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Abstract
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Introduction: Down syndrome (DS) is considered the most common aneuploidy that affects humankind; the incidence of DS is 1 in 
700 livebirth in the United State. Associations between DS and hematological conditions of all component of blood (red blood cells, 
white blood cells, and platelet) have been addressed repeatedly in medical literature and gaining more focus recently. These condi-
tions manifest particularly during childhood.

Aim of Work: This is an overview of different aspects related to hematological abnormalities in children with DS, with some focus 
on anemia in these children.

Methodology: A comprehensive and systematic search was conducted regarding hematologic condition associated with Down syn-
drome including anemia. PubMed and Google Scholar search engine were the mainly used database. 

Conclusion: The American Academy of Pediatrics (AAP) recommended the annual screening for iron deficiency anemia (IDA) in 
children with DS starting at 1 year of age until the age of 18. The most recent study showed a high prevalence of macrocytosis, a find-
ing that supports the recommendation by AAP to add ferritin and C-reactive protein (CRP) concentration to Hb level in the annual 
screening in patient with Down syndrome. The use of IST to treat DS patients with anaplastic anemia is safe and may carry a favorable 
outcomes with full response achievement and negligible adverse event. Transient myeloproliferative disorder TMD manifest during 
the newborn period and early infancy. The condition is considered pre-leukemic and it is a challenge to diagnose. It has a pathoge-
netic role in the development of AML in children with Down syndrome
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IIntroduction

Down syndrome (DS) is considered the most common aneuploidy that affects humankind; the incidence of DS is 1 in 700 livebirth in 
the United State [1,2]. The syndrome manifests clinically by a wide range of abnormalities and comorbidities that affect different systems 
and organs including the cardiovascular, gastrointestinal, and musculoskeletal. Children with DS require a close care and long monitoring 
and follow up.

Associations between DS and hematological conditions of all component of blood (red blood cells, white blood cells, and platelet) have 
been addressed repeatedly in medical literature and gaining more focus recently. These conditions manifest particularly during childhood. 
For example, children with DS are at higher risk of leukemia 10 to 20 time compared with the general population [3]. The incidence of 
acute myeloid leukemia (AML) is significantly higher with approximately 150-fold increase. A transient myeloproliferative disorder (TMD) 
during the newborn period and early infancy is another condition affects these patients. Although the risk of Iron deficiency anemia is 
similar between children with and without DS, the higher prevalence of macrocytosis among children with DS renders the diagnosis by 
red blood cell indices more difficult [4-7]. Anaplastic anemia is considered a rare complication of DS in affected children [8-14].

In this review, we will discuss different aspects related to hematological abnormalities in children with DS, with some focus on anemia 
in these children.

Methods

A comprehensive and systematic search was conducted regarding hematologic condition associated with Down syndrome including 
anemia. PubMed search engine (http://www.ncbi.nlm.nih.gov/) and Google Scholar search engine (https://scholar.google.com) were the 
mainly used database. All relevant available and accessible articles of all types were reviewed and included. Case reports and case series 
were used for rarely reported conditions. The terms used in search were: Down syndrome, trisomy 21, anemia, iron deficiency anemia 
and hematologic disorder.

Iron deficiency anemia in children with DS 

The American Academy of Pediatrics (AAP) recommended the annual screening for iron deficiency anemia (IDA) in children with DS 
starting at 1 year of age until the age of 18. This was their first published guideline regarding the management of children with Down 
syndrome; it was published in 2011 [1]. The recommendation is based on the fact that irreversible cognitive impairment is associated with 
iron deficiency anemia and as children with Down syndrome are at higher risk for neurocognitive deficits. The recommended screening 
is achieved by annual check of hemoglobin level (Hb). Additionally, if the child has a positive history of inadequate nutrition, which 
increase the risk of iron deficiency, AAP recommended additional investigation as ferritin and C-reactive protein and/or reticulocyte 
hemoglobin concentration [1]. However, the evidenced was not strong enough and many researcher recommended a further study about 
the importance of this recommendation. For one example, some researcher has found that the prevalence of iron deficiency is similar in 
children with DS and other children without the syndrome, hence there is no benefits for additional screening. It is safe to say that data 
about IDA prevalence among children with DS is scarce [15]. One of studies that has been cited in the guideline compared iron intake 
between 10 children with DS and similar number of control; iron intake was lower in patients with DS, however, iron intake is not a 
specific indicator for iron deficiency anemia. In addition, inferences based on this study should be made with cautions due to a very 
small sample size [16]. Another studies with 114 children and adolescent with DS found iron deficiency in only 10% of patients and iron 
deficiency anemia in only 3%, a result that is similar to prevalence in pediatric population [6]. Another study conducted by Tenenbaum 
A, et al. has examined the prevalence of anemia in 149 patients with DS aged 0 to 20 years, they found that less than 10 percent of these 
patients had anemia and only half of these patient had a diagnostic iron [17].

https://scholar.google.com
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To address this uncertainty, a recent study that was published in 2019 aimed to examine the prevalence of anemia in children aged 
between 1 and 18 years old, especially IDA [15]. The study was designed as a retrospective cohort with data of 200 participant being 
collected from the Medical University of South Carolina electronic record for patient between 2012 and 2016. The researchers included 
patient diagnosed with Dawn syndrome and aged 1 to 18 Down syndrome (DS), with a documented Hb value. The presence of additional 
hematologic condition was set as an exclusion criterion. The hemoglobin cut-off for age and sex suggested by World Health Organization 
was used to define anemia [18].

Among the 200 participants with DS, Anemia was found to affect 22.5%. In the study, 18 percent of children between 1 - 5 years 
with DS had anemia; this is much higher prevalence than correspondent general population without DS as reported by National Health 
and Nutrition Examination to be 3.2%. The most type of anemia was normocytic which represented more than two third of all anemia 
among participants. Similarly, the prevalence of anemia among children aged 5 - 11 years with DS in the study was higher than general 
population; 24.2 versus 2 percent respectively. Normally, there is no need for anemia screening in healthy males aged between 5 - 11 and 
12 - 29 years old due relatively low risk, the prevalence in these male are about 2% and less than 1% for each age group respectively 
[19]. However, adolescent males with DS In this cohort study showed a very high prevalence similar to younger children. Anemia has 
been shown to affect one fourth of this age group. Thus, the authors support the need for annual screening for anemia until the age of 18 
for both genders [19]. Despite the well-known association between iron deficiency and microcytic anemia, many research suggest that 
macrocytosis (increased mean corpuscular volume [MCV]) in anemic patients with DS, this make the detection of IDA challenging and 
may complicate the diagnosis. In one study [7], researchers estimated that macrocytosis present in slightly less than half of children with 
DS, whereas Dixon., et al. estimation was much lower (22%). In this study, the result was similar to Dixon et al results with estimated 
prevalence of macrocytosis to be 27.5%. This high prevalence of macrocytosis support the recommendation by AAP to add ferritin and 
C-reactive protein (CRP) concentration to Hb level in the annual screening in patient with Down syndrome, especially in the presence 
of malnutrition risk [2]. Ferritin is a more specific to estimate the status of iron stores, but it is also an acute phase reactant that can be 
falsely elevated in times of stress, inflammation, or infection. In cases with elevated ferritin due to acute reaction, IDA could be masked and 
difficulty detected, this is similar to the masking caused by macrocytosis to low MCV seen in IDA. Hence, to distinguish false elevation of 
ferritin, C reactive protein (also acute phase reactant) should be obtained. High level of CRP indicated that ferritin elevation is due reaction 
and thus render its value less representative of iron status. In that situations, further testing of ferritin should be done in the near future. 
This study has an important limitation, due to lack of health record regarding the status of iron, the prevalence of IDA is not precise. Hence, 
despite the diagnosis of anemia was accurate, the authors were unable to establish the cause of anemia. In addition, authors find that 
the diagnosis of anemia in the record was inconsistent with normal reference for age-sex group. This is a consistent barrier to physician 
documentation and identification of abnormal Hb values. In one study, the omission rate of secondary diagnoses was estimated to be as 
high as 40 percent [20]. Hence, the author stated that they were not sure if physicians have addressed the presence of anemia in all patient 
with DS, thus the prevalence could be even higher. In addition, this was a single center study and hence the generalization of finding is not 
warranted.

Anaplastic anemia in children with DS 

Among many predisposition for hematologic conditions, Down syndrome (DS) carries a risk for developing an idiopathic acquired 
aplastic anemia (AA). This complication is very rare with only 9 cases being reported prior to 2016 [8-14]. A recent case series including 
three cases was reported by Kyogo Suzuki., et al. in 2016 [21]. The researchers reported a case of two males and 1 female with DS that 
show idiopathic anaplastic anemia and studied the efficacy of immunosuppressive therapy (IST) for the first time in the literature. 

The first patient was a two-year-old child. The patients had mild pulmonary hypertension mostly due to atrial septal defect. The 
child presented with fever. Blood test yielded marked pancytopenia and was diagnosed with severe form of anaplastic anemia after 
fulfilling the criteria. Further investigation by bone marrow aspiration revealed extreme hypocellularity without blast proliferation or 
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dysplastic features. The physicians started with two courses of high dose of steroid therapy. After about three months patient was given 
immunosuppressive therapy that constitutes of horse-derived antithymocyte globulin (ATG) and cyclosporine A (CSA). There was no 
apparent response after 3 and 6 months of therapy, however, patient start to show a complete recovery after 10 months. After 28 months 
patient developed immune thrombocytopenia which responded adequately to prednisolone. During continuous follow-up until the age of 
17 years, patient did not show any other complication and blood cell counts were at normal level.

The second patient was an 8 year-old girl with a history of anal atresia and hyperthyroidism. The girl presented with bleeding tendency 
and blood test reveal pancytopenia with particularly prominent neutropenia. Patient was diagnosed with severe form of anaplastic anemia 
that was confirmed by bone marrow aspiration with hypocellularity. IST was started after 39 days of presentation and comprised ATG 
and CSA and granulocyte-colony stimulating factor. Similar to first case, there was no adequate response at 3 and 6 months follow-up. A 
partial response started to appear after 11 months of therapy initiation. Although sufficient hematopoietic recovery was not achieved at 
3 and 6 months as observed in Case 1, a partial response occurred 11 months after IST. After 52 months follow-up, patient showed a good 
response with normal blood cell count despite a mild form of neutropenia.

The third case was about an 8-year-old boy with ventricular septal defect and patent ductus arteriosus. The child did not have any 
symptoms and was discovered incidentally by showing pancytopenia on Complete blood count (CBC). Additional investigation by bone 
marrow examination showed hypocellularity without blast proliferation. The diagnoses was established as anaplastic anemia. Patient was 
managed initially with oral CSA combined with danazol with no response. After that, bleeding tendency started to appear gradually and 
the patient needed periodic platelet transfusion. After 9 months, patient managed to receive IST with rabbit-derived ATG and CSA. Patient 
showed transient recovery. Eventually, IST did not lead to further responses and the patient needed bone marrow transplantation (BMT) 
after 12 months of IST.

This was the first study to examine the efficacy of IST in DS patient complicated with severe anaplastic anemia. One out of three patient 
did not respond to IST and the other two showed a complete recovery after one year of therapy that remained the same at the final follow-
up. It is worth to mention that there was no obvious short-term response in the first 6 months of therapy initiation. In the third patient 
where IST did not show any efficacy, there was a delay in IST initiation that may explain the lack of response [22,23]. 

Allogeneic hematopoietic stem cell transplantation (HSCT) from an HLA-matched sibling donor is the first-line and the definite therapy 
for severe anaplastic anemia. An alternative donor especially HLA-matched unrelated donor is the best option in case of no respond to 
IST. However, the evidence regarding allogeneic HSCT for Down syndrome patient is limited and the few published studies reported 
inferior outcomes compared to children without DS, in addition to reported mortality rate related to transplant complication [9,24]. In the 
recently published case series, the third patients also suffered various complications. Although some researchers suggest that DS patient 
may show a drug sensitivities different than general population [25,26]. The recent study of 3 patient did not report any unwanted effects 
of IST. The authors concluded that the use of IST to treat DS patients with anaplastic anemia is safe and may carry a favorable outcomes 
with full response achievement and negligible adverse event [21]. 

Transient myeloproliferative disorder

In addition to anemia, children with DS are prone to other hematologic abnormalities and diseases. Transient myeloproliferative 
disorder TMD (or transient leukemia) manifest in these patient during the newborn period and early infancy. The condition is considered 
pre-leukemic and it is a challenge to diagnose. It has a pathogenetic role in the development of AML in children with Down syndrome.

The disease is common among DS children, the reports have estimated the prevalence to range between 10 to 30 percent of children 
with DS [27-29]. When the screening is conducted through morphology of peripheral blood smear for the presence of blasts in suspected 
cases, TMD has been reported in approximately 10 percent of infants with DS [30]. Since peripheral blood smear may not be obtained 
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and examined microscopically on regular basis [31], the actual incidence is likely to be higher. This is evidenced by one prospective study 
that identified circulating blasts in 98 percent of neonates with DS [32]. When genetic sequencing is performed to detect somatic GATA1 
mutations in peripheral blood cells [33], overt or clinically silent TMD was found in 29 percent of newborns with DS [32].

The basic molecular pathogenesis of Transient myeloproliferative disorder is a complex process with many steps that is not fully 
understood. There is a transient presence of blasts of megakaryocytic lineage in the peripheral blood of infants with trisomy 21. Transient 
myeloproliferative disorder starts to appear during fetal development and early hematopoiesis [31,34]. In the setting of trisomy 21, 
megakaryocyte-erythroid progenitors (MEPs) are expanded during hematopoiesis in the fetal liver [27,35,36]. A Somatic mutation of the 
gene coding for the hematopoietic transcription factor amino-terminally truncated GATA1 protein (GATA-1) is believed to be acquired 
for TMD development [36-40]. GATA1 mutations result in the expression of GATA1 protein. The functional consequence is impaired and 
uncontrolled megakaryocytic differentiation and proliferation [33]. The number of TMD blasts is found to be higher in the peripheral 
blood than in the bone marrow, this could be explained by the origin of TMD in tissues of fetal hematopoiesis as the liver [29].

Most cases (about 80%) of Transient myeloproliferative disorder resolves within the first three months of life. However, about 20 
percent of apparent recovery is followed by the onset of acute myeloid leukemia (AML), typically within the first four years of life.

Conclusion

Down syndrome (DS) is considered the most common aneuploidy that affects humankind; the incidence of DS is 1 in 700 livebirth in 
the United State. Associations between DS and hematological conditions of all component of blood (red blood cells, white blood cells, and 
platelet) have been addressed repeatedly in medical literature and gaining more focus recently. These conditions manifest particularly 
during childhood. The American Academy of Pediatrics (AAP) recommended the annual screening for iron deficiency anemia (IDA) in 
children with DS starting at 1 year of age until the age of 18. The most recent study showed a high prevalence of macrocytosis, a finding 
that supports the recommendation by AAP to add ferritin and C-reactive protein (CRP) concentration to Hb level in the annual screening in 
patient with Down syndrome. The use of IST to treat DS patients with anaplastic anemia is safe and may carry a favorable outcomes with 
full response achievement and negligible adverse event. Transient myeloproliferative disorder TMD manifest during the newborn period 
and early infancy. The condition is considered pre-leukemic and it is a challenge to diagnose. It has a pathogenetic role in the development 
of AML in children with Down syndrome.

Bibliography

1. Bull MJ Committee on Genetics. “Health supervision for children with Down syndrome”. Pediatrics 128 (2011): 393-406.

2. Parker SE., et al. “Updated National Birth Prevalence estimates for selected birth defects in the United States, 2004-2006”. Birth De-
fects Research Part A: Clinical and Molecular Teratology 88 (2010): 1008- 1016.

3. Hitzler JK and Zipursky A. “Origins of leukaemia in children with Down syndrome”. Nature Reviews Cancer 5 (2005): 11-20.

4. Akin K. “Macrocytosis and leukopenia in Down’s syndrome”. JAMA 259 (1988): 842.

5. Roizen NJ Amarose AP. “Hematologic abnormalities in children with Down syndrome”. American Journal of Medical Genetics 46 
(1993): 510-512.

6. Dixon NE., et al. “Prevalence of iron deficiency in children with Down syndrome”. The Journal of Pediatrics 157 (2010): 967-971.

7. Starc TJ. “Erythrocyte macrocytosis in infants and children with Down syndrome”. The Journal of Pediatrics 121 (1992): 578-581.

8. Weinblatt ME., et al. “Aplastic anemia in Down’s syndrome”. Pediatrics 67 (1981): 896-897.

https://www.ncbi.nlm.nih.gov/pubmed/21788214
https://www.ncbi.nlm.nih.gov/pubmed/20878909
https://www.ncbi.nlm.nih.gov/pubmed/20878909
https://www.ncbi.nlm.nih.gov/pubmed/15630411
https://jamanetwork.com/journals/jama/article-abstract/370557
https://www.ncbi.nlm.nih.gov/pubmed/8322810
https://www.ncbi.nlm.nih.gov/pubmed/8322810
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2988945/
https://www.ncbi.nlm.nih.gov/pubmed/1403393
https://www.ncbi.nlm.nih.gov/pubmed/6453327


Citation: Dahook Abdullah Abualsamh., et al. “Anemia and Other Hematologic Disorder in Children with Down Syndrome”. EC 
Microbiology 15.12 (2019): 01-07.

06

Anemia and Other Hematologic Disorder in Children with Down Syndrome

9. Rubin CM., et al. “Bone marrow transplantation for the treatment of haematological disorders in Down’s syndrome: toxicity and out-
come”. Bone Marrow Transplant 18 (1996): 533-540.

10. Pavithran K and Raji NL. “Aplastic anemia in Down’s syndrome”. American Journal of Hematology 73 (2003): 213.

11. McWilliams NB and Dunn NL. “Aplastic anemia and Down’s syndrome”. Pediatrics 69 (1982): 501-502.

12. Gathwala G., et al. “Transient aplastic anemia in Down’s syndrome-a rare association”. European Journal of Medical Genetics 54 (2011): 
341-342.

13. Furuya A., et al. “Epstein-Barr virus-related post-transplant lymphoproliferative disorder occurring after bone marrow transplanta-
tion for aplastic anemia in Down’s syndrome”. International Journal of Clinical and Experimental Pathology (2014).

14. Erdogan G., et al. “A case of idiopathic aplastic anaemia associated with trisomy-21 and partial endoreduplication”. Acta Haemato-
logica 37 (1967): 137-142.

15. Mittal S., et al. “Screening for Anemia in Children with Down Syndrome”. Journal of Developmental & Behavioral Pediatrics (2019): 1. 

16. Luke AMY., et al. “Nutrient intake and obesity in prepubescent children with Down syndrome”. Journal of the American Dietetic As-
sociation 96 (1996): 1262-1267.

17. Tenenbaum A., et al. “Anemia in children with Down syndrome”. International Journal of Pediatrics 2011 2011: 813541.

18. McLean E., et al. “Worldwide prevalence of anaemia, WHO Vitamin and Mineral Nutrition Information System, 1993-2005”. Public 
Health Nutrition 12 (2009): 444-454.

19. Le CH. “The prevalence of anemia and moderate-severe anemia in the US population (NHANES 2003-2012)”. PLoS One 11 (2016): 
e0166635.

20. Horsky J., et al. “Accuracy and completeness of clinical coding using ICD-10 for ambulatory visits”. AMIA Annual Symposium Proceed-
ings 2017 (2018): 912-920.

21. Suzuki K., et al. “Immunosuppressive therapy for patients with Down syndrome and idiopathic aplastic anemia”. International Journal 
of Hematology 104.1 (2016): 130-133.

22. Jeong DC., et al. “Long-term outcome after immunosuppressive therapy with horse or rabbit antithymocyte globulin and cyclosporine 
for severe aplastic anemia in children”. Haematologica 99 (2014): 664-671.

23. Yoshida N., et al. “Predicting response to immunosuppressive therapy in childhood aplastic anemia”. Haematologica 96 (2011): 771-
774.

24. Goto H., et al. “Hematopoietic stem cell transplantation for patients with acute lymphoblastic leukemia and Down syndrome”. Pediat-
ric Blood and Cancer 62 (2015): 148-152.

25. Taub JW and Ge Y. “Down syndrome, drug metabolism and chromosome 21”. Pediatric Blood and Cancer 44 (2005): 33-39.

26. Garre ML., et al. “Pharmacokinetics and toxicity of methotrexate in children with Down syndrome and acute lymphocytic leukemia”. 
The Journal of Pediatrics 111 (1987): 606-612.

27. Klusmann JH., et al. “Treatment and prognostic impact of transient leukemia in neonates with Down syndrome”. Blood 111 (2008): 
2991.

https://www.ncbi.nlm.nih.gov/pubmed/8879614
https://www.ncbi.nlm.nih.gov/pubmed/8879614
https://www.ncbi.nlm.nih.gov/pubmed/6453327
https://www.ncbi.nlm.nih.gov/pubmed/6461838
https://www.ncbi.nlm.nih.gov/pubmed/21354344
https://www.ncbi.nlm.nih.gov/pubmed/21354344
https://www.ncbi.nlm.nih.gov/pubmed/24427369
https://www.ncbi.nlm.nih.gov/pubmed/24427369
https://www.ncbi.nlm.nih.gov/pubmed/4963237
https://www.ncbi.nlm.nih.gov/pubmed/4963237
doi:%2010.1097/dbp.0000000000000731
https://www.ncbi.nlm.nih.gov/pubmed/8948387
https://www.ncbi.nlm.nih.gov/pubmed/8948387
https://www.hindawi.com/journals/ijpedi/2011/813541/
https://www.ncbi.nlm.nih.gov/pubmed/18498676
https://www.ncbi.nlm.nih.gov/pubmed/18498676
https://www.ncbi.nlm.nih.gov/pubmed/27846276
https://www.ncbi.nlm.nih.gov/pubmed/27846276
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5977598/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5977598/
doi:%2010.1007/s12185-016-1997-z
doi:%2010.1007/s12185-016-1997-z
https://www.ncbi.nlm.nih.gov/pubmed/24213150
https://www.ncbi.nlm.nih.gov/pubmed/24213150
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3084926/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3084926/
https://www.ncbi.nlm.nih.gov/pubmed/25262825
https://www.ncbi.nlm.nih.gov/pubmed/25262825
https://www.ncbi.nlm.nih.gov/pubmed/15390307
https://www.ncbi.nlm.nih.gov/pubmed/2958611
https://www.ncbi.nlm.nih.gov/pubmed/2958611
https://www.ncbi.nlm.nih.gov/pubmed/18182574
https://www.ncbi.nlm.nih.gov/pubmed/18182574


Citation: Dahook Abdullah Abualsamh., et al. “Anemia and Other Hematologic Disorder in Children with Down Syndrome”. EC 
Microbiology 15.12 (2019): 01-07.

07

Anemia and Other Hematologic Disorder in Children with Down Syndrome

28. Massey GV., et al. “A prospective study of the natural history of transient leukemia (TL) in neonates with Down syndrome (DS): Chil-
dren’s Oncology Group (COG) study POG-9481”. Blood 107 (2006): 4606.

29. Gamis AS., et al. “Natural history of transient myeloproliferative disorder clinically diagnosed in Down syndrome neonates: a report 
from the Children’s Oncology Group Study A2971”. Blood 118 (2011): 6752.

30. Zipursky A., et al. “Leukemia and/or myeloproliferative syndrome in neonates with Down syndrome”. Seminars in Perinatology 21 
(1997): 97.

31. Zipursky A. “Transient leukaemia--a benign form of leukaemia in newborn infants with trisomy 21”. British Journal of Haematology 
120 (2003): 930.

32. Roberts I., et al. “GATA1-mutant clones are frequent and often unsuspected in babies with Down syndrome: identification of a popula-
tion at risk of leukemia”. Blood 122 (2013): 3908.

33. Gamis AS and Smith FO. “Transient myeloproliferative disorder in children with Down syndrome: clarity to this enigmatic disorder”. 
British Journal of Haematology 159 (2012): 277.

34. Roberts I and Izraeli S. “Haematopoietic development and leukaemia in Down syndrome”. British Journal of Haematology 167 (2014): 
587.

35. Chou ST., et al. “Trisomy 21 enhances human fetal erythro-megakaryocytic development”. Blood 112 (2008): 4503.

36. Wechsler J., et al. “Acquired mutations in GATA1 in the megakaryoblastic leukemia of Down syndrome”. Nature Genetics 32 (2002): 
148-152.

37. Groet J., et al. “Acquired mutations in GATA1 in neonates with Down’s syndrome with transient myeloid disorder”. Lancet 361 (2003): 
1617.

38. Hitzler JK., et al. “GATA1 mutations in transient leukemia and acute megakaryoblastic leukemia of Down syndrome”. Blood 101 
(2003): 4301.

39. Rainis L., et al. “Mutations in exon 2 of GATA1 are early events in megakaryocytic malignancies associated with trisomy 21”. Blood 
102 (2003): 981.

40. Xu G., et al. “Frequent mutations in the GATA-1 gene in the transient myeloproliferative disorder of Down syndrome”. Blood 102 
(2003): 2960.

Volume 15 Issue 12 December 2019
©All rights reserved by Dahook Abdullah Abualsamh., et al.

https://www.ncbi.nlm.nih.gov/pubmed/16469874
https://www.ncbi.nlm.nih.gov/pubmed/16469874
https://www.ncbi.nlm.nih.gov/pubmed/21849481
https://www.ncbi.nlm.nih.gov/pubmed/21849481
https://www.ncbi.nlm.nih.gov/pubmed/9190039
https://www.ncbi.nlm.nih.gov/pubmed/9190039
https://www.ncbi.nlm.nih.gov/pubmed/12648061
https://www.ncbi.nlm.nih.gov/pubmed/12648061
https://www.ncbi.nlm.nih.gov/pubmed/24021668
https://www.ncbi.nlm.nih.gov/pubmed/24021668
https://www.ncbi.nlm.nih.gov/pubmed/22966823
https://www.ncbi.nlm.nih.gov/pubmed/22966823
https://www.ncbi.nlm.nih.gov/pubmed/25155832
https://www.ncbi.nlm.nih.gov/pubmed/25155832
https://www.ncbi.nlm.nih.gov/pubmed/18812473
https://www.ncbi.nlm.nih.gov/pubmed/12172547
https://www.ncbi.nlm.nih.gov/pubmed/12172547
https://www.ncbi.nlm.nih.gov/pubmed/12747884
https://www.ncbi.nlm.nih.gov/pubmed/12747884
https://www.ncbi.nlm.nih.gov/pubmed/12586620
https://www.ncbi.nlm.nih.gov/pubmed/12586620
https://www.ncbi.nlm.nih.gov/pubmed/12649131
https://www.ncbi.nlm.nih.gov/pubmed/12649131
https://www.ncbi.nlm.nih.gov/pubmed/12816863
https://www.ncbi.nlm.nih.gov/pubmed/12816863

	_GoBack
	_GoBack
	_Hlk25160573

