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HEREDO-DEGENERATIVE DISORDERS

Risk Factors for Late Diagnosis of Rett Syndrome
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Investigators at Emory University, Atlanta, GA;
Stony Brook, New York; University of California, San
Diego; and other centers determined the type of physician
who makes the Rett syndrome (RTT) diagnosis and
identified risk factors for delayed diagnosis. Among 919
classic and 166 atypical female RTT participants recruited
between 2006 and 2014, the median age at diagnosis was
2.7 years (range 2.0-4.1) in classic and 3.8 years (range 2.36.9) in atypical RTT. Pediatricians rarely made the
diagnosis of classic RTT (5.2%), but the proportion
increased since 2006. Odds of a pediatrician making the
diagnosis of classical RTT were higher if a child stopped
responding to parental interaction, and lower if they had
gastroesophageal reflux, specific stereopathies, or if they
lost babbling or ability to follow commands. Earlier
diagnosis was associated with delay in gross motor skills or
finger feeding. Late diagnosis risk factors were delay in fine
motor skills, late onset of supportive features (GE reflux,
bruxism, breath-holding, hyperventilation, self-abuse) and
normal head circumference; 33% with microcephaly before
2.5 years were diagnosed with RTT after the median age of
2.7 years. Age of RTT diagnosis has improved among
subspecialists, and pediatricians made the diagnosis of
classic RTT more frequently since 2006. [1]
COMMENTARY. Children with Rett syndrome, almost
exclusively female, have delayed milestones. Regression
occurs after 12 months in >90%, and is followed by phase
of recovery or stagnation. A high index of suspicion
between ages 6 months to 3 years, and greater awareness of
the diagnostic importance of delay in advanced skills should
lead to improvement in the age of diagnosis [1]. The
absence of some characteristic clinical signs, especially
head circumference deceleration, should not lead to delay in
diagnosis. In the present study, of 83% who had
microcephaly, 19% were not diagnosed until after 4.1 years.
Early diagnosis is important in family planning, and
emphasis on intervention services.
Epilepsy is a core symptom of Rett syndrome,
occurring in 60 – 70% of patients, with uncontrolled
seizures in 30% [2]. Mean age of onset of epilepsy is 4.68
+/-3.5 years, the younger age of onset correlating with
severity of epilepsy. Various mutations in the MECP2 gene

have a different influence on epilepsy, unrelated to the
severity of the Rett phenotype. The p.R255X mutation
confers an increased risk for epilepsy and severe epilepsy
[2]. Attempts to correlate clinical stages of Rett syndrome
with epileptic activity in the EEG have mixed results. Some
typical symptoms of Rett syndrome (hand stereotypies,
vacant spells) are difficult to differentiate from seizures [3].
EEG abnormalities reported in Rett syndrome patients
include continuous spike and wave in slow-wave sleep [4]
and diffuse paroxysmal alpha activity [5].
Disclosures

The author(s) have declared that no competing interests exist.

References

1. Tarquinio DC, Hou W, Neul JL, Lane JB, Barnes KV, O'Leary HM, et
al. Age of diagnosis in rett syndrome: patterns of recognition among
diagnosticians and risk factors for late diagnosis. Pediatr Neurol.
2015;52(6):585-91.e2. http://dx.doi.org/10.1016/j.pediatrneurol.2015.02.
007. PubMed PMID: 25801175.
2. Nissenkorn A, Levy-Drummer RS, Bondi O, Renieri A, Villard L, Mari
F, et al. Epilepsy in Rett syndrome-Lessons from the Rett networked
database. Epilepsia. 2015;56(4):569-76. http://dx.doi.org/10.1111/epi.
12941. PubMed PMID: 25789914.
3. Moser SJ, Weber P, Lutschg J. Rett syndrome: clinical and
electrophysiologic aspects. Pediatr Neurol. 2007;36(2):95-100.
http://dx.doi.org/10.1016/j.pediatrneurol.2006.10.003. PubMed PMID:
17275660.
4. Bhat S, Ming X, Dekermenjian R, Chokroverty S. Continuous spike and
wave in slow-wave sleep in a patient with Rett syndrome and in a patient
with Lhermitte-Duclos syndrome and neurofibromatosis 1. J Child
Neurol.
2014;29(12):Np176-80.
http://dx.doi.org/10.1177/
0883073813509888. PubMed PMID: 24262385.
5. Whitney R, Moharir M, Allen A, Cortez MA. Paroxysmal alpha activity
in rett syndrome: a case report. Pediatr Neurol. 2014;51(3):421-5.
http://dx.doi.org/10.1016/j.pediatrneurol.2014.04.018. PubMed PMID:
25160549.

Pediatric Neurology Briefs 2015;29(5):38. http://dx.doi.org/10.15844/pedneurbriefs-29-5-5.
ISSN: 1043-3155 (print) 2166-6482 (online). Received 2015 May 19. Accepted 2015 May 27. Published 2015 May 30.
©2015 The Author(s). This work is licensed under a Creative Commons Attribution 4.0 International License.

38

