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INTRODUCTION

Intellectual disability (ID) is characterized by impairment of 
cognitive and adaptive functions, with onset before age 18 
years. ID is usually identified during infancy or early child-
hood because of developmental delay (DD). However, ID is 
formally diagnosed upon obtaining an intelligence quotient 

(IQ) score of less than 70.1,2 ID occurs in approximately 1−3% 
of the population, and is largely caused by genetic abnormali-
ties.1 However, it has extensive genetic heterogeneity, and 60% 
of the cases of ID still do not have a known etiology.3 ID is of-
ten accompanied by clinical features of dysmorphism, congen-
ital anomalies, or epilepsy. Chromosomal microarray (CMA), 
with a higher diagnostic yield (15−20%) than that of the G-
banded karyotype (~3%), is now a first-titer clinical diagnostic 
test for individuals with unexplained DD/ID, autism, or mul-
tiple congenital anomalies.4 CMA has a 100-fold higher reso-
lution than G-banded karyotype, and detects submicroscopic 
copy number variants (CNVs) across the entire genome. In 
many cases, the detected CNVs are disease-causing genomic 
alterations, although benign variants or variants of uncertain 
significance (VOUS) are also frequent. Although CMA and 
clinical data have extended the spectrum of understanding the 
genetic causes of ID, interpretation thereof and appropriate 
management, including genetic counseling, remain problems 
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Purpose: The present study aimed to investigate chromosomal microarray (CMA) and clinical data in patients with unexplained 
developmental delay/intellectual disability (DD/ID) accompanying dysmorphism, congenital anomalies, or epilepsy. We also 
aimed to evaluate phenotypic clues in patients with pathogenic copy number variants (CNVs).
Materials and Methods: We collected clinical and CMA data from patients at Konyang University Hospital between September 
2013 and October 2014. We included patients who had taken the CMA test to evaluate the etiology of unexplained DD/ID. 
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in a clinical setting.
 Here, we present our CMA results with clinical data in pa-
tients with unexplained DD/ID accompanying dysmorphism, 
congenital anomalies, failure to thrive (FTT), or epilepsy. We 
aimed to describe characteristics of clinical features in patients 
with pathogenic CNVs. 

MATERIALS AND METHODS 

Patients
We collected clinical and CMA data of the patients who visited 
Konyang University Hospital for evaluation of unexplained 
DD/ID in a period of one year. In total, 50 patients who had 
taken the CMA test to evaluate the etiology of unexplained DD/
ID between September 2013 and October 2014 were included. 
DD/ID was defined by IQ lower than 70 or developmental 
quotient lower than 85. All the patients had severe DD/ID with 
or without congenital anomalies, growth failure, or epilepsy. 
Exclusion criteria included 1) brain damage owing to hypoxic 
ischemic encephalopathy, periventricular leukomalacia, in-
tracranial hemorrhage, infarction, or sequeale of encephalitis; 
2) metabolic abnormalities, such as hypothyroidism, organic 
acidemia, amino acidopathy, peroxisomal disorder, etc.; and 
3) recognizable chromosomal syndromes or single gene dis-
orders, such as Down syndrome, Klinefelter syndrome, or Frag-
ile-X syndrome. Phenotypes were described as follows. 1) Dys-
morphism: anatomical structures or their measures are outside 
the normal range. 2) Major organ anomalies: CNS, heart, and 
uro-genital anomalies were included. 3) FTT: height and weight 
growth lie below the third percentile. 4) Microcephaly: head 
circumference is below third percentile. 5) Macrocephaly: head 
circumference is above the 97th percentile. 6) Epilepsy: recur-
rent seizure disorder with abnormal EEG. 7) Autism: neuro-
developmental disorder characterized by impaired social in-
teraction, impaired verbal and non-verbal communication, 
and restricted and repetitive behavior. 

Chromosomal microarray
DNA was extracted from peripheral blood leukocytes. CMA 
analysis was performed using CytoScan 750K (Affymetrix, 
Santa Clara, CA, USA). The array is characterized with >750436 
CNV markers, including 200436 genotype-able SNP probes 
and >550000 non-polymorphism probes. The overall average 
marker space is 4127 base pairs. All data were visualized and 
analyzed with the Chromosome Analysis Suite (ChAS) soft-
ware package (Affymetrix) using Human Genome build hg19. 
This software for CytoScan 750K was designed to detect a 
minimal size of 200 kb aberrations.

Interpretation
All detected CNVs were compared with known CNVs databas-
es, such as the Database of Genomic Variants (http://dgv.tcag.

ca), University of California Santa Cruz Genome Browser 
(http://genome.ucsc.edu), and DECIPHER (http://decipher.
sanger.ac.uk). In cases of potentially significant CNVs not list-
ed in the above databases, literature searches in the PubMed 
database was performed. We classified CNVs as pathogenic, 
benign, or VOUS based on literature guidelines.3

Statistical analysis
Statistical analyses were performed using SPSS 19.0 (IBM 
Corp., Armonk, NY, USA). Clinical features of dysmorphism, 
FTT, microcephaly, and epilepsy in patients with pathogenic 
CNVs and normal CMA were compared using the chi-squared 
test. Fischer’s exact test was used in cases where expected num-
bers of the patients were below 5, such as in the clinical features 
of CNS anomaly, heart anomaly, uro-genital anomaly, macro-
cephaly, and autism. A p-value ≤0.05 was considered to indi-
cate statistical significance.

Ethics statement
Approval was obtained from the Konyang University Hospital 
Institutional Review Board (2015-07-012-002). The title of the 
approved study is “Clinical utility of chromosomal microarray 
in patients with unexplained developmental delay/intellectu-
al disability.” Written informed consent was obtained from the 
parents/legal guardians of all the participants. Written informed 
consent was about confirming that participants or parents/le-
gal guardians understand CMA tests and agree for the genetic 
test and for their participation in human materials research. 
Konyang University Hospital Institutional Review Board ap-
proved this consent procedure.

RESULTS

CMA was performed in 50 patients, comprising 26 males and 
24 females. The mean age at the time of study was 5.4±5.9 
years (range: 0.1−32 years). All the patients had DD/ID. The 
other most common clinical features were dysmorphism in 39 
patients, FTT in 27 patients, epilepsy in 19 patients, major or-
gan anomalies in 12 patients, and autism in 9 patients (Table 1). 
We identified 37 CNVs in 29 of the 50 (58.0%) patients. Among 
the 29 patients with abnormal CMA results, the CMA analysis 
of the parents was done for 16 patients, and a siblings study 
was done for one patient. The inheritance pattern consisted of 
eight de novo sporadic cases and nine familial cases. Paternal 
origin was observed in six patients and maternal origin in 
three patients. The CMA database and parental findings cate-
gorized the abnormal CMA results as pathogenic CNVs in 
18/29 (62.1%) patients, benign CNVs in 6/29 (20.7%), and 
VOUS in 5/29 (17.2%) patients. The diagnostic yield of detect-
ing pathogenic CNVs was 18/50 (36.0%). The CMA results and 
clinical features are summarized in Table 2. Five out of 37 CNVs 
were sex chromosome rearrangements, 21 were duplications, 
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and 16 were deletions. The size of the CNVs ranged from 227 
kb to 18 Mb. 

Clinically known syndromes, such as the MECP2 duplica-
tion syndrome, FOXG1 syndrome, DiGeorge syndrome, An-
gelman syndrome, Nance-Horan syndrome, and other known 
microdeletion syndromes, were identified. DiGeorge syn-
drome could be diagnosed without the CMA test because of 
its typical phenotype. However, the patient was suspected to 
have additional genomic alterations because of severe lan-
guage impairment and autistic behavior. The results showed a 
22q11.2 deletion and benign CNVs of 8p23.2 duplication. An-
gelman syndrome in patient 11 was finally confirmed by meth-
ylation PCR after CMA test. In this study, 14 patients present-
ed reported rare CNVs (Table 2).

Among the nine familial patients, eight patients were found 
in VOUS and one patient (patient 16) was in pathogenic CNVs. 
In the eight patients in VOUS, all the parents were normal, 
whereas the father of patient 16 manifested a mild phenotype, 
such as mild atophic dermatitis and low body weight during 
childhood. 

Further, phenotypes among the patients with pathogenic 
CNVs, VOUS, benign CNVs, and normal CMA were compared 
(Table 3). The clinical features most often seen in patients with 
pathogenic CNVs were dysmorphism (88.9%), FTT (50.0%), 
microcephaly (44.4%), epilepsy (38.9%), major organ anomaly 
(22.4%), and autism (22.2%), in the order of frequency. Patients 
with normal CNVs presented dysmorphism (57.1%), FTT 
(52.4%), microcephaly (42.9%), epilepsy (33.3%), major organ 
anomaly (14.3%), and autism (9.5%). Dysmorphism (p=0.028) 
was significantly more frequent in patients with pathogenic 
CNVs than in those with normal CMA (Fig. 1). Autism (p=0.387), 
epilepsy (p=0.718), and microcephaly (p=0.921) were more fre-
quent in patients with pathogenic CNVs than in patients with 
normal CMA, although the difference was not significant (Fig. 1). 

Among the nine clinical features listed in Table 3, patients 
with normal CMA presented 2.2±1.3 (range: 1−4) manifesta-
tions, and patients with pathogenic CMA presented 2.8±1.3 
(range: 1−5) manifestations. Two or more symptoms were 
presented by 61.9% (13/21) of the patients with normal CMA 
and by 83.3% (15/18) of the patients with pathogenic CMA.

DISCUSSION

In this study, we identified chromosomal imbalances in 58.0% 
(29/50) of our patients. Of these, pathogenic CNVs were found 
in 62.1% (18/29), benign CNVs in 20.7% (6/29), and VOUS in 
17.2% (5/29) of the patients. The overall diagnostic yield was, 
therefore, 36.0% (18/50). In recent reports, the diagnostic yield 
of CMA was shown to have increased up to 10−28% for genetic 
testing in patients with unexplained DD/ID, autism spectrum 
disorders, or multiple congenital anomalies, as compared to 
3% for G-banded karyotype.4-11 In our study, the diagnostic yield 

was higher than that found in previous reports with similar pa-
tients. In Korea, the cost of CMA is not covered by Korean 
Health Insurance; therefore, patients for the CMA test were 
very carefully selected by a clinical geneticist, Hyon J. Kim. 
The correct diagnosis included the MECP2 duplication syn-
drome, FOXG1 syndrome, Angelman syndrome, and other 
known microdeletion or microduplication syndromes. In these 
cases, the diagnosis could be useful for predicting the clinical 
progress, preparing for symptoms not yet presented, and de-
ciding the plan for the evaluation and management of the dis-
ease. Furthermore, using a familial study, we can estimate a 
recurrent risk in the family and can give more information about 
the disease. A previous large-scale study showed that 54% of 
the abnormal variants generated a recommendation for clini-
cal action.12 The CMA test is an important diagnostic test that 
influences medical management. It also influences medical 
management in cases of VOUS, although clinicians should pe-
riodically review updated information in order to provide ap-
propriate medical management. As data from genetic studies 
increase, CNV interpretation and useful information can be 
updated. Palmer, et al.13 reported that interpretation of CMA 
could change over time. For example, patients 22 and 23 sis-
ters showed CNV of VOUS until now; however, the interpreta-
tion of the 1q44 trisomy in these patients can change over time. 

In our study, among the 21 patients who showed no abnor-
malities in the CMA test, three patients were further tested us-
ing whole exome sequencing. Two familial patients with ID, 
severe short stature, and macrodontia were diagnosed with 
the KBG syndrome, with confirmed ANKRD11 mutation.14 
The other patient was diagnosed with Pitt-Hopkins syndrome, 
with confirmed missense mutation in TCF4. In cases where the 
CMA test did not allow diagnosis, whole exome or whole ge-
nome sequencing could identify the genetic causes of ID. Fi-
nally, genome sequencing could be applied as a single genetic 
test, with a higher diagnostic yield, in the majority of patients 
with severe ID.15

Some researchers have investigated the characteristics of 
CNVs in patients with DD/ID. Patients with ID and multiple 
congenital anomalies show higher burden of CNVs than those 
with ID alone.16 DD/ID risk is known to increase in relation to 
CNV size and craniofacial anomalies. Further, cardiovascular 

Table 1. Clinical Characteristics of the 50 Patients 

Characteristics n=50
Gender (male:female) 26:24
Age (yr) (mean±SD) 5.4±5.9
Developmental delay/intellectual disability   50 (100.0%)
Craniofacial dysmorphism 39 (78.0%)
Failure to thrive 27 (54.0%)
Epilepsy 19 (38.0%)
Major organ anomalies 12 (24.0%)
Autism   9 (18.0%)
n, number; SD, standard deviation.



434

Chromosomal Microarray and Developmental Delay

https://doi.org/10.3349/ymj.2018.59.3.431

Ta
bl

e 
2. 

Cl
in

ic
al

 a
nd

 G
en

et
ic

 Fe
at

ur
es

 in
 29

 P
at

ie
nt

s w
ith

 C
N

Vs

Pa
tie

nt
Ag

e
Se

x 
M

ic
ro

ar
ra

y (
ge

no
m

e 
bu

ild
:h

g1
9)

 
Si

ze
Cr

iti
ca

l g
en

es
 o

r r
eg

io
n

Cl
as

si
fic

at
io

n
In

he
rit

an
ce

Cl
in

ic
al

 fe
at

ur
es

Sy
nd

ro
m

e
Re

as
on

s o
f 

cl
as

si
fic

at
io

n
Pa

th
og

en
ic 

CN
Vs

  1
6 

yr
F

3p
26

.3
p2

4.
3(

23
47

63
_1

83
60

23
8)

×
3,

4q
34

.1
q3

5.
2(

17
56

96
31

0_
19

09
57

46
0)

×
1

18
 M

b/
15

 M
b

3p
26

.3
4q

 3
4

Pa
th

og
en

ic/
Pa

th
og

en
ic

Un
kn

ow
n

Se
ve

re
 D

D/
ID

, d
ys

m
or

ph
ism

,  
  h

yp
ot

on
ia

3p
26

.3
  

  d
up

lic
at

io
n

4q
 3

4 
de

le
tio

n 
1/

1

  2
10

 yr
 3

 m
M

5q
33

.3
q3

5.
1(

15
64

09
41

2_
17

25
84

70
8)

×
1

16
 M

b 
5q

33
.3

q3
5.

1
Pa

th
og

en
ic

De
 n

ov
o

Se
ve

re
 D

D/
ID

, d
ys

m
or

ph
ism

,  
  e

pi
le

ps
y, 

FT
T, 

m
icr

oc
ep

ha
ly

5q
33

.3
q3

5.
1 

 
  d

el
et

io
n

1

  3
8 

m
M

Xq
28

(1
49

98
72

36
_1

55
23

30
98

)×
2

5 
M

b 
M

EC
P2

Pa
th

og
en

ic
De

 n
ov

o
Se

ve
re

 D
D,

 d
ys

m
or

ph
ism

,  
  m

ac
ro

da
ct

yly
, h

yp
ot

on
ia

, i
nt

es
tin

al
  

  p
se

ud
oo

bs
tru

ct
io

n,
 ch

ylo
th

or
ax

M
EC

P2
  

  d
up

lic
at

io
n 

 
  s

yn
dr

om
e

1

  4
12

 yr
 1

0 
m

M
4q

13
.2

(6
85

98
99

7_
69

15
51

66
)×

3,
 

6q
12

.3
(4

76
53

19
5_

48
81

19
02

)×
3,

Xq
28

(1
52

91
67

89
_1

53
42

18
38

)×
3

55
6 

kb
/

11
59

 kb
/

50
5 

kb

GN
RH

R,
 T

M
PR

SS
11

D/
OP

N5
, G

PR
11

1,
  

  G
PR

11
5/

SL
C6

A8
, A

BC
D1

, L
1C

AM
,  

  A
VP

R2
, M

EC
P2

, N
AA

10
, M

RX
3

VO
US

/ 
VO

US
/ 

Pa
th

og
en

ic
Un

kn
ow

n
Se

ve
re

 D
D/

ID
 

  n
o 

sp
ee

ch
, d

ys
m

or
ph

ism
,  

  e
pi

le
ps

y

M
EC

P2
  

  d
up

lic
at

io
n 

 
  s

yn
dr

om
e

3,
 4

/
3,

 4
/1

  5
7 

m
M

14
q1

2q
13

.3
(2

53
63

71
8_

36
87

29
96

)×
1

11
.5

 M
b 

FO
XG

1
Pa

th
og

en
ic

De
 n

ov
o

Se
ve

re
 D

D,
 d

ys
m

or
ph

ism
,  

  e
m

an
gi

om
a 

in
 m

id
lin

e 
fo

re
he

ad
,  

  s
im

ia
n 

cr
ea

se
, e

pi
le

ps
y, 

FT
T, 

 
  m

icr
oc

ep
ha

ly,
 a

ge
ne

sis
 o

f c
or

pu
s  

  c
al

lo
su

m

FO
XG

1 
 

  s
yn

dr
om

e
1

  6
9 

yr
 1

1 
m

M
8p

23
.2

(3
68

53
00

_5
93

56
71

)×
3,

 
18

q1
1.

2q
12

.2
(2

40
00

54
6_

34
85

5 
66

9)
×

1
2.

2 
M

b/
11

 M
b 

CS
M

D1
/K

CT
D1

, D
SC

2,
 D

SC
3,

 A
SX

L3
,  

  D
TN

A,
 D

SG
1,

 D
SG

2,
 D

SG
4

Be
ni

gn
/

Pa
th

og
en

ic
De

 n
ov

o
DD

/ID
, d

ys
m

or
ph

ism
18

q1
1.

2 
 

  m
icr

od
el

et
io

n
2/

1

  7
2 

yr
 1

1 
m

M
2q

36
.3

q3
7.

3(
22

86
13

83
2_

24
27

82
25

8)
×

3,
10

p1
5.

3(
10

00
47

_2
97

97
84

)×
1

14
 M

b/
2.

8 
M

b 

CO
L6

A3
,  

TW
IS

T2
, N

DU
FA

10
,  

  A
TG

16
L1

, M
LP

H,
 H

DA
C4

, A
GX

T, 
 

  S
P1

10
/ D

IP
2C

, A
DA

RB
2,

 ID
I2

AS
1,

  
  I

DI
1,

 ID
I2

Pa
th

og
en

ic/
 

Pa
th

og
en

ic 
De

 n
ov

o
DD

/ID
, d

ys
m

or
ph

ism
, F

TT
,  

  m
icr

oc
ep

ha
ly,

 cr
yp

to
ch

id
ism

1/
1

  8
8 

yr
F

8p
23

.2
(3

68
53

00
_5

93
56

71
)×

3,
 

22
q1

1.
21

(1
86

48
85

5_
21

80
04

71
)×

1
2.

2 
M

b/
3 

M
b 

CS
M

D1
/2

2q
11

.2
1

Be
ni

gn
/

Pa
th

og
en

ic
Un

kn
ow

n
DD

/ID
, n

o 
sp

ee
ch

, d
ys

m
or

ph
ism

,  
  F

TT
, m

icr
oc

ep
ha

ly,
 te

tra
lo

gy
  

  o
f F

al
lo

t, 
au

tis
m

Di
Ge

or
ge

  
  s

yn
dr

om
e

2/
1

  9
8 

yr
 1

0 
m

F
9q

21
.1

1q
21

.2
(7

09
66

26
1_

80
32

22
87

)×
1

9.
4 

M
b 

FX
N,

 T
RP

M
6,

 V
PS

13
A,

 T
M

C1
, T

JP
2

Pa
th

og
en

ic
Un

kn
ow

n
DD

/ID
, d

ys
m

or
ph

ism
, e

pi
le

ps
y, 

 
  F

TT
, m

icr
oc

ep
ha

ly
9q

21
  

  m
icr

od
el

et
io

n
1

10
2 

yr
 1

 m
M

8p
21

.3
(2

03
28

61
3_

21
24

17
07

)×
3,

 
10

q2
1.

3(
68

71
60

01
_6

89
42

53
4)

×
1

91
3 

kb
/

22
7 

kb
 

LO
C2

86
11

4/
CT

NN
A3

Pa
th

og
en

ic/
 

VO
US

Un
kn

ow
n

Se
ve

re
 D

D/
ID

, n
o 

sp
ee

ch
,  

  d
ys

m
or

ph
ism

, e
pi

le
ps

y, 
FT

T, 
 

  m
icr

oc
ep

ha
ly,

 h
yp

ot
on

ia
8p

 d
up

lic
at

io
n

1/
3,

 4

11
2 

yr
M

15
q1

1.
2q

13
.1

(2
32

90
78

7_
28

54
03

45
)×

1
5.

3 
M

b
M

KR
N3

, S
NR

PN
, U

BE
3A

, G
AB

RB
3,

  
  O

CA
2,

 M
AG

EL
2,

 H
ER

C2
, N

DN
Pa

th
og

en
ic

Un
kn

ow
n

DD
, d

ys
m

or
ph

ism
, e

pi
le

ps
y, 

 
  F

TT
, m

icr
oc

ep
ha

ly
An

ge
lm

an
  

  s
yn

dr
om

e
1

12
1 

yr
 1

1 
m

M
Xp

22
.2

p2
2.

13
(1

69
85

90
9_

17
72

86
52

)×
2

74
3 

kb
NH

S
Pa

th
og

en
ic

Un
kn

ow
n

DD
, n

o 
sp

ee
ch

, F
TT

, m
icr

oc
ep

ha
ly,

  
  a

ut
ist

ic 
be

ha
vio

r
R/

O 
Na

nc
e-

 
  H

or
an

 sy
nd

ro
m

e
1

13
2.

9 
yr

M
22

q1
1.

21
(1

86
48

85
5_

21
80

04
71

)×
3

3.
2 

M
b 

PR
OD

H,
 G

P1
BB

, C
OM

T, 
DC

AR
F2

, H
CF

2,
  

  L
ZT

R1
, T

BX
1,

 R
TN

4R
, S

LC
25

A1
Pa

th
og

en
ic

Un
kn

ow
n

DD
, a

ut
ist

ic 
be

ha
vio

r 
22

q1
1.

2 
 

  d
up

lic
at

io
n

1

14
18

 yr
F

2q
36

.3
(2

29
97

50
72

_2
30

64
71

61
)×

1,
 

16
p1

1.
2(

29
58

00
20

_3
01

76
50

8)
×

1 
67

2 
kb

/  
 

59
6 

kb
 

PI
D1

, D
NE

R,
 T

RI
P1

2/
KI

F2
2,

 P
RR

T2
,  

  A
LD

OA
, T

BX
6

VO
US

/ 
Pa

th
og

en
ic

De
 n

ov
o

Se
ve

re
 ID

, d
ys

m
or

ph
ism

,  
  m

ac
ro

ce
ph

al
y, 

DM
, o

be
sit

y, 
 

  a
bn

or
m

al
 b

eh
av

io
r, 

sis
te

r  
  o

f p
at

ie
nt

 1
5

16
p 

11
.2

 
  m

icr
od

el
et

io
n 

 
  s

yn
dr

om
e

3,
 4

/1



435

Hyo Jeong Kim, et al.

https://doi.org/10.3349/ymj.2018.59.3.431

Ta
bl

e 
2. 

Cl
in

ic
al

 a
nd

 G
en

et
ic

 Fe
at

ur
es

 in
 29

 P
at

ie
nt

s w
ith

 C
N

Vs
 (c

on
tin

ue
d)

Pa
tie

nt
Ag

e
Se

x 
M

ic
ro

ar
ra

y (
ge

no
m

e 
bu

ild
:h

g1
9)

 
Si

ze
Cr

iti
ca

l g
en

es
 o

r r
eg

io
n

Cl
as

si
fic

at
io

n
In

he
rit

an
ce

Cl
in

ic
al

 fe
at

ur
es

Sy
nd

ro
m

e
Re

as
on

s o
f 

cl
as

si
fic

at
io

n

15
32

 yr
F

16
p1

1.
2(

29
58

00
20

_3
01

77
91

6)
×

1
59

6 
kb

KI
F2

2,
 P

RR
T2

, A
LD

OA
, T

BX
6

Pa
th

og
en

ic
De

 n
ov

o
Se

ve
re

 ID
, d

ys
m

or
ph

ism
,  

  m
ac

ro
ce

ph
al

y, 
ob

es
ity

, m
oo

d 
 

  d
iso

rd
er

, s
ist

er
 o

f p
at

ie
nt

 1
4

16
p 

11
.2

  
  m

icr
od

el
et

io
n 

 
  s

yn
dr

om
e

1

16
1 

yr
M

21
q2

2.
2q

22
.3

(4
18

91
66

4_
42

70
81

05
)×

3
81

6 
kb

DS
CA

M
, B

AC
E2

, P
LA

C4
, F

AM
3B

Pa
th

og
en

ic
Pa

te
rn

al
DD

, d
ys

m
or

ph
ism

, F
TT

,  
  a

to
ph

ic 
de

rm
at

iti
s

1

17
0.

1 
yr

F
5q

31
.2

q3
1.

3(
13

89
34

56
8_

13
96

24
83

3)
×

1
69

0 
kb

 
UB

E2
D2

, C
XX

C5
, N

RG
2,

 P
UR

A
Pa

th
og

en
ic

De
 n

ov
o

DD
, d

ys
m

or
ph

ism
, e

pi
le

ps
y, 

hy
po

to
ni

a
1

18
2 

yr
M

5q
14

.3
q2

1.
3(

89
18

33
71

_1
05

98
94

81
)×

1
17

 M
b 

GP
R9

8,
 N

R2
F1

, T
TC

37
, P

CS
K1

Pa
th

og
en

ic
Un

kn
ow

n
DD

, d
ys

m
or

ph
ism

, F
TT

1
CN

Vs
 o

f V
OU

S

19
9 

m
M

15
q2

6.
3(

10
07

38
52

2_
10

11
36

05
9)

×
3

40
0 

kb
AD

AM
TS

17
,C

ER
S3

, S
PA

TA
41

, L
IN

S,
  

  P
RK

XP
1

VO
US

M
at

er
na

l
M

ild
 D

D,
 h

yp
ot

on
ia

,  
  a

tri
al

 se
pt

al
 d

ef
ec

t
3,

 4

20
2 

yr
 1

 m
M

5q
23

.2
q2

3.
3(

12
65

40
52

0_
12

86
36

17
6)

×
1

2 
M

b 
M

EG
F1

0,
 P

RR
C1

, C
TX

N3
, F

LJ
33

63
0,

  
  S

LC
12

A2
, F

BN
2,

 S
LC

27
A6

, I
SO

C1
VO

US
Pa

te
rn

al
DD

, e
pi

le
ps

y, 
FT

T, 
m

ac
ro

ce
ph

al
y, 

 
  A

TP
1A

2 
m

ut
at

io
n

Al
te

rn
at

in
g 

 
  h

em
ip

le
gi

a 
3,

 4

21
1 

m
M

Y(
19

58
50

46
_2

10
28

94
4)

×
2

1.
4 

M
b

VO
US

Un
kn

ow
n

DD
, d

ys
m

or
ph

ism
, s

ei
zu

re
, F

TT
,  

  h
em

an
gi

om
a 

in
 p

hi
ltr

um
, s

ev
er

e 
 

  V
UR

, t
hi

nn
in

g 
of

 co
rp

us
 ca

llo
su

m
3,

 4

22
15

 yr
F

1q
44

(2
47

57
57

67
_2

48
63

94
86

)×
3

1 
M

b
NL

RP
3,

 C
IA

S1
VO

US
Pa

te
rn

al
Se

ve
re

 ID
, d

ys
m

or
ph

ism
,  

  s
ho

rt 
st

at
ur

e,
 m

icr
oc

ep
ha

ly,
  

  s
ist

er
 o

f p
at

ie
nt

 2
3

3,
 4

23
13

 yr
 8

 m
F

1q
44

(2
47

58
43

63
_2

48
66

08
05

)×
3

1 
M

b
NL

RP
3,

 C
IA

S1
VO

US
Pa

te
rn

al
Se

ve
re

 ID
, d

ys
m

or
ph

ism
,  

  s
ho

rt 
st

at
ur

e,
 m

icr
oc

ep
ha

ly,
  

  a
ut

ism
, s

ist
er

 o
f p

at
ie

nt
 2

2
3,

 4

Be
ni

gn
 C

NV
s

24
9 

yr
 3

 m
F

8p
23

.2
(3

68
53

00
_5

93
56

71
)×

3
2.

2 
M

b
CS

M
D1

Be
ni

gn
M

at
er

na
l

Se
ve

re
 D

D/
ID

, n
o 

sp
ee

ch
,  

  d
ys

m
or

ph
ism

, c
le

ft 
pa

la
te

,  
  e

pi
le

ps
y, 

FT
T, 

m
icr

oc
ep

ha
ly

2

25
11

 yr
 7

 m
M

Yq
11

.2
23

q1
1.

23
(2

46
60

11
3_

28
46

47
13

)×
3

3.
8 

M
b

DA
Z,

 P
RY

, P
RY

2
Be

ni
gn

Un
kn

ow
n

Se
ve

re
 D

D/
ID

, a
ut

ism
2

26
1 

yr
 8

 m
F

8p
23

.2
(3

68
87

09
_5

95
06

11
)×

3
2.

3 
M

b
CS

M
D1

Be
ni

gn
Pa

te
rn

al
Se

ve
re

 D
D,

 d
ys

m
or

ph
ism

,  
  e

pi
le

ps
y, 

FT
T, 

hy
po

to
ni

a,
 V

UR
2

27
4.

1 
yr

F
11

q2
1(

95
57

76
14

_9
60

54
41

3)
×

3
47

7 
kb

 
M

TM
R2

, M
AM

L2
Be

ni
gn

Pa
te

rn
al

Se
ve

re
 D

D,
 d

ys
m

or
ph

ism
,  

  e
pi

le
ps

y, 
FT

T, 
do

ub
le

 u
re

te
r, 

 
  m

icr
oc

ep
ha

ly,
 a

ut
ism

2

28
0.

2 
yr

M
17

q2
1.

32
q2

1.
33

(4
70

70
35

7_
47

63
73

76
)×

1
56

7 
kb

 
PH

B
Be

ni
gn

M
at

er
na

l
DD

, d
ys

m
or

ph
ism

,  
  h

yp
er

pi
gm

en
ta

tio
n,

 FT
T, 

 
  p

ul
m

on
ar

y s
te

no
sis

2

29
6.

3 
yr

F
8p

23
.2

(3
68

53
00

-5
93

56
71

)×
3

2.
3 

M
b 

CS
M

D1
Be

ni
gn

Un
kn

ow
n

DD
, d

ys
m

or
ph

ism
, h

yp
ot

on
ia

2
CN

Vs
, c

op
y n

um
be

r v
ar

ia
nt

s; 
VO

US
, v

ar
ia

nt
s o

f u
nc

er
ta

in
 si

gn
ifi

ca
nc

e;
 C

M
A,

 ch
ro

m
os

om
al

 m
icr

oa
rra

y; 
DD

, d
ev

el
op

m
en

ta
l d

el
ay

; I
D,

 in
te

lle
ct

ua
l d

isa
bi

lit
y; 

FT
T, 

fa
ilu

re
 to

 th
riv

e;
 D

M
, d

ia
be

te
s m

ill
itu

s; 
VU

R,
 ve

sic
ou

re
-

te
ra

l r
efl

ux
. 

1.
 O

ve
rla

pp
in

g 
w

ith
 a

 k
no

w
n 

im
ba

la
nc

e 
sy

nd
ro

m
e;

 2
. I

n 
th

e 
ca

te
go

ry
 o

f g
en

om
ic 

im
ba

la
nc

e 
in

 h
ea

lth
y 

in
di

vid
ua

ls 
as

 p
er

 p
ub

lic
 d

at
ab

as
e;

 3
. C

NV
 is

 n
ot

 a
 c

om
m

on
 p

ol
ym

or
ph

ism
; 4

. G
en

es
 in

 th
e 

CN
V 

ar
e 

no
t a

ss
oc

i-
at

ed
 w

ith
 p

at
ie

nt
’s 

ph
en

ot
yp

e.



436

Chromosomal Microarray and Developmental Delay

https://doi.org/10.3349/ymj.2018.59.3.431

defects are enriched for large CNVs relative to epilepsy and 
autism spectrum disorder.17 Multiple large CNVs, including 
CNVs of unknown significance, are known to result in severe 
clinical presentation.18

We investigated the relation between other phenotypes and 
pathogenic CNV in patients with DD/ID. Dysmorphism (p= 
0.028) alone was significantly more frequent in patients with 
pathogenic CNVs than in those patients with normal CMA. A 
previous study showed that congenital anomalies, microceph-
aly, short stature, and FTT were more frequent in children 
with pathogenic CNVs.19 However, in our study, such pheno-
types were not different between the two groups, because 
most of the patients with normal CNVs were also in the spec-
trum of genetic variation that have yet to be identified by fur-
ther testing, such as whole exome sequencing. Therefore, 
most of the phenotypes, such as congenital anomalies, micro-
cephaly, and FTT were as frequent in patients with normal 
CMA as in patients with pathogenic CNVs. The number of 
phenotypes, however, was different. A greater number of pa-
tients with pathogenic CMA, compared to those with normal 
CMA, presented two or more symptoms. We can, therefore, 
expect that in patients with unexplained DD/ID, the patho-
genic CNV might be more frequently found if the patients have 
two or more phenotypes in addition to DD/ID.  

Our results emphasize the importance of the CMA test in 
the clinical evaluation of patients with unexplained DD/ID. 
This study was limited to a small number of patients; thus, di-
verse statistical analysis was not possible. However, our data 
involving detailed phenotype analysis and CNVs can add to 
databases for future genetic studies for discovering new can-
didate genes and molecular pathways underlying unex-
plained DD/ID. 
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