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A B S T R A C T   

Accurate genetic diagnosis is necessary for guiding the treatment of spinal muscular atrophy 
(SMA). An updated consensus for the diagnosis and management of SMA was published in 2018. 
However, clinicians should remain alert to some pitfalls of genetic testing that can occur when 
following a routine diagnosis. In this study, we report the diagnosis of three unrelated individuals 
who were initially misdiagnosed as carrying a homozygous deletion of SMN1 exon 7. MLPA (P060 
and P021) and qPCR were used to detect the copy number of SMN. SMN1 variants were identified 
by SMN1 clone and next-generation sequencing (NGS). Transcription of SMN1 variants was 
detected using qRT-PCR and ex vivo splicing analysis. Among the three individuals, one was 
identified as a patient with SMA carrying a heterozygous deletion and a pathogenic variant 
(c.835-17_835-14delCTTT) of SMN1, one was a healthy carrier only carrying a heterozygous 
deletion of SMN1 exon 7, and the third was a patient with nemaline myopathy 2 carrying a 
heterozygous deletion of SMN1 exon 7. The misdiagnosis of these individuals was attributed to 
the presence of the c.835-17_835-14delCTTT or c.835-17C > G variants in SMN1 intron 6, which 
affect the amplification of SMN1 exon 7 during MLPA-P060 and qPCR testing. However, MLPA- 
P021 and NGS analyses were unaffected by these variants. These results support that additional 
detection methods should be employed in cases where the SMN1 copy number is ambiguous to 
minimize the misdiagnosis of SMA.   

1. Introduction 

Spinal muscular atrophy (SMA) is one of the most common autosomal recessive genetic diseases of infancy and early childhood, 
with a high incidence of 1 in 10 000 live births and a worldwide carrier frequency of 1/51 [1,2]. SMA is characterized by muscle 
weakness, hypotonia, and ultimately muscle atrophy. Based on the age of onset and achieved motor milestones, SMA is classified into 
five groups from heavy to light, or type 0 through 4 [3,4]. 

SMA results from a biallelic deletion or occurrence of pathogenic variants in the survival motor neuron 1 gene (SMN1), which lies 
on chromosome 5q13 [5]. Approximately 95% of patients with SMA carry either a homozygous deletion of SMN1 or SMN1 to SMN2 
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conversion. However, a heterozygous deletion alongside an intragenic pathogenic variant within the coding region or splicing sites is 
responsible for the disease in the remaining 3–5% of patients [6,7]. SMN2, a nearly identical paralog of SMN1, is currently the most 
important modifier of disease phenotype [8,9]. Multiplex ligation-dependent probe amplification (MLPA) and quantitative real-time 
PCR (qPCR) are most commonly recommended as methods for detecting the copy numbers of SMN1 and SMN2 [10]. In this study, we 
report the results of the genetic testing of three unrelated individuals who received false-positive MLPA and qPCR test results due to the 
presence of two variants in the 3′ end of intron 6 in SMN1. These cases did subsequently receive an accurate diagnosis using 
comprehensive detection technology, including MLPA P021 and P060 kits, real-time PCR, RT-PCR binding clone-sequencing, in vitro 
splicing experiments, and next-generation sequencing (NGS). 

2. Materials and methods 

2.1. Study participants 

Three individuals with an ambiguous diagnosis of SMA were referred to our center for further genetic testing (Table 1). 
Case 1 was a 4-year and 10-month-old female. She presented with symptom onset of severe hypotonia at 4 months, followed by 

progressive muscular weakness, delayed motor development, progressive decline in pulmonary function, and scoliosis. She was first 
diagnosed with SMA with homozygous deletion of SMN1 exon 7, but heterozygous deletion of exon 8 after screening with the MLPA 
P060 kit in another lab at 10 months. Following she entered into our SMA register system, her molecular genetic analysis was 

Table 1 
Clinical manifestation and genetic testing results of the three cases.   

Case 1 Case 2 Case 3 

Age 4y10 m 30y 6y9m 
Sex Female Female Female 
Onset age 4 m No manifestation 15d 
Age developed head 

control 
3 m 3 m 12 m 

Age could sit 
independently 

un-sitting 5 m 18 m 

Age could walk 
independently 

un-walking 14 m 4y 

Age developed 
respiratory 
insufficiency 

1y10 m Normal 2 m 

Age developed 
dysphagia 

Normal Normal 1 m +

Orthopedic diagnoses Scoliosis，18 m Normal Kyphosis，1y 
Myopathic face No No Yes 
Muscle tone Hypotonia Normal Hypotonia 
Motor powers Grade 3 of upper limbs and grade 2 of 

lower limbs, Proximal > distal and 
lower > upper 

Normal Grade 4 of upper and lower limbs, Proximal > distal 
and lower > upper 

Other manifestation Areflexia Normal Facial muscle weakness, small jaw, high-arched palate, 
short tongue, funnel chest, joint contractures, 
Areflexia, Gowers sign 

EMG Neurogenic damage NA Myopathic changes early in disease seen on EMG 
Muscle biopsy NA NA Nemaline bodies (rods) seen on Gomori trichrome 

staining 
CK levels Slightly elevated NA Normal 
MLPA-P060 0 copies of SMN1 exon 7; 1 copy of 

SMN1 exon 8 
Ambiguous results: FR of SMN1 
exon 7 < 0.3; 1 copy of SMN1 
exon 8 

Ambiguous results: FR of SMN1 exon 7 < 0.3, 1 copy of 
SMN1 exon 8 

qPCR 0 copies of SMN1 exon 7 0 copies of SMN1 exon 7 0 copies of SMN1 exon 7 
MLPA-P021 1 copy of SMN1 exon 7 and exon 8 1 copy of SMN1 exon 7 and exon 

8 
1 copy of SMN1 exon 7 and exon 8 

SMN1 Clone sequencing 
(NM_000344.4) 

c.835-17_c.835-14delCTTT c.835-17C > G c.835-17C > G 

WES SMN1: c.835-17_c.835-14delCTTT SMN1: c.835-17C > G SMN1: c.835-17C > G 
NEB gene: c.25177_25189del (p. Arg8393Valfs*20); 
c.24604G > T (p. Glu8202*); c.16817A > G (p. 
Tyr5606Cys) 

Initial diagnosis, age SMA with homozygous deletion of 
SMN1 exon7,10 m 

SMA with homozygous deletion 
of SMN1 exon7, 30y 

SMA with homozygous deletion of SMN1 exon7, 21 m 

Final diagnosis, age SMA (compound heterozygous 
variants), 22 m 

SMA carriers, 30y Nemaline myopathy 2, 6y9m 

Prognosis Alive Healthy, alive alive 

y, year; m, month; NA, not available; FR, final ratio. 
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crosschecked as regular. 
Case 2 was a healthy 30-year-old pregnant female who was initially screened for carrier detection of SMA. Genetic screening in 

another prenatal center using the MLPA P060 kit identified a homozygous deletion of SMN1 exon 7 and only one copy of SMN2. The 
pregnant female presented with no SMA phenotype and was therefore referred to our center for her SMN1 status reconfirmation. 

Case 3 was a 6-year and 9-month-old female. She presented with limb hypotonia, weak crying, and severe dysphagia since birth and 
was generally hypotonic with poor head control. She was diagnosed with SMA at 21 months of age based on the detection of a ho
mozygous deletion of SMN1 exon 7 using the MLPA P060 kit in another hospital. She was referred to our hospital for therapeutic 
consultation and was in the SMA follow-up cohort at 3 years of age. Regular follow-up revealed that her clinical presentation gradually 
deviated from the disease characteristics of SMA instead of showing typical characteristics of congenital myopathy. However, elec
tromyography (EMG) identified the presence of myopathic changes. Muscle biopsy revealed nemaline bodies, intranuclear rods, and 
type I fiber predominance (Supplementary Fig. 1). Subsequently, testing with two MLPA kits (P060 and P021) and whole-exome 
sequencing (WES) were performed to confirm her diagnosis. 

In total, 3 mL of peripheral blood in EDTA-anticoagulant tubes was collected from each case and their parents. Genomic DNA was 
extracted from all blood samples using a QIAamp DNA Blood Mini Kit (Qiagen, Germany) and stored at − 20 ◦C for subsequent use. All 
participants or their legal guardians provided written informed consent. This study was approved by the ethics committee of the 
Capital Institute of Pediatrics (approval no. SHERLL2017007). 

2.2. SMN1 and SMN2 copy number analysis using MLPA 

We performed routine MLPA assays for all three cases using a SALSA MLPA P021–B1 kit. The copy numbers of SMN1 and SMN2 
were analyzed using the Coffalyser. Net™ software (MRC-Holland, Amsterdam, Netherlands) according to the manufacturer’s in
structions. Additionally, the SALSA MLPA P060–B2 kit (MRC-Holland) was used to verify the test results of other hospitals and 
compare results with those obtained using the SALSA MLPA P021–B1 kit. Genomic DNA (100 ng) from each patient was used in all 
experiments and capillary electrophoresis was performed using an ABI 3730 automatic sequencing system (Applied Biosystems, USA). 
All samples were analyzed at least twice. Healthy individuals with a normal copy number (two copies) were defined as having a final 
ratio (FR) between 0.80 and 1.20 for all probes included in the Probemix. A FR value between 0 and 0.1 indicated a homozygous 
deletion (zero copy), between 0.4 and 0.65 indicated a heterozygous deletion (one copy), between 1.3 and 1.65 indicated a hetero
zygous duplication (three copies), and between 1.75 and 2.15 indicated a heterozygous triplication or homozygous duplication (four 
copies). All other FR values were considered ambiguous results for copy number. 

2.3. SMN1 exons 7 and 8 copy number analysis using qPCR 

In instances where the copy number of SMN1 exon 7 differed between the results of the SALSA MLPA P021–B1 and P060–B2 kits, 
we performed qPCR assays (Chromysky Medical Research, Shanghai, China) to verify the copy number. This kit contains specific 
probes for exons 7 and 8 of SMN1. RPP40, the reference gene, was amplified at the same time as SMN1. Each PCR reaction (total 
volume of 20 μL) was performed alongside five controls (no-DNA control, homozygous deletion of SMN1 control, and three gradients 
(1:2:4) of normal control with two copies of SMN1) using an ABI StepOne plus real-time PCR system (Thermo Fisher, USA). The copy 
number of SMN1 exon 7 or exon 8 was evaluated using the 2-ΔΔCt method. For exon 7, ΔΔCt >0.8 indicated a homozygous deletion, 
0.45 ≥ ΔΔCt > − 0.45 indicated a heterozygous deletion, while ΔΔCt ≤ − 0.55 indicated no deletion. For exon 8, ΔΔCt >1.5 indicated a 
homozygous deletion, 0.45 ≥ ΔΔCt > − 0.45 indicated a heterozygous deletion, while ΔΔCt ≤ − 0.55 indicated no deletion. If the ΔΔCt 
of exon 7 ranged from − 0.55 to − 0.45 or from 0.45 to 0.8, and the ΔΔCt of exon 8 ranged from − 0.55 to − 0.45 or from 0.45 to 1.5, the 
results were regarded as ambiguous, and the experiments were repeated. 

2.4. Identification of SMN1 variants by genomic DNA PCR plus clone sequencing 

The genomic region spanning intron 6 to exon 8 of SMN1 and SMN2 was amplified from genomic DNA using the R111 and 
541C1120 primers to yield a PCR product of approximately 1 kb [5,7]. The PCR products were then purified by 1% agarose gel 
electrophoresis and subcloned into the pEasy-T1 cloning Vector System (TRANSGEN, China) according to the manufacturer’s in
structions. Between 5 and 10 subclones of SMN1 and SMN2 were sequenced. Variants were detected by Sanger sequencing on the ABI 
3730 XL DNA Sequencer (Applied Biosystems, USA). Sequencing results were analyzed using the Chromas Lite v2.01 software 
(Technelysium, Australia). 

2.5. Next-generation sequencing (NGS) analysis 

Whole-exome sequencing was performed to identify the disease-associated variants in the three cases (Fujungenetics Technologies 
Co., Ltd, Beijing, China). Genomic DNA was extracted from each patient, and exome sequence capture was performed using the IDT 
xGen Exome Research Panel v1.0 (Integrated DNA Technologies, USA). DNA libraries were prepared and sequenced using paired-end 
300 bp reads on an Illumina Novaseq 6000 platform (Illumina, USA) following the standard manual. The raw data were subjected to 
quality control and aligned to the human genome hg19 (GRCh37) reference sequence using the FLIMS software. The identified variants 
were interrogated with several databases, including the dbSNP, gnomAD, 1000 genomes project, Human Gene Mutation Database 
(HGMD), Aggregation Consortium (ExAC), and ClinVar databases. Any variants detected in the parents of the participants were 
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identified using Sanger sequencing. The pathogenicity of variants was predicted using the AGVGD, FATHMM, FATHMMMKL, LRT, 
MAPP, METALR, METASVM, MUTATIONASSESSOR, SIFT-Alamut/PROVEAN, SIFT, Polyphen-2, and mutation taster programs. SMN 
gene copy numbers were estimated based on misalignment, as described by Lee et al. [11]. 

2.6. Transcription of SMN1 

Total RNA was isolated from peripheral blood samples from the three cases. First-strand cDNA synthesis was performed using 0.5 
μg total RNA, random primers, and M-MLV reverse transcriptase (Invitrogen, Carlsbad, CA, USA) according to the manufacturer’s 
instructions. Specific PCR primers (SMNE6F and 541C1120) were used to amplify exons 6–8 (for both SMN1 and SMN2) with the LA 
Taq polymerase (TAKARA, Kyoto, Japan). These SMN transcripts were subjected to restriction digestion (DdeI) and sequenced. Real- 
time PCR was used to quantify the SMN transcripts as previously described [7,12]. 

2.7. Plasmid construction, transfection, and ex vivo splicing analysis of two variants in SMN1 intron 6 

Two SMN1 mutant plasmids (SMN1-c.835-17C > G and SMN1-c.835-17_c.835-14del CTTT) were constructed using PCR-based site- 
directed mutagenesis with fly-pfu DNA polymerase (TRANSGEN, China) with minigene templates (pEasy-M2-SMN1) as previously 
described [7]. In total, 2 μg of each minigene plasmid was mixed with 10 μL TransLipid Transfection Reagent (TRANSGEN, China) and 
transfected into HEK293 cells. After 24 h, the transfected cells were harvested, and the total RNA was extracted. Reverse transcription 
was performed using 5 μg of total RNA. To calculate the splicing efficiency of these wild-type and mutant-type plasmids, the 
plasmid-derived transcripts were specifically amplified using a plasmid-specific forward primer (pEasy-M2F) and a FAM-labeled 
SMN-specific reverse primer SMNE8R. The PCR products were then run on the ABI 3730 automatic sequencing system (Applied 
Biosystems, USA), and the raw data were analyzed using the Gene marker version 1.75. Splicing efficiency was calculated as the 
full-length transcript read count divided by the sum of the full-length and truncated transcript read counts. These assays were 

Fig. 1. Copy number analysis of SMN in three cases using the MLPA P021 and MLPA P060 kits. A, Copy number analysis using the MLPA P021 
assay. The blue arrow indicates the SMN1 exon 7. B, Copy number analysis using the MLPA P060 assay. The red arrow indicates SMN1 exon 7. C, 
The final ratio (FR) results of three cases using the MLPA P021 assay and MLPA P060 assay. The results from the MLPA P021 assay indicated that the 
copy number of SMN1 exon 7 in the three cases was one because the final ratio (FR) values of SMN1 exon 7 all fell within the range of 0.4–0.65 (blue 
box). Conversely, the results from the MLPA P060 assay showed that the copy number of SMN1 exon 7 in case 1 was zero, indicating a homozygous 
deletion, as the FR of SMN1 exon 7 was below 0.1. The results for cases 2 and 3 were considered ambiguous as the FR values (red box) were 0.27 and 
0.15, respectively. The FR value of SMN1 exon 8 was between 0.4 and 0.65 for all cases when using either of the MLPA kits, indicating a het
erozygous deletion (one copy). (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of 
this article.) 
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performed in triplicate. 

3. Results 

3.1. Clinical information of the three cases 

Clinical information, including the age of onset, clinical characteristics, motor milestones, results of the auxiliary examination, 
complications, prognosis, and results of the genetic analysis were obtained for all three cases. This information is presented in Table 1. 

3.2. Inconsistent copy number of SMN1 exon 7 using MLPA-P021 and MLPA-P060 

We observed that in all three cases, the MLPA P021 assay gave a FR range of 0.55–0.63 and 0.51–0.63 for SMN1 exon 7 and exon 8, 
respectively (Fig. 1). These values indicated that all individuals carried one copy of SMN1 exons 7 and 8. Conversely, the MLPA P060 
analysis for case 1 revealed a FR value of 0.06 for exon 7, indicating a homozygous deletion of SMN1 exon 7 (Fig. 1), as reported 
previously by other laboratories. Regarding cases 2 and 3, we found that the FR values of SMN1 exon 7 were 0.15 and 0.27, 
respectively. Therefore, we categorized them as ambiguous results. Notably, both MLPA kits resulted in consistent copy number values 
of SMN1 exon 8 and SMN2 exons 7 and 8 in all three cases (Fig. 1). 

To investigate the effect of PCR amplification in the MLPA-P060 assay of the variants located on or near the binding site of the PCR 
probe for exon 7, we reviewed rare variants reported near the intron 6-exon 7 junction in patients from our center. We identified five 
variants (c.835-5G > C, c.835-1G > A, c.835G > C, c.863G > T, and c.869C > T) located within this region and in the SMN1 exon 7 
probe sequence in six patients from our center, with two of them carrying the c.863G > T variant. Accordingly, we determined that the 
copy numbers of SMN1 exon 7 and exon 8 were consistent when using these two MLPA kits (P060 and P021, Supplementary Fig. 2). 

3.3. SMN1 exon 7 and exon 8 copy numbers detected using qPCR 

We also used qPCR as a second method to determine the copy numbers of SMN1 exon 7 and exon 8. In all three cases, our qPCR 
analysis indicated a homozygous deletion of SMN1 exon 7, as the ΔΔCt values were in the range of 1.39–3.05. Regarding SMN1 exon 8, 
our analysis indicated one copy number in case 1 (ΔΔCt = 0.07), whereas ambiguous results were observed for cases 2 and 3 (ΔΔCt 
values in the range 0.59–0.91) (Fig. 2). Therefore, we concluded that our qPCR results for SMN1 exon 7 were in agreement with those 

Fig. 2. Results of copy number of SMN1 by using qPCR in the three cases. A, The amplification plot of SMN1 exon 7. No amplification was 
detected in the amplification plot of SMN1 exon 7 in all cases. B, The amplification plot of SMN1 exon 8 in each of the three cases. C, The detecting 
results of SMN1 exon 7 and exon 8 based on the ΔΔCt value. The ΔΔCt value of SMN1 exon 7 in three cases all exceed 0.8 (cut-off value), indicating 
a homozygous deletion of SMN1 exon 7. For SMN1 exon 8, the results of the amplification plot of SMN1 exon 8 indicate a heterozygous deletion of 
SMN1 exon 8 (ΔΔCt = 0.07) in case 1, whereas the amplification results for cases 2 and 3 were ambiguous. 
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of MLPA-P060 but not MLPA-P021. 

3.4. SMN1 variant detection using clone sequencing 

We performed Sanger sequencing and identified a small deletion variant (c.835-17_c.835-14del CTTT) in SMN1/SMN2 intron 6 in 
case 1 and her father, and another variant (c.835-17C > G) in SMN1/SMN2 intron 6 in cases 2 and 3, which was maternally inherited in 
both cases. We then performed clone sequencing to validate the origin of these two variants from the SMN1 gene (Fig. 3). 

3.5. Whole exome sequencing (WES): SMN variant detection and estimation of SMN copy number 

To assist our diagnosis, we performed WES to screen for variants in SMN and other candidate genes in the three cases (Fig. 4). Our 
analysis identified 18 reads containing cytosine at c.840, which were therefore assigned to SMN1 that carried the c.835-17_c.835-14del 
CTTT variant in case 1. Conversely, we noticed that the reads from SMN2 did not carry this variant. This deletion variant was classified 
as a variant of uncertain significance according to the guidelines of the American College of Medical Genetics (ACMG). In addition, we 
found that 23 reads from case 2 and 20 reads from case 3 carried the c.835-17C > G variant and encompassed the paralogous sequence 
variant at c.840, which is indicative of the SMN1 gene. Based on information from the WES database of local non-SMA individuals 
(Fujungenetics Technologies Co., Ltd, Beijing, China), the c.835-17C > G variant of SMN1 was characterized as a single nucleotide 
polymorphism (SNP, rs 1749768663) with low frequency (0.00048679). According to the ACMG guidelines, the c.835-17C > G variant 
was classified as benign (PM2_supporting + BS3 + BP4 + BP5). Following WES, we further estimated the copy numbers of exon 7 in 
SMN1 and SMN2 using misalignment. The results from this analysis were in close agreement with the MLPA P021 results. 

Furthermore, WES analysis revealed that case 3 carried three heterozygous variants in the nebulin (NEB) gene: c.24604G > T (p. 
Glu8202*), c.25177_25189del (p.Arg8393Valfs*20), and c.16817A > G (p.Tyr5606Cys). NEB has been reported to be responsible for 
nemaline myopathy type 2 (NEM2). We validated this finding by conducting Sanger sequencing across all members of the family for 
case 3 (Fig. 5). We determined that the c.24604G > T (p. Glu8202*) variant was paternally inherited, whereas the other two variants 
c.25177_25189del (p. Arg8393Valfs*20) and c.16817A > G (p. Tyr5606Cys) were in-cis and maternally inherited. According to the 
ACMG guidelines, the nonsense variant c.24604G > T (p. Glu8202*) and deletion variant c.25177_25189del (p. Arg8393Valfs*20) 
were classified as pathogenic (PVS1 + PM2_Supporting + PM3), whereas the missense variant c.16817A > G (p.Tyr5606Cys) was 
classified as a variant of uncertain significance (PM2_Supporting + PP3). 

Fig. 3. Sanger sequencing of SMN1 for each case. A, The Sanger sequencing diagram of genomic sequence for the region spanning intron 6 to 
exon 7 in SMN1 and SMN2. Analysis revealed the presence of a deletion variant (c.835-17_c.835-14delCTTT) in intron 6 in case 1 and the c.835-17C 
> G variant in intron 6 in cases 2 and 3. The red arrow indicates the variant sites and the blue arrow indicates the c.840 site. B, The sequencing 
diagram of the SMN1 clones. The red arrow indicates the variant sites and the blue arrow indicates the c.840 site. The results confirmed that the 
identified variants (c.835-17_c.835-14delCTTT and c.835-17C > G) were present in the SMN1 and not in the SMN2 gene in these three cases, 
respectively. (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of this article.) 
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3.6. c.835-17_835-14del CTTT variant causes SMN1 exon 7 skipping in contrast to c.835-17C > G 

To qualitatively analyze the SMN transcripts in peripheral blood samples from the three cases, the transcripts (from exon 6 to exon 
8) were digested using the restriction enzyme DdeI, and the fragments were separated using gel electrophoresis. We observed that an 
undigested Δ7-SMN fragment was the most abundant fragment in case 1 that carried the c.835-17_835-14delCTTT variant. Sanger 
sequencing of this fragment confirmed that the undigested segment resulted from SMN1 due to exon 7 skipping. 

We found that the levels of fl-SMN1 transcripts in normal controls and healthy carriers were 921 ± 101.7 and 428.9 ± 77.2, 
respectively. However, the level of fl-SMN1 transcripts in case 1 was significantly lower than that in normal controls and healthy 
carriers, at 113.06 ± 1.9, whereas the levels of fl-SMN1 transcripts in cases 2 and 3 were similar to those of healthy carriers, at 402.1 ±
27.6 and 436.7 ± 11.4, respectively. 

We further conducted ex vivo splicing analysis to detect whether these two variants, c.835-17C > G and c.835-17_835-14delCTTT, 
perturb the splicing of SMN1 exon 7. Our analysis showed that the c.835-17C > G variant did not increase the incidence of exon 7 

Fig. 4. SMN1 genetic variants in each case detected using WES. A, The SMN1 sequences in the region surrounding the c.840 paralogous 
sequence variant as visualized in the Integrative Genomics Viewer. The deletion variant (c.835-17_c.835-14delCTTT) was detected in case 1, 
whereas the c.835-17C > G variant was detected in cases 2 and 3, confirming the Sanger sequencing results. The sequence at paralogous sequence 
variant confirmed that these variants were all in the SMN1. B, The SMN2 sequences in the region surrounding the c.840 paralogous sequence variant 
as visualized in the Integrative Genomics Viewer. These two variants were not detected in the SMN2 gene. 
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skipping, exhibiting a skipping rate comparable to that of wild-type SMN1 plasmids at 7.7%. However, the c.835-17_835-14delCTTT 
variant caused substantial exon 7 skipping, with a skipping rate over 95% (Fig. 6, Supplementary Fig. 3), similar to that of the wild- 
type SMN2 plasmid (90.3%). Therefore, due to its ability to disturb the normal splicing of exon 7 of SMN1, the c.835-17_835- 
14delCTTT variant was classified as likely pathogenic (PS3 + PM2_Supporting + PM3 +PP4). 

3.7. Precision diagnosis of the three cases 

Based on the molecular genetic analysis and ex vivo splicing analysis, we updated the clinical and genetic diagnoses of the three 
cases. Case 1, who presented with typical SMA characteristics, was accurately diagnosed as SMA type 1c with one SMN1 allele deletion 
and another SMN1 allele carrying the likely pathogenic variant c.835-17_c.835-14delCTTT. Case 2 carried only one SMN1 gene with a 
benign variant c.835-17C > G on it and was therefore diagnosed as a SMA carrier. Case 3 was diagnosed as a nemaline myopathy 2 
patient and also a SMA carrier having only one SMN1 copy hiding a benign variant c.835-17C > G. 

4. Discussion 

SMA is a neuromuscular disease caused by biallelic mutations in SMN1. Therefore, accurate genetic diagnosis can provide the 
foundation for the implementation of the appropriate clinical therapy. With the approval of various drugs, such as Nusinersen [13–16], 

Fig. 5. NEB Sanger sequencing results in the family of case 3. A, Pathogenic variant of c.24604G > T (p. Glu8202*). B, Pathogenic variant of 
c.25177_25189del (p. Arg8393Valfs*20). C, Variant of uncertain significance of c.16817A > G (p.Tyr5606Cys). Three variants were detected within 
NEB in case 3. The red arrow or red line indicates the mutant sites and the green arrow or green line indicates the wild sites. One variant, c.24604G 
> T (p. Glu8202*), was paternally inherited, whereas the other two variants, c.25177_25189del (p. Arg8393Valfs*20) and c.16817A > G (p. 
Tyr5606Cys), were both in cis and maternally inherited. (For interpretation of the references to colour in this figure legend, the reader is referred to 
the Web version of this article.) 

Fig. 6. Splicing analysis of the two variants in vitro. A, The figure shows the products of RT-PCR on ethidium bromide-stained agarose gel. M, 
marker; lane 1, SMN2-wild plasmid; lane 2, SMN1-wild plasmid; lane 3, SMN1 c.835-17_c.835-14del CTTT plasmid; and lane 4, SMN1 c.835-17C >
G plasmid. B, The quantitative analysis results of RT-PCR products. The error bars indicate the SD; P-values were calculated by Student’s t-test 
(****P < 0.0001). 
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as well as newborn screening (NBS) in the general population [17,18], the management of SMA has entered an era characterized by 
early diagnosis and pre-symptomatic treatment [19,20]. Accordingly, developments in therapeutic approaches will help to improve 
the survival time, quality of life, and motor function of patients with SMA [13–16,21–23]. Furthermore, universal SMA carrier 
screening may act as a primary preventative measure, allowing carrier couples to perform informed reproductive choices, thus 
eventually reducing the burden of the disease [23,24]. Therefore, obtaining an accurate genetic diagnosis of SMA probands will 
provide the foundation for the early treatment and multidisciplinary management of SMA. Accurate genetic testing of carriers will 
improve the outcomes of genetic counseling, and allow for prenatal diagnosis and preimplantation genetic testing, benefiting the 
families [25–28]. In our study, case 1 was newly diagnosed as having SMA, characterized by a heterozygous deletion of SMN1 and the 
presence of a SMN1 pathogenic variant. This improved diagnosis can thus guide better treatment and multidisciplinary management, 
improving survival time and the quality of life of patients. Moreover, the patient’s family can obtain appropriate genetic counseling 
and recurrence risk assessment. In case 2, the patient was newly diagnosed as a SMA carrier. Her husband was also screened and 
characterized as a normal individual with two copies of SMN1 and no pathogenic variants in this gene. Her fetus was deemed low-risk 
for SMA. Case 3 was newly diagnosed as having NEM2, not SMA, and therefore avoided inappropriate disease-modifying treatment. 
Importantly, this genetic information can be used for future prenatal diagnosis within the third family. 

The gene responsible for SMA is located in the 5q13 locus, a highly complex and inverted duplication region [5,29,30]. SMN1 and 
SMN2 are identical except for 16 paralogous sequence variants located in intron 6, exon 7, intron 7, and exon 8 [31]. This high degree 
of homology may lead to difficulties in accurately detecting the copy number of SMN1 and SMN2 separately, especially in cases where 
the genes carry single base variants. To date, two paralogous sequence variants, c.840C > T of exon 7 and c.*239G > A of exon 8, have 
been used to distinguish SMN1 and SMN2 in detection methods. Traditionally, MLPA was considered the gold standard technique for 
detecting the number of SMN copies for SMA diagnosis, SMA carrier screening, and NBS. In addition, qPCR and droplet digital PCR 
(ddPCR) are also commonly used. MLPA and qPCR cannot easily differentiate between copy numbers greater than three [32,33]. 
However, ddPCR can accurately measure a large range of SMN copy numbers (0–6 copies). NGS approaches have recently been found 
to be useful for SMA carrier detection [34–36]. While they can detect intragenic variants, they cannot distinguish SMN1 from SMN2 
except in the regions surrounding the paralogous sequence variants. In our study, the copy number of SMN1 and SMN2 were accurately 
measured with the MLPA P021 assay but not with MLPA P060 and qPCR. WES (NGS) identified two variants 
(c.835-17_c.835-14delCTTT and c.835-17C > G) near the c.840 site in intron 6 of SMN1. 

Errors in genetic diagnosis may hinder the acquisition of accurate and early molecular diagnosis. Although MLPA, qPCR, and 
ddPCR have been widely used to quantitatively analyze the copies of SMN1 and SMN2, many factors can affect the determination of the 
SMN gene dosage, such as DNA quality, the presence of variants in the target sequence of binding of primers or probes, and the choice 
of control samples or references, causing inaccurate estimation of copy number. Among these, genetic testing errors due to base 
variations at the primer or probe binding positions are not uncommon when using established PCR-based qualitative and quantitative 
technologies [25–27,37–39]. False-positive results have also been reported in the diagnosis of other diseases, such as DMD and he
reditary breast cancer, for which the MLPA assay was used [27,37,38]. Regarding SMA, a patient carrying the c.863G > T variant and a 
heterozygous deletion of SMN1 was previously diagnosed as carrying a homozygous deletion of SMN1 based on PCR-restriction 
fragment length polymorphism (RFLP) testing. As the c.863G > T variant is located in the target sequence of the reverse primer of 
PCR-RFLP, it inhibits the amplification of SMN1 exon 7 [39,40]. In our study, qPCR and MLPA P060 kit analyses in the three cases, all 
of which carried an intron 6 variant (c.835-17_c.835-14delCTTT or c.835-17C > G), showed contradictory and ambiguous results due 
to weak or no amplification, marking a diagnostic pitfall. The c.835-17 site is located in the middle of the P060 upstream probe binding 
region (from c.835-30 to c.840, a total of 35 nt) in SMN1 exon 7 (https://www.mrcholland.com). The c.835-17C > G variant may 
therefore obstruct the binding efficiency of the upstream probe to SMN1 exon 7, whereas the c.835-17_c.835-14delCTTT variant, a 
four-base deletion, may completely disrupt probe binding (resulting in a FR closer to zero). However, we found that several rare 
variants near the intron 6–exon 7 junction (c.835-5G > C, c.835-1G > A, c.835G > C, c.863G > T, and c.869C > T), which lie off the 
center of the P060 SMN1 exon 7 probe binding site, may not influence probe binding. The discrepancies observed between different 
methods in our study strongly suggest that ambiguous results for copy number detected with the MLPA P060 SMA Carrier Kit should be 
confirmed using a different technique, such as MLPA P021, NGS, or Sanger sequencing. 

The SALSA MLPA Probemix P060–B2 SMA Carrier and SALSA MLPA Probemix P021–B1 SMA kits are both semiquantitative assays 
used for the detection of deletions or duplications of the SMN genes in genomic DNA. Compared with P060–B2, P021–B1 contains 16 
additional probes, which span the genomic region from exon 1 to exon 8, for detecting the combined copy numbers of SMN1 and 
SMN2. Therefore, this more comprehensive kit can detect the deletion or repetition of one or several exons of SMN genes. Notably, in 
our study, MLPA P060 analysis in the three cases showed that the FR of SMN1 exon 7 was abnormally low, especially falling below 0.1 
in case 1, indicating homozygous deletion in all cases, thus resulting in misdiagnosis. As this pattern was not observed with the MLPA 
P021 kit assays, it appears that the two variants (c.835-17C > G and c.835-17_c.835-14delCTTT) are more problematic for deter
mination of the copy number with the SALSA kit (P060–B2). Therefore, the SMA P021 kit is better suited for the diagnosis of SMA 
compared with the MLPA P060 SMA Carrier Kit. 

Previous studies have shown that more than fifty cis-elements are clustered between intron 6 and exon 8, and trans-acting factors 
are involved in the regulation of SMN exon 7 splicing [41,42]. For example, a critical C-to-T mutation at the sixth position (C6U 
substitution in RNA) of exon 7 can trigger SMN2 exon 7 skipping [10], whereas a G-to-A substitution at the − 44th position (G-44A) of 
intron 6 [43] and an A-to-G substitution at the 100th position (A100G) of intron 7 was also associated with SMN2 exon 7 skipping [44]. 
In addition, a G-to-C substitution at the 25th position of SMN2 exon 7 (c.859G > C) was reported as a positive disease phenotype 
modifier that can improve the inclusion of exon 7 [45]. Any variant located in or near these cis-elements should be considered as 
having the potential to influence the splicing of exon 7 [41,42]. Previous studies have found that the poly-U tract (UUUU, 
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tetranucleotide) at position − 9 to − 12 in intron 6 is essential for the binding of hnRNP C1/C2 [46], which modulates the splicing of 
SMN exon 7. In this study we identified two variants, c.835-17C > G and c.835-17_835-14delCTTT, located within intron 6 near this 
hnRNP C1/C2 binding poly-U tract. Ex vivo splicing assays showed that the c.835-17_835-14delCTTT variant caused exon 7 skipping, 
whereas the 835-17C > G variant did not. This implied that the c.835-17_835-14delCTTT variant lies closer to the poly-U tract than the 
835-17C > G variant as it may interfere with the binding of the splice suppressor hnRNP C1/C2. Further studies on splicing and the 
influence of variants at positions from − 14 to − 17 are needed to explore the differences between these two variants. The 
c.835-17_835-14delCTTT variant was classified as likely pathogenic (PS3 + PM2_Supporting + PM3 +PP4) according to the ACMG 
guidelines. 

Delayed diagnosis is a common problem relating to SMA and other rare diseases. Cao et al. [47] reported that the diagnostic 
window for SMA types 1–3 with SMN1 homozygous deletion was 3.38, 4.08, and 11.37 months, respectively, in China, and found that 
the main factors influencing the time of diagnosis were the SMA type and clinical diagnosis at the first visit. In our study, case 1 
presented with disease onset at 4 months old and was finally diagnosed as type 1c SMA at 22 months old, while case 3 presented with 
possible SMA manifestation at birth but was subsequently diagnosed with NEM2 at the age of 6 years and 9 months. These patients, 
therefore, experienced delayed diagnosis beyond the typical times for SMA, possibly due to the presence of compound heterozygous 
SMN variants and other myasthenia-related diseases. After case 3 first entered our center and was enrolled in the SMA follow-up 
cohort, the clinical manifestations of congenital myopathy gradually became clearer. Subsequently, muscle biopsy identified Nema
line myopathy, and WES analysis resulted in a diagnosis of NEM2 characterized by NEB mutations. This case highlighted the 
importance of regular follow-up and lifelong management in patients with SMA and SMA-like disorders. Furthermore, WES proved an 
extremely valuable tool for differential and accurate diagnosis [48,49]. The pathogenicity of variants can be assessed based on the 
ACMG guidelines and the FAVOR can provide a functional annotations for non-coding variants across the human genome [50]. 

Our study had certain limitations. One limitation is that it did not address the population frequency of the c. 835-17C > G variant. 
We obtained the frequency (0.00048679) of variant c. 835-17C > G based on information from the WES database of local non-SMA 
patients (Fujungenetics Technologies Co., Ltd, Beijing, China). Understanding the frequency of the c.835-17C > G variant of specific 
ethnic groups is significant for carrier and neonatal screening by using PCR-based detection techniques. In addition, future im
provements in detection methods, such as MLPA-P060 and qPCR, have the potential to reduce the effect of the c.835-17C > G variant 
during testing, thus minimizing the ambiguous results. 

In summary, two intron 6 variants of SMN1 lead to confusion in SMA diagnosis and screening when using MLPA P060 and qPCR 
assays but not when using MLPA-P021 or NGS analyses. The c.835-17_ 835-14del CTTT variant was identified as pathogenic in contrast 
to the c.835-17C > G variant. This study demonstrated the need for awareness of possible molecular misdiagnosis when variants lie 
within the primer or probe target sequences and recommends that additional detecting methods are needed in cases to minimize 
misdiagnosis in clinical practice. 

Funding 

This study was supported by the National Key Research and Development Program of China (No. 2016YFC0901505), the Natural 
Science Foundation of Beijing Municipality (Project No. 7212005 and L212035), and Clinical testing research fund of the Capital 
Institute of Pediatrics (No. CTR-005). 

Data availability 

The data generated in the current study are available from the corresponding author on request. 

CRediT authorship contribution statement 

Yujin Qu: Funding acquisition, Investigation, Validation, Writing – original draft. Jinli Bai: Methodology, Validation. Hui Jiao: 
Investigation, Resources. Wenchen Huang: Methodology, Validation. Shijia OuYang: Methodology, Validation. Hong Qi: Resources. 
Xiaoyin Peng: Resources. Yuwei Jin: Methodology, Validation. Hong Wang: Methodology, Validation. Fang Song: Data curation, 
Funding acquisition, Project administration, Supervision, Writing – review & editing. 

Declaration of competing interest 

The authors declare that they have no known competing financial interests or personal relationships that could have appeared to 
influence the work reported in this paper. 

Acknowledgments 

We would like to thank the patients and their families for their cooperation in this study. 

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi.org/10.1016/j.heliyon.2024.e28015. 

Y. Qu et al.                                                                                                                                                                                                              

https://doi.org/10.1016/j.heliyon.2024.e28015


Heliyon 10 (2024) e28015

11

References 

[1] J. Pearn, Incidence, prevalence, and gene frequency studies of chronic childhood spinal muscular atrophy, J. Med. Genet. 15 (1978) 409–413, https://doi.org/ 
10.1136/jmg.15.6.409. 

[2] E.A. Sugarman, N. Nagan, H. Zhu, V.R. Akmaev, Z. Zhou, E.M. Rohlfs, K. Flynn, B.C. Hendrickson, T. Scholl, D.A. Sirko-Osadsa, B.A. Allitto, Pan-ethnic carrier 
screening and prenatal diagnosis for spinal muscular atrophy: clinical laboratory analysis of >72,400 specimens, Eur. J. Hum. Genet. 20 (2012) 27–32, https:// 
doi.org/10.1038/ejhg.2011.134. 

[3] K. Talbot, E.F. Tizzano, The clinical landscape for SMA in a new therapeutic era, Gene Ther. 24 (2017) 529–533, https://doi.org/10.1038/gt.2017.52. 
[4] T.W. Prior, M.E. Leach, E. Finanger, in: M.P. Adam, G.M. Mirzaa, R.A. Pagon, S.E. Wallace, L.J.H. Bean, K.W. Gripp, A. Amemiya (Eds.), Spinal Muscular 

Atrophy, GeneReviews((R)), Seattle (WA), 1993. 
[5] S. Lefebvre, L. Burglen, S. Reboullet, O. Clermont, P. Burlet, L. Viollet, B. Benichou, C. Cruaud, P. Millasseau, M. Zeviani, D.L. Paslier, J. Frezal, D. Cohen, 

J. Weissenbach, A. Munnich, J. Melki, Identification and characterization of a spinal muscular atrophy-determining gene, Cell 80 (1995) 155–165, https://doi. 
org/10.1016/0092-8674(95)90460-3. 

[6] L. Alias, S. Bernal, P. Fuentes-Prior, M.J. Barcelo, E. Also, R. Martinez-Hernandez, F.J. Rodriguez-Alvarez, Y. Martin, E. Aller, E. Grau, A. Pecina, G. Antinolo, 
E. Galan, A.L. Rosa, M. Fernandez-Burriel, S. Borrego, J.M. Millan, C. Hernandez-Chico, M. Baiget, E.F. Tizzano, Mutation update of spinal muscular atrophy in 
Spain: molecular characterization of 745 unrelated patients and identification of four novel mutations in the SMN1 gene, Hum. Genet. 125 (2009) 29–39, 
https://doi.org/10.1007/s00439-008-0598-1. 

[7] Y.J. Qu, J.L. Bai, Y.Y. Cao, H. Wang, Y.W. Jin, J. Du, X.S. Ge, W.H. Zhang, Y. Li, S.X. He, F. Song, Mutation spectrum of the survival of motor neuron 1 and 
functional analysis of variants in Chinese spinal muscular atrophy, J. Mol. Diagn. 18 (2016) 741–752, https://doi.org/10.1016/j.jmoldx.2016.05.004. 

[8] B. Wirth, L. Brichta, B. Schrank, H. Lochmuller, S. Blick, A. Baasner, R. Heller, Mildly affected patients with spinal muscular atrophy are partially protected by an 
increased SMN2 copy number, Hum. Genet. 119 (2006) 422–428, https://doi.org/10.1007/s00439-006-0156-7. 

[9] Y.J. Qu, X.S. Ge, J.L. Bai, L.W. Wang, Y.Y. Cao, Y.Y. Lu, Y.W. Jin, H. Wang, F. Song, Association of copy numbers of survival motor neuron gene 2 and neuronal 
apoptosis inhibitory protein gene with the natural history in a Chinese spinal muscular atrophy cohort, J. Child Neurol. 30 (2015) 429–436, https://doi.org/ 
10.1177/0883073814553271. 

[10] C.L. Lorson, E. Hahnen, E.J. Androphy, B. Wirth, A single nucleotide in the SMN gene regulates splicing and is responsible for spinal muscular atrophy, Proc. 
Natl. Acad. Sci. U. S. A. 96 (1999) 6307–6311, https://doi.org/10.1073/pnas.96.11.6307. 

[11] C.Y. Lee, H.Y. Yen, A.W. Zhong, H. Gao, Resolving misalignment interference for NGS-based clinical diagnostics, Hum. Genet. 140 (2021) 477–492, https://doi. 
org/10.1007/s00439-020-02216-5. 

[12] F.D. Tiziano, A.M. Pinto, S. Fiori, R. Lomastro, S. Messina, C. Bruno, A. Pini, M. Pane, A. D’Amico, A. Ghezzo, E. Bertini, E. Mercuri, G. Neri, C. Brahe, SMN 
transcript levels in leukocytes of SMA patients determined by absolute real-time PCR, Eur. J. Hum. Genet. 18 (2010) 52–58, https://doi.org/10.1038/ 
ejhg.2009.116. 

[13] R.S. Finkel, E. Mercuri, B.T. Darras, A.M. Connolly, N.L. Kuntz, J. Kirschner, C.A. Chiriboga, K. Saito, L. Servais, E. Tizzano, H. Topaloglu, M. Tulinius, J. Montes, 
A.M. Glanzman, K. Bishop, Z.J. Zhong, S. Gheuens, C.F. Bennett, E. Schneider, W. Farwell, D.C. De Vivo, E.S. Group, Nusinersen versus sham control in infantile- 
onset spinal muscular atrophy, N. Engl. J. Med. 377 (2017) 1723–1732, https://doi.org/10.1056/NEJMoa1702752. 

[14] E. Mercuri, B.T. Darras, C.A. Chiriboga, J.W. Day, C. Campbell, A.M. Connolly, S.T. Iannaccone, J. Kirschner, N.L. Kuntz, K. Saito, P.B. Shieh, M. Tulinius, E. 
S. Mazzone, J. Montes, K.M. Bishop, Q. Yang, R. Foster, S. Gheuens, C.F. Bennett, W. Farwell, E. Schneider, D.C. De Vivo, R.S. Finkel, C.S. Group, Nusinersen 
versus sham control in later-onset spinal muscular atrophy, N. Engl. J. Med. 378 (2018) 625–635, https://doi.org/10.1056/NEJMoa1710504. 

[15] J.R. Mendell, S. Al-Zaidy, R. Shell, W.D. Arnold, L.R. Rodino-Klapac, T.W. Prior, L. Lowes, L. Alfano, K. Berry, K. Church, J.T. Kissel, S. Nagendran, J. L’Italien, 
D.M. Sproule, C. Wells, J.A. Cardenas, M.D. Heitzer, A. Kaspar, S. Corcoran, L. Braun, S. Likhite, C. Miranda, K. Meyer, K.D. Foust, A.H.M. Burghes, B.K. Kaspar, 
Single-dose gene-replacement therapy for spinal muscular atrophy, N. Engl. J. Med. 377 (2017) 1713–1722, https://doi.org/10.1056/NEJMoa1706198. 

[16] B.T. Darras, R. Masson, M. Mazurkiewicz-Beldzinska, K. Rose, H. Xiong, E. Zanoteli, G. Baranello, C. Bruno, D. Vlodavets, Y. Wang, M. El-Khairi, M. Gerber, 
K. Gorni, O. Khwaja, H. Kletzl, R.S. Scalco, P. Fontoura, L. Servais, F.W. Group, Risdiplam-treated infants with type 1 spinal muscular atrophy versus historical 
controls, N. Engl. J. Med. 385 (2021) 427–435, https://doi.org/10.1056/NEJMoa2102047. 

[17] M. Jedrzejowska, Advances in newborn screening and presymptomatic diagnosis of spinal muscular strophy, Degener. Neurol. Neuromuscul. Dis. 10 (2020) 
39–47, https://doi.org/10.2147/DNND.S246907. 

[18] T. Dangouloff, E. Vrscaj, L. Servais, D. Osredkar, S.N.W.S. Group, Newborn screening programs for spinal muscular atrophy worldwide: where we stand and 
where to go, Neuromuscul. Disord. 31 (2021) 574–582, https://doi.org/10.1016/j.nmd.2021.03.007. 

[19] E. Mercuri, C.J. Sumner, F. Muntoni, B.T. Darras, R.S. Finkel, Spinal muscular atrophy, Nat. Rev. Dis. Prim. 8 (2022) 52, https://doi.org/10.1038/s41572-022- 
00380-8. 

[20] E. Mercuri, M.C. Pera, M. Scoto, R. Finkel, F. Muntoni, Spinal muscular atrophy - insights and challenges in the treatment era, Nat. Rev. Neurol. 16 (2020) 
706–715, https://doi.org/10.1038/s41582-020-00413-4. 

[21] G. Coratti, C. Cutrona, M.C. Pera, F. Bovis, M. Ponzano, F. Chieppa, L. Antonaci, V. Sansone, R. Finkel, M. Pane, E. Mercuri, Motor function in type 2 and 3 SMA 
patients treated with Nusinersen: a critical review and meta-analysis, Orphanet J. Rare Dis. 16 (2021) 430, https://doi.org/10.1186/s13023-021-02065-z. 

[22] O. Dabbous, B. Maru, J.P. Jansen, M. Lorenzi, M. Cloutier, A. Guerin, I. Pivneva, E.Q. Wu, R. Arjunji, D. Feltner, D.M. Sproule, Survival, motor function, and 
motor milestones: comparison of AVXS-101 relative to nusinersen for the treatment of infants with spinal muscular atrophy type 1, Adv. Ther. 36 (2019) 
1164–1176, https://doi.org/10.1007/s12325-019-00923-8. 

[23] A.R. Gregg, M. Aarabi, S. Klugman, N.T. Leach, M.T. Bashford, T. Goldwaser, E. Chen, T.N. Sparks, H.V. Reddi, A. Rajkovic, J.S. Dungan, ACMG professional 
practice and guidelines committee. Screening for autosomal recessive and X-linked conditions during pregnancy and preconception: a practice resource of the 
American College of medical genetics and genomics (ACMG), Genet. Med. 23 (2021) 1793–1806, https://doi.org/10.1038/s41436-021-01203-z. 

[24] S. Aharoni, Y. Nevo, N. Orenstein, L. Basel-Salmon, S. Ben-Shachar, H. Mussaffi, L. Sagi-Dain, R. Cohen, A. Singer, Impact of a national population-based carrier- 
screening program on spinal muscular atrophy births, Neuromuscul. Disord. 30 (2020) 970–974, https://doi.org/10.1016/j.nmd.2020.10.005. 

[25] C. Rouzier, A. Chaussenot, V. Paquis-Flucklinger, Molecular diagnosis and genetic counseling for spinal muscular atrophy (SMA), Arch. Pediatr. 27 (2020) 
7S9–7S14, https://doi.org/10.1016/S0929-693X(20)30270-0. 

[26] C. Thauvin-Robinet, S. Drunat, P. Saugier Veber, D. Chantereau, M. Cossee, C. Cassini, P. Soichot, A. Masurel-Paulet, J.V. De Monleon, P. Sagot, F. Huet, 
M. Antin, N. Calmels, L. Faivre, B. Gerard, m. reseau francais de genetique, Homozygous SMN1 exons 1-6 deletion: pitfalls in genetic counseling and general 
recommendations for spinal muscular atrophy molecular diagnosis, Am. J. Med. Genet. 158A (2012) 1735–1741, https://doi.org/10.1002/ajmg.a.35402. 

[27] R. Santos, A. Goncalves, J. Oliveira, E. Vieira, J.P. Vieira, T. Evangelista, T. Moreno, M. Santos, I. Fineza, E. Bronze-da-Rocha, New variants, challenges and 
pitfalls in DMD genotyping: implications in diagnosis, prognosis and therapy, J. Hum. Genet. 59 (2014) 454–464, https://doi.org/10.1038/jhg.2014.54. 

[28] T. Eggermann, K. Eggermann, M. Elbracht, K. Zerres, S. Rudnik-Schoneborn, A new splice site mutation in the SMN1 gene causes discrepant results in SMN1 
deletion screening approaches, Neuromuscul. Disord. 18 (2008) 146–149, https://doi.org/10.1016/j.nmd.2007.10.003. 

[29] C.F. Rochette, N. Gilbert, L.R. Simard, SMN gene duplication and the emergence of the SMN2 gene occurred in distinct hominids: SMN2 is unique to Homo 
sapiens, Hum. Genet. 108 (2001) 255–266, https://doi.org/10.1007/s004390100473. 

[30] A.H. Burghes, When is a deletion not a deletion? When it is converted, Am. J. Hum. Genet. 61 (1997) 9–15, https://doi.org/10.1086/513913. 
[31] L. Blasco-Perez, I. Paramonov, J. Leno, S. Bernal, L. Alias, P. Fuentes-Prior, I. Cusco, E.F. Tizzano, Beyond copy number: a new, rapid, and versatile method for 

sequencing the entire SMN2 gene in SMA patients, Hum. Mutat. 42 (2021) 787–795, https://doi.org/10.1002/humu.24200. 
[32] T.W. Prior, N. Nagan, E.A. Sugarman, S.D. Batish, C. Braastad, Technical standards and guidelines for spinal muscular atrophy testing, Genet. Med. 13 (2011) 

686–694, https://doi.org/10.1097/GIM.0b013e318220d523. 
[33] M.E.R. Butchbach, Genomic variability in the survival motor neuron genes (SMN1 and SMN2): implications for spinal muscular atrophy phenotype and 

therapeutics development, Int. J. Mol. Sci. 22 (2021), https://doi.org/10.3390/ijms22157896. 

Y. Qu et al.                                                                                                                                                                                                              

https://doi.org/10.1136/jmg.15.6.409
https://doi.org/10.1136/jmg.15.6.409
https://doi.org/10.1038/ejhg.2011.134
https://doi.org/10.1038/ejhg.2011.134
https://doi.org/10.1038/gt.2017.52
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref4
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref4
https://doi.org/10.1016/0092-8674(95)90460-3
https://doi.org/10.1016/0092-8674(95)90460-3
https://doi.org/10.1007/s00439-008-0598-1
https://doi.org/10.1016/j.jmoldx.2016.05.004
https://doi.org/10.1007/s00439-006-0156-7
https://doi.org/10.1177/0883073814553271
https://doi.org/10.1177/0883073814553271
https://doi.org/10.1073/pnas.96.11.6307
https://doi.org/10.1007/s00439-020-02216-5
https://doi.org/10.1007/s00439-020-02216-5
https://doi.org/10.1038/ejhg.2009.116
https://doi.org/10.1038/ejhg.2009.116
https://doi.org/10.1056/NEJMoa1702752
https://doi.org/10.1056/NEJMoa1710504
https://doi.org/10.1056/NEJMoa1706198
https://doi.org/10.1056/NEJMoa2102047
https://doi.org/10.2147/DNND.S246907
https://doi.org/10.1016/j.nmd.2021.03.007
https://doi.org/10.1038/s41572-022-00380-8
https://doi.org/10.1038/s41572-022-00380-8
https://doi.org/10.1038/s41582-020-00413-4
https://doi.org/10.1186/s13023-021-02065-z
https://doi.org/10.1007/s12325-019-00923-8
https://doi.org/10.1038/s41436-021-01203-z
https://doi.org/10.1016/j.nmd.2020.10.005
https://doi.org/10.1016/S0929-693X(20)30270-0
https://doi.org/10.1002/ajmg.a.35402
https://doi.org/10.1038/jhg.2014.54
https://doi.org/10.1016/j.nmd.2007.10.003
https://doi.org/10.1007/s004390100473
https://doi.org/10.1086/513913
https://doi.org/10.1002/humu.24200
https://doi.org/10.1097/GIM.0b013e318220d523
https://doi.org/10.3390/ijms22157896


Heliyon 10 (2024) e28015

12

[34] J.L. Larson, A.J. Silver, D. Chan, C. Borroto, B. Spurrier, L.M. Silver, Validation of a high resolution NGS method for detecting spinal muscular atrophy carriers 
among phase 3 participants in the 1000 Genomes Project, BMC Med. Genet. 16 (2015) 100, https://doi.org/10.1186/s12881-015-0246-2. 

[35] Y. Feng, X. Ge, L. Meng, J. Scull, J. Li, X. Tian, T. Zhang, W. Jin, H. Cheng, X. Wang, M. Tokita, P. Liu, H. Mei, Y. Wang, F. Li, E.S. Schmitt, W.V. Zhang, 
D. Muzny, S. Wen, Z. Chen, Y. Yang, A.L. Beaudet, X. Liu, C.M. Eng, F. Xia, L.J. Wong, J. Zhang, The next generation of population-based spinal muscular 
atrophy carrier screening: comprehensive pan-ethnic SMN1 copy-number and sequence variant analysis by massively parallel sequencing, Genet. Med. 19 
(2017) 936–944, https://doi.org/10.1038/gim.2016.215. 

[36] X. Chen, A. Sanchis-Juan, C.E. French, A.J. Connell, I. Delon, Z. Kingsbury, A. Chawla, A.L. Halpern, R.J. Taft, N. BioResource, D.R. Bentley, M.E.R. Butchbach, 
F.L. Raymond, M.A. Eberle, Spinal muscular atrophy diagnosis and carrier screening from genome sequencing data, Genet. Med. 22 (2020) 945–953, https:// 
doi.org/10.1038/s41436-020-0754-0. 

[37] M.J. Kim, S.I. Cho, J.H. Chae, B.C. Lim, J.S. Lee, S.J. Lee, S.H. Seo, H. Park, A. Cho, S.Y. Kim, J.Y. Kim, S.S. Park, M.W. Seong, Pitfalls of multiple ligation- 
dependent probe amplifications in detecting DMD exon deletions or duplications, J. Mol. Diagn. 18 (2016) 253–259, https://doi.org/10.1016/j. 
jmoldx.2015.11.002. 

[38] K.B. Kim, S. Park, J.S. Ha, N. Ryoo, D.H. Kim, Three cases of false-positive multiplex ligation-dependent probe amplification of BRCA1, Ann. Lab. Med. 42 
(2022) 497–499, https://doi.org/10.3343/alm.2022.42.4.497. 

[39] S.H. Kang, S.I. Cho, J.H. Chae, K.N. Chung, E.K. Ra, S.Y. Kim, M.W. Seong, J.Y. Kim, S.S. Park, False homozygous deletions of SMN1 exon 7 using Dra I PCR- 
RFLP caused by a novel mutation in spinal muscular atrophy, Genet. Test. Mol. Biomarkers 13 (2009) 511–513, https://doi.org/10.1089/gtmb.2008.0158. 

[40] Y.J. Qu, F. Song, Y.L. Yang, Y.W. Jin, J.L. Bai, Compound heterozygous mutation in two unrelated cases of Chinese spinal muscular atrophy patients, Chin. Med. 
J. 124 (2011) 385–389. 

[41] N.N. Singh, C.A. O’Leary, T. Eich, W.N. Moss, R.N. Singh, Structural context of a critical exon of spinal muscular atrophy gene, Front. Mol. Biosci. 9 (2022) 
928581, https://doi.org/10.3389/fmolb.2022.928581. 

[42] N.N. Singh, R.N. Singh, How RNA structure dictates the usage of a critical exon of spinal muscular atrophy gene, Biochim. Biophys. Acta Gene Regul. Mech. 
1862 (2019) 194403, https://doi.org/10.1016/j.bbagrm.2019.07.004. 

[43] X. Wu, S.H. Wang, J. Sun, A.R. Krainer, Y. Hua, T.W. Prior, A-44G transition in SMN2 intron 6 protects patients with spinal muscular atrophy, Hum. Mol. Genet. 
26 (2017) 2768–2780, https://doi.org/10.1093/hmg/ddx166. 

[44] T. Kashima, N. Rao, J.L. Manley, An intronic element contributes to splicing repression in spinal muscular atrophy, Proc. Natl. Acad. Sci. U. S. A. 104 (2007) 
3426–3431, https://doi.org/10.1073/pnas.0700343104. 

[45] T.W. Prior, A.R. Krainer, Y. Hua, K.J. Swoboda, P.C. Snyder, S.J. Bridgeman, A.H. Burghes, J.T. Kissel, A positive modifier of spinal muscular atrophy in the 
SMN2 gene, Am. J. Hum. Genet. 85 (2009) 408–413, https://doi.org/10.1016/j.ajhg.2009.08.002. 

[46] S. Irimura, K. Kitamura, N. Kato, K. Saiki, A. Takeuchi, Gunadi, M. Matsuo, H. Nishio, M.J. Lee, HnRNP C1/C2 may regulate exon 7 splicing in the spinal 
muscular atrophy gene SMN1, Kobe J. Med. Sci. 54 (2009) E227–E236. 

[47] Y. Cao, M. Cheng, Y. Qu, J. Bai, X. Peng, X. Ge, Y. Jin, H. Wang, F. Song, Factors associated with delayed diagnosis of spinal muscular atrophy in China and 
changes in diagnostic delay, Neuromuscul. Disord. 31 (2021) 519–527, https://doi.org/10.1016/j.nmd.2021.03.002. 

[48] E. Mercuri, R.S. Finkel, F. Muntoni, B. Wirth, J. Montes, M. Main, E.S. Mazzone, M. Vitale, B. Snyder, S. Quijano-Roy, E. Bertini, R.H. Davis, O.H. Meyer, A. 
K. Simonds, M.K. Schroth, R.J. Graham, J. Kirschner, S.T. Iannaccone, T.O. Crawford, S. Woods, Y. Qian, T. Sejersen, S.M.A.C. Group, Diagnosis and 
management of spinal muscular atrophy: Part 1: recommendations for diagnosis, rehabilitation, orthopedic and nutritional care, Neuromuscul. Disord. 28 
(2018) 103–115, https://doi.org/10.1016/j.nmd.2017.11.005. 

[49] R.S. Finkel, E. Mercuri, O.H. Meyer, A.K. Simonds, M.K. Schroth, R.J. Graham, J. Kirschner, S.T. Iannaccone, T.O. Crawford, S. Woods, F. Muntoni, B. Wirth, 
J. Montes, M. Main, E.S. Mazzone, M. Vitale, B. Snyder, S. Quijano-Roy, E. Bertini, R.H. Davis, Y. Qian, T. Sejersen, S.M.A.C. group, Diagnosis and management 
of spinal muscular atrophy: Part 2: pulmonary and acute care; medications, supplements and immunizations; other organ systems; and ethics, Neuromuscul. 
Disord. 28 (2018) 197–207, https://doi.org/10.1016/j.nmd.2017.11.004. 

[50] H. Zhou, T. Arapoglou, X. Li, Z. Li, X. Zheng, J. Moore, A. Asok, S. Kumar, E.E. Blue, S. Buyske, N. Cox, A. Felsenfeld, M. Gerstein, E. Kenny, B. Li, T. Matise, 
A. Philippakis, H.L. Rehm, H.J. Sofia, G. Snyder, NHGRI Genome Sequencing Program Variant Functional Annotation Working Group, Z. Weng, B. Neale, S. 
R. Sunyaev, X. Lin, FAVOR: functional annotation of variants online resource and annotator for variation across the human genome, Nucleic Acids Res. 51 
(2023) D1300–D1311, https://doi.org/10.1093/nar/gkac966. 

Y. Qu et al.                                                                                                                                                                                                              

https://doi.org/10.1186/s12881-015-0246-2
https://doi.org/10.1038/gim.2016.215
https://doi.org/10.1038/s41436-020-0754-0
https://doi.org/10.1038/s41436-020-0754-0
https://doi.org/10.1016/j.jmoldx.2015.11.002
https://doi.org/10.1016/j.jmoldx.2015.11.002
https://doi.org/10.3343/alm.2022.42.4.497
https://doi.org/10.1089/gtmb.2008.0158
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref40
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref40
https://doi.org/10.3389/fmolb.2022.928581
https://doi.org/10.1016/j.bbagrm.2019.07.004
https://doi.org/10.1093/hmg/ddx166
https://doi.org/10.1073/pnas.0700343104
https://doi.org/10.1016/j.ajhg.2009.08.002
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref46
http://refhub.elsevier.com/S2405-8440(24)04046-5/sref46
https://doi.org/10.1016/j.nmd.2021.03.002
https://doi.org/10.1016/j.nmd.2017.11.005
https://doi.org/10.1016/j.nmd.2017.11.004
https://doi.org/10.1093/nar/gkac966

	Variants located in intron 6 of SMN1 lead to misdiagnosis in genetic detection and screening for SMA
	1 Introduction
	2 Materials and methods
	2.1 Study participants
	2.2 SMN1 and SMN2 copy number analysis using MLPA
	2.3 SMN1 exons 7 and 8 copy number analysis using qPCR
	2.4 Identification of SMN1 variants by genomic DNA PCR plus clone sequencing
	2.5 Next-generation sequencing (NGS) analysis
	2.6 Transcription of SMN1
	2.7 Plasmid construction, transfection, and ex vivo splicing analysis of two variants in SMN1 intron 6

	3 Results
	3.1 Clinical information of the three cases
	3.2 Inconsistent copy number of SMN1 exon 7 using MLPA-P021 and MLPA-P060
	3.3 SMN1 exon 7 and exon 8 copy numbers detected using qPCR
	3.4 SMN1 variant detection using clone sequencing
	3.5 Whole exome sequencing (WES): SMN variant detection and estimation of SMN copy number
	3.6 c.835-17_835-14del CTTT variant causes SMN1 exon 7 skipping in contrast to c.835-17C ​﹥ ​G
	3.7 Precision diagnosis of the three cases

	4 Discussion
	Funding
	Data availability
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgments
	Appendix A Supplementary data
	References


