabbaghian N, Srivastava A, Hamel N, Plourde F, Gajtko-
Metera M, Niedziela M et  al (2014) Germ-line deletion in 
DICER1 revealed by a novel MLPA assay using synthetic 
oligonucleotides. Eur J Hum Genet 22:564–567. https​://doi.
org/10.1038/ejhg.2013.215

	58.	 Sahakitrungruang T, Srichomthong C, Pornkunwilai S, Amornfa 
J, Shuangshoti S, Kulawonganunchai S et al. (2014) Germline 
and somatic DICER1 mutations in a pituitary blastoma caus-
ing infantile-onset Cushing’s disease. J Clin Endocrinol Metab 
99:E1487–E1492. https​://doi.org/10.1210/jc.2014-1016

	59.	 Sahm F, Jakobiec FA, Meyer J, Schrimpf D, Eberhart CG, 
Hovestadt V et al (2016) Somatic mutations of DICER1 and 

https://doi.org/10.1038/gim.2016.83
https://doi.org/10.1136/jmedgenet-2013-101943
https://doi.org/10.1093/neuonc/now254
https://doi.org/10.1093/neuonc/now254
https://doi.org/10.1007/s00401-018-1871-6
https://doi.org/10.1007/s00401-018-1871-6
https://doi.org/10.3928/01913913-20140709-03
https://doi.org/10.3928/01913913-20140709-03
https://doi.org/10.1136/bjophthalmol-2012-303019
https://doi.org/10.1136/bjophthalmol-2012-303019
https://doi.org/10.1007/s00401-019-01990-5
https://doi.org/10.1007/s00401-019-01990-5
https://doi.org/10.1002/pbc.26160
https://doi.org/10.1002/cncr.29032
https://doi.org/10.1038/nature22973
https://doi.org/10.1038/nature22973
https://doi.org/10.4103/0974-620x.137171
https://doi.org/10.1002/pbc.22583
https://doi.org/10.1002/pbc.20937
https://doi.org/10.1002/ppul.20917
https://doi.org/10.1136/bjo.2010.189779
https://doi.org/10.1136/bjo.2010.189779
https://doi.org/10.1038/ng.2529
https://doi.org/10.1038/ng.2529
https://doi.org/10.1038/onc.2014.150
https://doi.org/10.1038/ncomms5802
https://doi.org/10.1038/ncomms5802
https://doi.org/10.1093/neuonc/now105
https://doi.org/10.1093/neuonc/now105
https://doi.org/10.1038/eye.2013.87
https://doi.org/10.1038/eye.2013.87
https://doi.org/10.1136/jmedgenet-2012-100898
https://doi.org/10.1038/ejhg.2013.215
https://doi.org/10.1038/ejhg.2013.215
https://doi.org/10.1210/jc.2014-1016


701Acta Neuropathologica (2020) 139:689–701	

1 3

KMT2D are frequent in intraocular medulloepitheliomas. Genes 
Chromosomes Cancer 55:418–427. https​://doi.org/10.1002/
gcc.22344​

	60.	 Saunders T, Margo CE (2012) Intraocular medulloepithelioma. 
Arch Pathol Lab Med 136:212–216. https​://doi.org/10.5858/
arpa.2010-0669-RS

	61.	 Scheithauer BW, Horvath E, Abel TW, Robital Y, Park SH, 
Osamura RY et al (2012) Pituitary blastoma: a unique embryo-
nal tumor. Pituitary 15:365–373. https​://doi.org/10.1007/s1110​
2-011-0328-x

	62.	 Scheithauer BW, Kovacs K, Horvath E, Kim DS, Osamura RY, 
Ketterling RP et al (2008) Pituitary blastoma. Acta Neuropathol 
116:657–666. https​://doi.org/10.1007/s0040​1-008-0388-9

	63.	 Schultz KAP, Williams GM, Kamihara J, Stewart DR, Harris 
AK, Bauer AJ et al (2018) DICER1 and associated conditions: 
Identification of at-risk individuals and recommended surveil-
lance strategies. Clin Cancer Res. https​://doi.org/10.1158/1078-
0432.ccr-17-3089

	64.	 Seki M, Yoshida K, Shiraishi Y, Shimamura T, Sato Y, 
Nishimura R et al (2014) Biallelic DICER1 mutations in spo-
radic pleuropulmonary blastoma. Cancer Res 74:2742–2749. 
https​://doi.org/10.1158/0008-5472.can-13-2470

	65.	 Shields JA, Eagle RC Jr, Shields CL, Singh AD, Robitaille J 
(2002) Pigmented medulloepithelioma of the ciliary body. Arch 
Ophthalmol 120:207–210

	66.	 Shields JA, Eagle RC Jr, Shields CL, Potter PD (1996) Con-
genital neoplasms of the nonpigmented ciliary epithelium 
(medulloepithelioma). Ophthalmology 103:1998–2006

	67.	 Shields JA, Shields CL (1999) Atlas of intraocular tumors. 
LWW. ISBN-10: 078171916X

	68.	 Slade I, Bacchelli C, Davies H, Murray A, Abbaszadeh F, Hanks 
S et al (2011) DICER1 syndrome: clarifying the diagnosis, 
clinical features and management implications of a pleiotropic 
tumour predisposition syndrome. J Med Genet 48:273–278. 
https​://doi.org/10.1136/jmg.2010.08379​0

	69.	 Snuderl M, Kannan K, Aminova O, Dolgalev I, Heguy A, Faus-
tin A et al (2015) MB-17 novel candidate oncogenic drivers in 
pineoblastoma. Neuro Oncol 17:iii23. https​://doi.org/10.1093/
neuon​c/nov06​1.93

	70.	 Stewart DR, Best AF, Williams GM, Harney LA, Carr AG, 
Harris AK et al (2019) Neoplasm risk among individuals with 

a pathogenic germline variant in DICER1. J Clin Oncol 37:668–
676. https​://doi.org/10.1200/jco.2018.78.4678

	71.	 Tan Kendrick A (2004) Cerebral metastasis proven 1  year 
after an embolic cerebral infarct from pleuropulmonary blas-
toma. Pediatr Radiol 34:283. https​://doi.org/10.1007/s0024​
7-003-1105-4

	72.	 Tan Kendrick AP, Krishnamurthy G, Joseph VT (2003) Pleu-
ropulmonary blastoma with a large embolic cerebral infarct. 
Pediatr Radiol 33:506–508. https​://doi.org/10.1007/s0024​
7-003-0926-5

	73.	 Uro-Coste E, Masliah-Planchon J, Siegfried A, Blanluet M, 
Lambo S, Kool M et al (2018) ETMR-like infantile cerebel-
lar embryonal tumors in the extended morphologic spectrum 
of DICER1-related tumors. Acta Neuropathol. https​://doi.
org/10.1007/s0040​1-018-1935-7

	74.	 van der Tuin K, de Kock L, Kamping EJ, Hannema SE, Pouwels 
MM, Niedziela M et al (2018) Clinical and molecular charac-
teristics may alter treatment strategies of thyroid malignancies 
in DICER1-syndrome. J Clin Endocrinol Metab. https​://doi.
org/10.1210/jc.2018-00774​

	75.	 van Engelen K, Villani A, Wasserman JD, Aronoff L, Greer MC, 
Tijerin Bueno M et al (2018) DICER1 syndrome: approach to 
testing and management at a large pediatric tertiary care center. 
Pediatr Blood Cancer 65:e26720. https​://doi.org/10.1002/
pbc.26720​

	76.	 Wang Y, Chen J, Yang W, Mo F, Senz J, Yap D et al (2015) 
The oncogenic roles of DICER1 RNase IIIb domain mutations 
in ovarian Sertoli-Leydig cell tumors. Neoplasia 17:650–660. 
https​://doi.org/10.1016/j.neo.2015.08.003

	77.	 Wasserman JD, Sabbaghian N, Fahiminiya S, Chami R, Mete 
O, Acker M et al (2018) DICER1 mutations are frequent in 
adolescent-onset papillary thyroid carcinoma. J Clin Endocrinol 
Metab 103:2009–2015. https​://doi.org/10.1210/jc.2017-02698​

	78.	 Wu MK, Vujanic GM, Fahiminiya S, Watanabe N, Thorner PS, 
O’Sullivan MJ et al  (2018) Anaplastic sarcomas of the kidney 
are characterized by DICER1 mutations. Mod Pathol 31:169–
178. https​://doi.org/10.1038/modpa​thol.2017.100

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

https://doi.org/10.1002/gcc.22344
https://doi.org/10.1002/gcc.22344
https://doi.org/10.5858/arpa.2010-0669-RS
https://doi.org/10.5858/arpa.2010-0669-RS
https://doi.org/10.1007/s11102-011-0328-x
https://doi.org/10.1007/s11102-011-0328-x
https://doi.org/10.1007/s00401-008-0388-9
https://doi.org/10.1158/1078-0432.ccr-17-3089
https://doi.org/10.1158/1078-0432.ccr-17-3089
https://doi.org/10.1158/0008-5472.can-13-2470
https://doi.org/10.1136/jmg.2010.083790
https://doi.org/10.1093/neuonc/nov061.93
https://doi.org/10.1093/neuonc/nov061.93
https://doi.org/10.1200/jco.2018.78.4678
https://doi.org/10.1007/s00247-003-1105-4
https://doi.org/10.1007/s00247-003-1105-4
https://doi.org/10.1007/s00247-003-0926-5
https://doi.org/10.1007/s00247-003-0926-5
https://doi.org/10.1007/s00401-018-1935-7
https://doi.org/10.1007/s00401-018-1935-7
https://doi.org/10.1210/jc.2018-00774
https://doi.org/10.1210/jc.2018-00774
https://doi.org/10.1002/pbc.26720
https://doi.org/10.1002/pbc.26720
https://doi.org/10.1016/j.neo.2015.08.003
https://doi.org/10.1210/jc.2017-02698
https://doi.org/10.1038/modpathol.2017.100

	An update on the central nervous system manifestations of DICER1 syndrome
	Abstract
	Introduction to DICER1 syndrome
	DICER1 syndrome genetics
	CNS manifestations
	Metastases and embolism of PPB to the CNS
	Pituitary blastoma

	Pineoblastoma
	Ciliary body medulloepithelioma
	Other DICER1-associated CNS embryonal tumors
	Primary DICER1-associated CNS sarcoma
	Non-neoplastic CNS manifestations of DICER1 syndrome

	References




