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Abstract  
Background: Turner Syndrome (TS) is caused by the complete or 
partial absence/abnormality of the second X chromosome in some or 
all cells.
The purpose of this study was to assess the correlation between clinical 
presentation and karyotype variations of X chromosome in TS.
Methods: In a retrospective case-series using medical records 
(2001-17) for our pediatric-endocrinology TS patients, additional 
data were collected using a questionnaire and detailed physical 
examination, including demographics, initial presentation, clinical 
characteristics at diagnosis, height, puberty stage, cardiovascular and 
renal malformations, uterus and ovary status, and hormonal profile. 
Three patient-groups of monosomy X (45,X) cases, 45,X/46,XX or 
45,X/46,XY mosaicism cases, and cases with other aberrations of X 
chromosome were compared in this study. 
Results: In 57 TS patients (Age range 6 months to 25 years 
(Mean 11.85±5.1 yrs.)), 3.5% were diagnosed in infancy because of 
lymphedema and congenital heart disease. Short stature was the initial 
presentation in 78.9%. On presentation, 94.7% were short. Other 
referrals included cases with primary amenorrhea (12%), delayed 
puberty (5.3%), leg edema (1.8%) and congenital heart disease (1.8%). 
Mean height standard deviation score was 3.7±1.8 SD below mean for 
age and sex. Overall, 50.9% of cases had all clinical features consistent 
with TS and 21.1% had no symptoms of TS other than short stature. 
Of 39 patients in pubertal age, 31.6% had degrees of breast maturity. 
Most of them had X structural abnormalities (40.3%). However, 
33.3% had classic TS. Still, 5.3% had Y-chromosome material. Among 
three karyotype groups, clinical symptoms and phenotypes were not 
significantly different. 
Conclusion: The study found no correlation between the clinical 
presentation and karyotype variations of TS. 
Keywords: Amenorrhea, Chromosomes, Gonadal dysgenesis, 
Karyotype, Turner syndrome
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Introduction  
Turner Syndrome (TS) is caused by the complete 
or partial absence of the second X chromosome 
(monosomy) in some or all cells or presence of 
structurally abnormal X chromosome. TS presents 
with wide range of somatic features including 
characteristic facial features (webbed neck, low-set 
or maltreated ears, ptosis), short stature, premature 
ovarian failure, sexual infantilism, primary 
amenorrhea, congenital cardiac malformations, 
and skeletal abnormalities (1). Major phenotypic 
characteristics in TS are short stature and ovarian 
dysgenesis. Clinical features in TS may be highly 
varied (2). Haploinsufficiency of the X-linked genes 
that escape X inactivation is one of the key factors 
responsible for clinical phenotype of TS (3,4). Genes 
involved in the development and maintenance of 
the ovarian function are postulated to be on Xp and 
Xq (3,5). Previous studies have shown phenotype/
karyotype correlations, so that patients with 45, X 
karyotype tend to have more severe form of disease 
and congenital defects than those having mosaic 
karyotypes with a normal cell line (45,X/46,XX 
or 45,X/46,XY) (6). With highly variable genetic 
background of the TS, different phenotypes can be 
expected (7). Despite this, karyotype variations have 
not reliably predicted the clinical presentation of 
individuals with TS (7). 
In this study, an attempt was made to explore available 
data on karyotype and clinical profile and karyotype-
phenotype correlation in TS patients.

Materials and Methods
This retrospective case-series was conducted on 
female Iranian patients diagnosed with TS proved by 
karyotyping in our outpatient pediatric-endocrinology 
center. Data collection was performed by reviewing 
the medical files, a questionnaire, and detailed 
physical examination. The main outcome measures 
were demographics and clinical characteristics 
at diagnosis, the main cause of referral to clinic, 
height, puberty stage, cardiovascular and renal 
malformations, uterus and ovary status, and hormonal 
profile. The patients were categorized into three 
groups based upon karyotype. 
The Ethics and Research Committee of Hamadan 
University of Medical Sciences approved and funded 

the study (Study number: p/16/35/1/4644). All 
patients and their parents provided informed consents.
Study participants were phenotypic female patients 
diagnosed with TS through cytogenetic analysis. 
Correlation between the karyotypes and clinical 
features was analyzed.
Data collection was performed by an experienced 
physician through reviewing the medical files 
recorded from 2001 to 2017. Additional required data 
were collected using a questionnaire and detailed 
physical examination. 
Data were obtained on age of clinical presentation, age 
of diagnosis, presenting complaints, height Standard 
Deviation Score (SDS or z-score), blood pressure, clinical 
stigmata of TS, pubertal stage of breast and pubic hair 
development, sonographic appearances of the ovaries 
and uterus, echocardiogram findings, renal structural 
anomalies, and chromosomal analyses. Measurement 
of weight and height were done using SECA Beam 
scale (0.01 kg) and SECA measuring mat for height 
(0.1 cm) (Germany). Sexual maturation was assessed 
according to Tanner staging. Arterial blood pressure 
was measured using mercury sphygmomanometer 
with appropriate cuff size in two separate occasions. 
Hypertension was defined as over 95th percentile of 
blood pressure according to standardized table of age, 
gender and height. Dimensional echocardiography and 
electrocardiography were used to diagnose cardiac 
anomalies. Renal structural anomalies were diagnosed 
based on ultrasound examinations. Ultrasound 
examination of the uterus and the ovaries were 
performed in patients aged 12 years or older. Fasting 
blood glucose, thyroid function tests, renal function 
tests, lipid profile, and screening to rule out celiac 
disease using Anti TTG antibody were done in all 
patients at diagnosis. Serum FSH and LH measurements 
were done in all patients ≥10 years of age. FSH, LH, 
Thyroid Stimulating Hormone (TSH), and free T4 
tests were done by electrochemiluminescence assays. 
Puberty was considered delayed if there were no 
secondary sexual characteristics by 13 years of age (8).
Definitive TS diagnosis was done through 
chromosomal analysis. Standard chromosomal 
analyses of the cases were carried out using the basis 
of G-banding technique at high resolution. For each 
case, metaphase stages of 50-cell were examined from 
peripheral blood lymphocytes according to guidelines 
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from the International System for Human Cytogenetic 
Nomenclature (ISCN2005) (9). Diagnosis of TS or 
variants was considered by the presence of a 45,X 
cell line or mosaic forms of TS with 45,X/46,XX 
or additional cell lines with the Y chromosome 
(45,X/46,XY), structural abnormalities of the X like 
deletions of the short arm q or long arm p (Xp-, Xq- 
respectively), or duplication of the long arm to form 
isochromosome (isoXq) or ring (rX) (10).
Patients were categorized into three groups based on 
karyotype: cases with classic monosomy X (45,X), 
cases with XX or XY mosaicism, and those with 
other X chromosomal anomalies including structural 
aberrations of X chromosome. Clinical features of all 
groups were analyzed.
Patients who did not have all above mentioned 
criteria including data for blood pressure, TSH, 
pelvic sonography, and pubertal stage were excluded 
from the study.  

Statistical analysis
SPSS version 16 (SPSS Inc., Chicago, USA) was used 
to analyze data. Descriptive data were presented as 
numbers, percentages, and means. Since quantitative 
variables were normally distributed, one-way 
ANOVA was used to compare the means among 
three groups, while chi-squared test was used to 
compare qualitative data between groups. Statistical 
significance was set as p-value <0.05.
 
Results
Medical records for 57 female patients with TS were 
reviewed (Mean age at diagnosis was 11.85±5.1 years, 
range of 6 months to 25 years). Of these, 9 (15.8%) 
had parental consanguinity. About 3.5% of the patients 
were diagnosed in infancy because of lymphedema 
and congenital heart disease. Diagnosis was on 
average 3 years delayed after the initial presentation 
of TS. Short stature was the initial manifestation 
in 45 (78.9%) cases. However, on presentation, 54 
(94.7%) of them were clinically short. Mean height 
SDS (Standard deviation score or z score) was 3.7 
±1.8 SD below the mean for age and sex (range of 
-6.8 to +0), whereas 3 (5.3%) had a height curve 
above the 5th percentile in the normal female growth 
chart. Overall, 29 (50.9%) had all clinical features 
consistent with TS stature. Sixteen patients had one 

of the following features: 3 cases with ptosis  (5.3%), 
4 with web necked  (7%), 4 with widely separated 
nipples  (7%), 2 with pigmented nevi  (3.5%), 2 with 
leg edema  (3.5%), and 1 with nail dystrophy  (1.8%). 
In 12 (21.1%) cases, no other symptoms of TS other 
than short stature was present. 
Cardiac anomalies and congenital renal malformations 
were found in 15 (26.3%) and 4 (7%) cases, respectively. 
The most common cardiovascular malformations in 
these patients were bicuspid aortic valve in 8 (14%) 
and Coarctation Of the Aorta (COA) in 2 (3.5%). 
Horseshoe kidney was the main renal defect followed 
by duplex collecting system. Overall, 12 (21.1%) cases 
had overt hypothyroidism (TSH≥10 mIU/L). Clinical 
and laboratory characteristics of patients are reported 
in tables 1-3.
The most common karyotype was X structural 
abnormalities (40.3%) including 45X, 46XI observed 
in 10 (17.5%) cases. The classical monosomy (45X) 
was observed in 22 (33.3%) cases while 12 (21.1%) 
were diagnosed with 45,X/46,XX or 45,X/46,XY 
mosaicism (Table 2). Y-chromosome materials were 
seen in 3 (5.3%) patients.
Short stature was approximately universal in all 
patients regardless of karyotype abnormalities 
(p=0.57). The mean age at diagnosis and mean height 
were not different among three groups. Among the 
three groups with distinct karyotypic abnormalities, 
the phenotype was similar to the 45,X group. The 
classical monosomy group did not have more severe 
clinical features than those with other forms (Table 
3). Our results showed that  none of patients had 
impaired fasting glucose, or overt diabetes mellitus, 
dyslipidemia, or celiac disease marker at the time of 
diagnosis.

Discussion 
This case-series studied association between karyotypes 
and clinical stigmata of patients with TS in selected 
patients from our setting. The TS patients mostly 
presented with X chromosome structural abnormalities 
(40.3%) and one third of cases had monosomy X 
chromosome. Patients showed a range of physical 
features of TS with different karyotypes where short 
stature was the most common feature (94.7%). Short 
stature was also the most common reason for seeking 
medical attention (76.4%) followed by delayed puberty. 

Turner Syndrome
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Cytogenetic studies have indicated that SHOX 
haploinsufficiency (normally located in the pseudo-
autosomal region of short arm of chromosome X) 
appears to be the main cause of short stature and 
skeletal abnormalities including short metacarpals, 
cubitus valgus, or Madelung deformity of patients 
with TS (8,11). 

The mean age at diagnosis was 11.85±5.1 years which  
is consistent with other studies (12), although it is 
still higher than that observed in developed countries 
(13). Appropriate strategies are needed including 
raising parents’ awareness of their short girls and 
enabling physicians and health care providers to refer 
suspected cases of TS for early diagnosis. 
Although many girls with TS can be identified by their 
declining growth rates within the first years of life, the 
diagnosis often takes place later and underdiagnosis 
is common (1). The most important causes of delayed 
diagnosis include wide range of dysmorphic features, 

Table 1. Detailed characteristics of 57 studied Turner 
syndrome patients

   Characteristics Number Percent
Initial presentation:
Short stature
Amenorrhea
Delayed puberty 
Edema
Congenital heart disease

45 
7 
3
1
1

78.9%
12.3%
5.3%
1.8%
1.8%

Parental consanguinity 9 15.8%
aHeight SD (cm) -3.75 

(-6.8-0)
Full clinical stigmata of t urner 
syndrome 29 50.9%

Breast development
Prepubertal age
Pubertal age:
            SMR1
            SMR2
            SMR3
            SMR4
            SMR5

18
39
21
9
7
2
0

31.6%
68.4%
36.8%
15.8%
12.3%
3.5%
0%

Pubic hair development
Prepubertal age
Pubertal age:
            SMR1
            SMR2
            SMR3
            SMR4
            SMR5

18
39
5 

22
10
2
0

31.6%
68.4%
8.7%

38.6%
17.5%
3.5%
0%

Congenital heart disease
Bicuspid aortic valves
COA
AS (aortic stenosis)
Bicuspid aortic valves + COA
Bicuspid aortic valves + AS

15
9
3
1
1
1

26.3%
15.8%
5.26%
1.8%
1.8%
1.8%

Congenital renal anomalies 4 7%
Mean blood pressure (mmHg):
Diastole  
Systole

6.3 (4-9)
10.59 (6-16)

Mean TSH mIU/L 7.84 (1-55)
Abnormal TSH ≥4.5 mIU/L 24 42.1%
TSH ≥10 mIU/L 12 21 %
TSH between 4.5 - 9.99 mIU/L 12 21%

Mean FSH (mIU/mL) 81.91
(1-164.8)

Mean LH (IU/L) 20.08 
(0.18-55)

Sonographic appearances of the 
ovaries (39 were at puberty age)
Normal ovaries
Streak gonad 
Absent 

                
8

17
14 

14%
29.8%
24.6%

Sonographic appearances of the 
uterus (39 were at puberty age)
Normal uterus
Small uterus
Absent uterus

10
26
3

17.5%
45.6%
5.3%

a This variable means standard deviation (SD) relative to the mean height of 
the same age. 

SMR: Sexual Maturity Rating; COA: Coarctation of the aorta; FSH: Follicle-
stimulating hormone; LH: Luteinizing Hormone; TSH: Thyroid stimulating 
hormone. 

Table 2. Distribution of patients with Turner syndrome in three 
main groups of karyotypes and their descriptive details (N =57)

Karyotype Frequency Percent Valid
Percent

Group 1: 45,X Mono-
somy 22 33.3 33.3

Group 2: XX and XY 
Mosaicism 12 21.1 21.1

Group 3: X Structural 
Abnormalities 23 40.3 45.6

45XO 22 38.6 33.3

45XDEL/46XX 2 3.5 3.5

46XXMarker 2 3.5 3.5

45X/46XX 5 8.8 8.8

46XI 2 3.5 3.5

45X/46XMARK 2 3.5 3.5

45X/46XI 10 17.5 17.5

45X/46XY 2 3.5 3.5

46XDEL 5 8.7 8.7

45X/47XXX 4 7.0 7.0

46XX/46XY 1 1.8 1.8
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absence of characteristic stigmata in some cases, 
disregard for clinical examinations by physicians or 
lack of clinical expertise, and parents’ neglect of short 
girls. The main reason for seeking medical advice is 
lack of pubertal development rather than short stature. 
However, early identification of TS allows a good 
chance for increasing growth velocity and improving 
the final adult’s height by Growth Hormone (GH) 
therapy (14). Timely screening and management 

of possible co-existing illnesses in TS will also 
improve quality of life and may significantly reduce 
the morbidity and mortality of affected individuals. 
Considering the benefits of early detection, special 
emphasis should be placed on proper clinical 
examination and consideration of TS by physicians 
for any girl with unexplained short stature. This may 
help achieving ideal response to currently available 
therapies.

Turner Syndrome

Table 3. Comparison of characteristics among distinct chromosome groups (N = 57)

45X Monosomy X Chromosome Structur-
al Abnormalities

XX and XY
Mosaicism p Value

Mean age at presentation (years) 
Mean Height (cm)

10.1
119.8 (61-153)

13.3
125.9 (90.50-150.00)

11.9
126.33 (77.00-150)

0.18
0.529

SD Height (cm) -3.62 -3.41 -4.01 0.398

Short stature as Initial presentation 17 10 19 0.335

Short stature in examination 17 11 26 0.256

Breast development of 39 patients 
in pubertal age  
SMR1
SMR2
SMR3
SMR4
SMR5

16
1
1
1
0

7
3
1
1
0

16
5
5
0
0

0.318

Pubarche SMR 
SMR1
SMR2
SMR3
SMR4
SMR 5

9
7
1
2
0

3
7
2
0
0

11
8
7
0
0

0.145

Congenital Heart Malformation
Yes
No

 
8
11

3
9

4
22

0.132

Renal Structural Anomalies 
Yes
No

1
18

0
12

3
23

0.405

Systolic Hypertension 10.27 (6-14) 10.62 (8-14) 10.80 (6-16) 0.676

Sonographic Appearances of the 
Ovaries
Normal 
Small
Absent

2
8
4

3
2
5

3
7
5

0.337

Sonographic Appearances of the 
Uterus
Normal 
Small
Absent

5
9
0

3
6
1

2
11
2

0.396

SMR: Sexual Maturity Rating. One-way ANOVA was used to compare quantitative parameters among three groups, while chi-squared test was used to compare 
qualitative data between groups. SD: standard deviation. A p-value <0.05 was considered as statistically significant. 
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Although no significant difference was found between 
patients with 45,X and those with other variants of TS 
in terms of differences in phenotypic characteristics, 
Elleuch et al and Zheng et al reported that patients 
with 45,X completely differ in their phenotypical 
abnormalities (15,16).
Consistent with previous studies (17),  about half 
of our patients (53.8%) did not show any signs of 
pubertal development, while others had at least 
some degrees of breast development. Previous 
investigations that focused on the gonadal functions 
in girls with mosaicism 45,X/47,XXX or 45,X/46,XX 
karyotypes have depicted an increased likelihood of 
undergoing spontaneous pubertal development and 
menarche in those girls (18). However, in our study, 
these associations were not clear. 
Congenital heart malformations were detected 
in 12 (21%) cases, which was in agreement with 
the findings of other investigators (10). The most 
common cardiovascular malformations in TS patients 
were bicuspid aortic valve and aortic coarctation. 
However, no correlation was found between either 
karyotype and the type of congenital heart defects.
Renal structural anomalies identified through 
ultrasound were present in 7 (13.4%) of our  study 
subjects, which was lower in comparison with 
previous reports (19). The low frequency of renal 
malformations was thought to be due to small number 
of studied patients or underdiagnosis  while using 
ultrasound. In support of relevant literature (19), no 
association was found between prevalence of kidney 
malformation and specific types of karyotype. Since 
the congenital renal anomalies increase the risk 
of hypertension, urinary tract infections, and 
hydronephrosis (20), in line with previous studies, it 
is suggested that any patient with TS must receive a 
thorough clinical and radiologic evaluation including 
intravenous urography of urogenital tract at the time 
of diagnosis (18,19). 
With respect to hypertension, 3.5% of our patients were 
diagnosed with high blood pressure. However, the 
prevalence of hypertension varied in previous studies 
from 7 to 17% (21). Hypertension can be present from 
childhood in patients with TS with involvement of 
various factors such as heart malformations, obesity, 
obstructive sleep apnea, metabolic syndrome, and 
hormone replacement therapy may cause increased 

blood pressure in individuals with TS (20). Since 
high blood pressure may increase the risk of aortic 
dissection, a periodic and regular blood pressure 
measurement is highly recommended.
As expected, plasma levels of gonadotropins, 
particularly FSH, were markedly elevated in most 
of our patients. Basically, TS results from either 
total/partial absence or structural aberrations of one 
of two X chromosomes. It is therefore possible that 
lack of related genes involved in the development 
and maintenance of the ovarian function results in 
premature ovarian failure and consequently, sexual 
infantilism, delayed puberty, primary amenorrhea, 
and infertility. Laboratory finding of this condition 
is hypergonadotropic hypogonadism (3). Although 
the genetic mechanisms contributing to the viability 
of oocytes and thus for normal ovarian function 
are still not determined, it seems that the complete 
chromosomal pairing is a prerequisite for the survival 
of the oocytes and the development of normal ovaries. 
It is unclear whether premature ovarian failure is 
caused by genes on X chromosome or other autosomal 
defects are involved. In this regard, Castronovo et al 
suggested that not only haploinsufficiency of X-linked 
genes, but also autosomal-linked mutations might be 
involved in ovarian phenotype of TS patients (22). 
However, further research is required to identify 
the phenotypic impact of possible autosomal-linked 
genes on ovarian function It is preferred to begin 
female sex hormone replacement therapy at a normal 
pubertal age with bone age of 12 for our patients.
In agreement with previous studies (23), the 
frequency of subclinical (TSH >4.5 mIU/L) and overt 
hypothyroidism (TSH>10 mIU/L) was significantly 
high in our study too. No association was observed 
between the incidence of thyroid problems and 
karyotype. A new meta-analysis revealed that 
autoimmune thyroid diseases occur in more than one-
third of patients with TS (23). Untreated hypothyroidism 
may result in further growth failure and severe short 
stature in TS. Therefore, routine laboratory screening 
for hypothyroidism is recommended at diagnosis and 
annually thereafter in TS patients.
The structural alteration of the X chromosome was 
the dominant anomaly (40.3%) which is similar to 
the data reported by Carvalho et al (42%) (12). One 
third of cases had X chromosome monosomy. The 
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frequency of classic type of Turner syndrome (XO) in 
our study is similar to those presented in the studies 
by Wu et al (32.7%), Al Alwan et al (30.8%), and 
Kammoun et al (32%) (24-26). However, it is slightly 
different from the study results of Bharath et al 
(45.8%) (9).
Finally, although our patients presented a diverse 
spectrum of clinical findings and karyotype profile, 
our three karyotype groups did not differ in initial 
presentation, age at diagnosis, height, puberty stage, 
uterus and ovary status, renal ultrasound findings, 
hormonal profile, cardiovascular and urinary systems 
anomalies, and frequency of any specific feature. The 
number of dysmorphic features was not correlated 
with type of chromosome aberrations. However, in 
contrast, Liang et al (27) reported that the patients with 
45,XO karyotype have more severe gonadal dysfunction 
than those with other karyotypes. Kammoun et al 
also established a correlation between chromosome 
profile and the clinical expression of TS (24). Since 
conventional chromosomal analyses do not allow 
identifying low levels of mosaicisms, it is not possible 
to make a definitive comment on the hypotheses of 
karyotype and phenotype correlation in TS.
In alignment with the current literature (28), cell 
line with Y chromosome has been detected in 
5.3% of our patients. Nevertheless, due to using 
conventional karyotyping, some cells containing a 
Y chromosome might have lost. In view of the risk 
of developing gonadoblastoma, previous researchers 
have recommended that analysis by PCR should be 
carried out in all patients with TS in order to detect 
Y-chromosome-specific sequences, regardless of 
their karyotype (26). Given that the presence of Y 
chromosome or fragment may be associated with 
an increased risk of developing gonadoblastoma in 
patients with TS (29), laparoscopy was carried out 
and dysgenetic gonads were removed in all our three 
patients with Y chromosome.  
One of the limitations of this study was its retrospective 
nature and records of clinical findings might have 
been incomplete. Moreover, some of the related 
problems including intellectual status, osteoporosis, 
inflammatory bowel disease, and hearing status were 

Turner Syndrome

not thoroughly investigated. Also, MRI was not 
performed for diagnosis of COA or assessment of anti-
thyroid peroxidase antibody levels. So, the prevalence 
of COA and auto-immune thyroid disease in this study 
is not clear. In addition,  Y chromosome sequences were 
not checked in this research. If patients were classified 
into two groups namely “classic Turner syndrome 
(XO)” and “other abnormalities of X chromosomes”, 
it could be quite possible to obtain different results. 
It is worth mentioning that it was a pilot study on a 
relatively small sample with TS, so larger studies with 
longer follow-up period up to adulthood may provide 
better opportunities to assess associated problems in 
TS patients.

Conclusion
In this study, no correlation between clinical features 
of TS and the type of chromosome aberrations 
was found. However, our patients had a wide 
range of chromosomal abnormalities. There was a 
considerable delay between initial presentation and 
the age of diagnosis in our medical setting. Bringing 
awareness to the parents with short girls helps them to 
seek medical care at earlier ages, which is clinically 
beneficial for the patients in terms of taking advantage 
of follow-ups and available therapies. 

Acknowledgments 
The authors acknowledge all patients and their 
families who participated in this study. A special 
thanks to Ms. Pegah Ameri, member of the Clinical 
Research Center of our academic hospital for her 
valuable statistical assistance.
Also, we are thankful to Hamadan University of 
Medical Sciences Research Center which approved 
the study and provided funding.  

Conflicting Interest
The authors declare that they have no competing 
interests.

Funding
Hamadan University of Medical Sciences Research 
Center approved the study and provided funding. 



Volume 2  Number 6  Autumn 2019 199199199

Razavi Z, et alTurner Syndrome

References
1. Davenport ML. Approach to the patient with Turner syndrome. J Clin Endocrinol Metab 2010;95(4):1487-95. 

2. Darendeliler F, Yeşilkaya E1, Bereket A, Baş F, Bundak R, Sarı E, et al. Growth curves for Turkish girls with Turner 
Syndrome: Results of the Turkish Turner Syndrome Study Group. J Clin Res Pediatr Endocrinol 2015;7(3):183-91. 

3. Razavi Z, Momtaz HE. Balanced reciprocal translocation t(X;1) in a girl with tall stature and primary amenorrhea. Iran 
J Med Sci 2017;42(2):210-14.

4. Nakamura T, Tsuburai T, Tokinaga A, Nakajima I, Kitayama R, Imai Y, et al. Efficacy of estrogen replacement therapy 
(ERT) on uterine growth and acquisition of bone mass in patients with Turner syndrome. Endocr J 2015;62(11):965-70. 

5. Oliveira CS, Alves C. 1 The role of the SHOX gene in the pathophysiology of Turner syndrome. Endocrinol Nutr 
2011;58:433-42. 

6. Gonzalez L, Witchel SF. The patient with Turner syndrome: puberty and medical management concerns. Fertil 
Steril 2012;98(4):780-6. 

7. Stochholm K, Juul S, Juel K, Naeraa RW, Gravholt CH. Prevalence, Incidence, Diagnostic Delay, and Mortality in 
Turner Syndrome. J Clin Endocrinol Metab 2006;91(10):3897-902. 

8. Moka R, Sreelakshmi K, Gopinath PM, Satyamoorthy K. Cytogenetic evaluation of patients with clinical spectrum of 
Turner syndrome. J Hum Reprod Sci 2013;6(2):129-32. 

9. Bharath R, Unnikrishnan AG, Thampy MV, Anilkumar A, Nisha B, Praveen VP, et al. Turner Syndrome and its Variants 
R. Indian J Pediatr 2010;77(2):193-5.

10. Poprawski K, Michalski M, Ławniczak M, Łacka K. Cardiovascular abnormalities in patients with Turner syndrome 
according to karyotype: own experience and literature review. Pol Arch Med Wewn 2009;119(7-8):453-60. 

11. Kosho T, Muroya K, Nagai T, Fujimoto M, Yokoya S, Sakamoto H, et al. Skeletal features and growth patterns in 14 
patients with haploinsufficiency of SHOX: implications for the development of Turner syndrome. J Clin Endocrinol Metab 
1999;84(12):4613-21.

12. Carvalho AB, Lemos-Marini SHV, Guerra-Junior G, Maciel-Guerra AT. Clinical and cytogenetic features of 516 patients 
with suspected Turner syndrome - a single-center experience. J Pediatr Endocrinol Metab 2018;31(2):167-73. 

13. Saikia UK, Sarma D, Yadav Y. Delayed presentation of Turner Syndrome: Challenge to optimal management. J Hum 
Reprod Sci 2017;10(4):297-301. 

14. Reddy Danda VS, Sreedevi P, Arun G, Rao PS. Growth hormone treatment in Turner’s syndrome: A real world 
experience. Indian J Endocrinol Metab 2017;21(3):378-381. 

15. Zheng J1, Liu Z, Xia P, Lai Y, Wei Y, Liu Y, et al. Clinical manifestation and cytogenetic analysis of 607 patients with 
Turner syndrome. Zhonghua Yi Xue Yi Chuan Xue Za Zhi 2017;34(1):61-4.

16. Elleuch M, Mnif Feki M, Kammoun M, Charfi N, Rekik N, Bouraoui A. Descriptive analyses of Turner syndrome: 49 
cases in Tunisia. Ann Endocrinol (Paris) 2010;71(2):111-6. 

17. Alves M, Bastos M, Almeida Santos T, Carrilho F. Gonadal function in Turner syndrome. Acta Med Port 2013;26(6):655-63. 

18. Aso K, Koto S, Higuchi A, Ariyasu D, Izawa M, Miyamoto Igaki J, et al. Serum FSH level below 10 mIU/mL at twelve 
years old is an index of spontaneous and cyclical menstruation in Turner syndrome. Endocr J 2010;57(10):909-13. 

19. Chang P, Tsau YK, Tsai WY, Tsai WS, Hou JW, Hsiao PH, et al. Renal malformations in children with Turner’s 
syndrome. J Formos Med Assoc 2000;99(10):796-8.  

20. Saenger P, Wikland KA, Conway GS, Davenport M, Gravholt CH, Hintz R, et al. Recommendations for the diagnosis 
and management of Turner syndrome. J Clin Endocrinol Metab 2001;86:3061-9.

21. Sybert VP, McCauley E. Turner’s syndrome. N Engl J Med 2004;351:1227-38.  



Volume 2  Number 6  Autumn 2019200200

22. Castronovo C, Rossetti R, Rusconi D, Recalcati MP, Cacciatore C, Beccaria E, et al. Gene dosage as a relevant 
mechanism contributing to the determination of ovarian function in Turner syndrome. Hum Reprod 2014;29(2):368-79. 

23. Mohamed SOO, Elkhidir IHE, Abuzied AIH, Noureddin AAMH, Ibrahim GAA, Mahmoud AAA. Prevalence of 
autoimmune thyroid diseases among the Turner Syndrome patients: meta-analysis of cross sectional studies. BMC Res 
Notes 2018;11(1):842.

24. Kammoun I, Chaabouni M, Trabelsi M, Ouertani I, Kraoua L, Chelly I, et al. Genetic analysis of Turner syndrome: 89 
cases in Tunisia. Ann Endocrinol (Paris) 2008;69(5) 440-5. 

 25. Wu HH, Li H. Karyotype classification, clinical manifestations and outcome in 124 Turner syndrome patients in China. 
Ann Endocrinol (Paris) 2019;80(1):10-15.    

26. Al Alwan I, Khadora M, Amir I, Nasrat G, Omair A, Brown L,  et al. Turner Syndrome Genotype and phenotype and their 
effect on presenting features and timing of Diagnosis. Int J Health Sci (Qassim) 2014;8(2):195-202. 

27. Liang Y, Cheng J, Cai YN, Wei XP. [Karyotypes and pelvic ultrasonography in children with Turner syndrome]. 
Zhongguo Dang Dai Er Ke Za Zhi 2008;10(2):158-60. Chinese.

28. Rojek A, Kwasiuk K, Obara-Moszyńska M, Kolesińska Z, Niedziela M. [Y chromosome in Turner syndrome]. Pediatr 
Endocrinol Diabetes Metab 2017;23(1):37-41. 

29. Oliveira RM, Verreschi IT, Lipay MV, Eça LP, Guedes AD, Bianco B. Y chromosome in Turner syndrome: review of the 
literature. Sao Paulo Med J 2009;127(6):373-8. 

Turner Syndrome


