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Abstract 

Background Trio-based whole-exome sequencing (trio-WES) enables identification of pathogenic variants, includ-
ing copy-number variants (CNVs), in children with unexplained neurodevelopmental delay (NDD) and neurodevelop-
mental comorbidities (NDCs), including autism spectrum disorder (ASD), epilepsy, and attention deficit hyperactivity 
disorder. Further phenotypic and genetic analysis on trio-WES-tested NDD-NDCs cases may help to identify key 
phenotypic factors related to higher diagnostic yield of using trio-WES and novel risk genes associated with NDCs 
in clinical settings.

Methods In this study, we retrospectively performed phenotypic analysis on 163 trio-WES-tested NDD-NDCs chil-
dren to determine the phenotypic differences between genetically diagnosed and non-genetically diagnosed groups. 
Additionally, we conducted genetic analysis of ASD genes with the help of Simons Foundation for Autism Research 
Institute (SFARI) Gene database to identify novel possible ASD-risk genes underlying genetic NDD conditions.

Results Among these 163 patients, pathogenic variants were identified in 82 cases (82/163, 50.3%), including 20 
cases with CNVs. By comparing phenotypic variables between genetically diagnosed group (82 cases) and non-
genetically diagnosed group (81 cases) with multivariate binary logistic regression analysis, we revealed that NDD-
NDCs cases presenting with severe-profound NDD [53/82 vs 17/81, adjusted-OR (95%CI): 4.865 (2.213 – 10.694), 
adjusted-P < 0.001] or having multiple NDCs [26/82 vs 8/81, adjusted-OR (95%CI): 3.731 (1.399 – 9.950), adjusted-P = 
0.009] or accompanying ASD [64/82 vs 35/81, adjusted-OR (95%CI): 3.256 (1.479 – 7.168), adjusted-P = 0.003] and head 
circumference abnormality [33/82 vs 11/81, adjusted-OR (95%CI): 2.788 (1.148 – 6.774), adjusted-P = 0.024] were more 
likely to have a genetic diagnosis using trio-WES. Moreover, 37 genes with monogenetic variants were identified 
in 48 patients genetically diagnosed with NDD-ASD, and 15 dosage-sensitive genes were identified in 16 individu-
als with NDD-ASD carrying CNVs. Most of those genes had been proven to be ASD-related genes. However, some 
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Introduction
Neurodevelopmental delay (NDD) is a group of common 
neurological diseases with high clinical heterogeneity 
during childhood [1] and affects approximately 1%–3% 
of children worldwide, resulting in an average lifetime 
cost of $1 million to support the affected child [2]. Global 
developmental delay/intellectual disability (GDD/ID) is 
the most common and representative manifestation in 
NDD [3]. GDD is defined as a pathological delay or fail-
ure to achieve milestones in a minimum of two of the five 
developmental domains: gross motor skills, fine motor 
skills, speech/language skills, social cognitive skills, and 
social/emotional skills. By the age of five, most patients 
with GDD will present with ID, which is characterized by 
limitations in social adaptability and an intelligence quo-
tient (IQ) score <70 [3].

GDD/ID is a highly complex disorder, development 
and progression of which can be influenced by vari-
ous genetic and environmental factors. GDD/ID patho-
genesis is closely associated with genetic alterations, 
and genetic causes are considered to have an essential 
role in GDD/ID. For example, single nucleotide variants 
(SNVs), copy-number variants (CNVs), and aneuploi-
dies lead 30%–50% of cases of GDD/ID [4], and fragile X, 
Rett, and Down syndromes are the three most common 
types of syndromic GDD/ID in the world [5]. Due to the 
rapid development of next-generation sequencing tech-
nologies, particularly the popularization of trio-based 
(parental-offspring model) whole-exome sequencing 
(trio-WES) technology - a comprehensive genetic analy-
sis enabling the detection of SNVs and CNVs, genetic 
causes are being identified more frequently than before 
in many unexplained or idiopathic GDD/ID cases [6]. To 
date, over 1300 causative genes and 1100 candidate genes 
related to GDD/ID pathogenesis have been identified, 
and the number continues to grow annually [7].

Other common neurodevelopmental disorders, par-
ticularly autism spectrum disorder (ASD), epilepsy (EP), 
and attention deficit hyperactivity disorder (ADHD), can 

also impact brain development and affect various aspects 
of daily functioning in childhood [8]. ASD is a geneti-
cally and clinically heterogeneous disorder, characterized 
by social communication dysfunctions and repetitive, 
stereotypic patterns of movement and behavior [9]. EP 
is among the most common neurological conditions in 
children, and is characterized by repeated seizures and 
unexpected disturbances of brain electrical activity. The 
pathogenesis of EP, particularly epileptic encephalopathy, 
is thought to have a genetic basis [10]. ADHD is another 
common childhood-onset behavioral disorder with high 
genetic heterogeneity, characterized by persistent inat-
tention and/or hyperactive-impulsive behavior, resulting 
in impaired social functioning [11]. ASD, EP, and ADHD 
are the three most frequent neurodevelopmental comor-
bidities among patients with NDD (NDD-NDCs) with a 
known genetic cause [12]. For example, the prevalence of 
GDD/ID in patients with genetic EP is higher than that 
in patients with non-genetic EP [13]. Additionally, many 
children with genetic ASD presented with GDD/ID phe-
notypes [14]. Moreover, Kuntsi et  al. found that almost 
all children with genetic ADHD presented with GDD/ID 
phenotype of varying severity [15]. Further phenotypic 
analysis with trio-WES data of unexplained NDD-NDCs 
patients may help to identify key phenotypic features 
related to higher diagnostic yield of using trio-WES in 
NDD-NDCs conditions.

On the other hand, a recent large WES study of over 
11000 ASD individuals with a total of 35000 samples pub-
lished in Cell [16] showed that most identified ASD-risk 
genes have essential roles in neuronal communication, 
gene expression regulation, and metabolism. These func-
tional pathways are also involved in the genetic etiology 
of NDD [17]. Similar to genetic NDD, the genetic spec-
trum of ASD is also constantly expanding; however, it is 
difficult to identify novel ASD-risk genes in single-center 
studies, due to limited numbers of cases of isolated ASD. 
As previously described, ASD-risk genes have increas-
ingly been found to be involved in the pathogenesis of 

of them (9 genes) were not proven sufficiently to correlate with ASD. By literature review and constructing protein-
protein interaction networks among these 9 candidate ASD-risk genes and 102 established ASD genes obtained 
from the SFARI Gene database, we identified CUL4B, KCNH1, and PLA2G6 as novel possible ASD-risk genes underlying 
genetic NDD conditions.

Conclusions Trio-WES testing is recommended for patients with unexplained NDD-NDCs that have severe-profound 
NDD or multiple NDCs, particularly those with accompanying ASD and head circumference abnormality, as these 
independent factors may increase the likelihood of genetic diagnosis using trio-WES. Moreover, NDD patients 
with pathogenic variants in CUL4B, KCNH1 and PLA2G6 should be aware of potential risks of developing ASD dur-
ing their disease courses.

Keywords Trio-based whole-exome sequencing, Neurodevelopmental delay, Neurodevelopmental comorbidities, 
Autism spectrum disorder, Head circumference abnormality, Diagnostic yield, Autism spectrum disorder-risk genes
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NDD [8], we hypothesized that the likelihood of identify-
ing novel possible ASD-risk genes would increase if we 
focused our efforts on subjects with genetic NDD and 
comorbid ASD (NDD-ASD).

This single-center study summarized clinical features 
of 163 unexplained NDD-NDCs patients with trio-WES 
testing. By comparing the phenotypic difference between 
genetically diagnosed and non-genetically diagnosed 
NDD-NDCs patients, we revealed that the presence 
of severe NDD, multiple NDCs and the accompanying 
ASD or head circumference abnormality in unexplained 
NDD-NDCs patients leads to a higher trio-WES diag-
nostic yield. Moreover, by categorizing ASD-risk genes 
in individuals with genetic NDD-ASD and construct-
ing protein-protein interaction (PPI) networks between 
candidate ASD-risk genes and established ASD genes, 
we identified novel possible ASD-risk genes underlying 
genetic NDD conditions, providing new insights into 
genetic alterations and molecular mechanisms poten-
tially shared between NDD and ASD.

Methods
Criteria for participant enrollment and variant capture 
strategy
The medical records of independent children with unex-
plained NDD (GDD/ID) and one or more NDCs, includ-
ing ASD, EP, and ADHD, who had undergone trio-WES 
and were admitted to the Children’s Medical Center of 
Sun Yat-sen Memorial Hospital, Sun Yat-sen University 
from October 2018 to December 2022, were reviewed. 
Clinical and laboratory baseline data were collected 
from records for patients who met the following eligibil-
ity criteria: (a) clear and complete baseline clinical and 
laboratory data, including clinical manifestations (sever-
ity of GDD/ID, history of ASD, EP and ADHD, comor-
bid organ anomalies, birth condition and family history), 
and findings of electroencephalogram (EEG), cranial 
magnetic resonance imaging (MRI), auditory brainstem 
response/visual evoked potentials, echocardiography/
abdominal ultrasonography; (b) clear and complete trio-
WES data and had undergone systematic clinical exami-
nations to exclude common non-genetic causes, such 
as cerebral ischemia, hypoxia and injury; and (c) nega-
tive results of routine genetic screening tests, including 
G-band karyotyping and triplet repeat primed PCR fol-
lowed by fragment analysis of FMR1 gene CGG repeats 
detection. Finally, 163 eligible children with unexplained 
NDD-NDCs were enrolled in this retrospective research.

Clinical diagnostic criteria for GDD/ID were based 
on the Diagnostic and Statistical Manual of Mental Dis-
orders,  5th Edition (DSM-V) guidelines for GDD/ID [3]. 
Specifically, developmental quotient (DQ) was used to 
evaluate the developmental scale in five domains, and 

children with DQ scores <75 in at least two domains 
were diagnosed with GDD [18]. For individuals older 
than five years, we used the Wechsler Intelligence Scale 
for Children to assess IQ scores of subjects; children 
with IQ scores <70 were diagnosed with ID [19]. Clinical 
diagnoses of ASD and ADHD were made following the 
DSM-V diagnostic criteria for ASD and ADHD [3], along 
with additional clinical assessments, such as the Autism 
Behavior Checklist [20], Childhood Autism Rating Scale 
[21], or Modified Checklist for Autism in Toddlers [22]. 
The International League Against Epilepsy criteria were 
used to diagnose EP, epileptic syndromes, and epileptic 
encephalopathy [23]. Moreover, the International Clas-
sification of Diseases version-10 classification criteria 
were used to assess the severity of NDD [24]. Specifi-
cally, a patient with GDD and at least two DQ domains 
with scores <35 points was considered to have severe-
profound GDD, otherwise, he or she was considered to 
have mild-moderate GDD. In addition, a patient with ID 
and an IQ score ranging from 40–70 points was regarded 
to have mild-moderate ID, while those with IQ score <40 
points were diagnosed with severe-profound ID. Abnor-
malities in head circumference, including microcephaly 
and macrocephaly, and facial anomalies, as well as vari-
ous other types of organ anomalies, were defined based 
on the Human Phenotype Ontology guidelines [25].

The variant capture strategy for trio-WES can be 
briefly summarized as follows: DNA samples were 
extracted from peripheral blood samples (approxi-
mately 2 ml) from each family member using a QIAamp 
DNA Mini Kit (QIAGEN, Hilden, Germany). DNA 
libraries were generated using an Illumina TruSeq 
Exome Kit, according to the manufacturer’s protocol 
(Illumina, San Diego, CA, USA) and then sequenced on 
Illumina Novaseq 6000 platforms (Illumina, San Diego, 
CA, USA). Approximately 10 GB of data were obtained 
per individual, and quality control assessment per-
formed using the FastQC toolkit (Babraham Bioinfor-
matics, London, UK), with >97.5% of targeted regions 
sequenced to a depth of 20× (mean depth of coverage, 
approximately100×). Next, sequences were aligned to 
the human GrCh37/hg19 reference sequence using the 
Burrows-Wheeler Aligner to output Binary Alignment 
Map-format (BAM) files. BAM files were processed 
using Picard software (version: 2.18.2), along with rea-
lignment of indel regions and base quality recalibration. 
Genome Analysis Toolkit HaplotypeCaller (version: 
4.0.4) was used for variant calling to create variant call 
format (VCF) files. Finally, VCF files were annotated 
using ANNOVAR software (version: 2019/10/24). Vari-
ants were filtered based on quality/coverage depth (≥ 
10) and minor allele frequency <0.05%, according to 
the Genome Aggregation Database (gnomAD). Then, 
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variants were filtered according to the proband’s phe-
notype, inheritance pattern, clinical significance, and 
reported clinically relevant variants. Candidate CNVs 
and SNVs detected by trio-WES were confirmed by 
chromosomal microarray analysis (CMA) and Sanger 
sequencing in probands and their parents, respectively, 
if necessary. The primer sequences used for Sanger 
sequencing in the current research for all detected 
NDD-NDCs-related pathogenic SNVs are presented in 
Supplementary File 1.

Criteria for variant pathogenicity rating and ethical 
compliance
For candidate SNVs, the pathogenicity rating was com-
piled to the 2015 ACMG guidelines and detected SNVs 
were accordingly classified as "benign/uncertain signifi-
cance SNV", "likely pathogenic SNV" and "pathogenic 
SNV" [26]. SNV allele frequency was determined by 
referring to gnomAD [27] and our in-house SNV pop-
ulation frequency database. Local versions of REVEL 
[28], Polyphen-2 [29], SIFT [30], Mutation Taster [31], 
and PROVEAN [32] were used for in silico prediction 
of the pathogenicity of detected missense/nonsense/
frameshift/deletion variants. In addition, Human Splic-
ing Finder software [33] and CADD [34] were applied 
to predict the pathogenicity of candidate splice vari-
ants. PubMed, Human Genomic Mutation Database 
[35, 36], and ClinVar [37] were consulted to determine 
whether candidate variants had been reported previ-
ously. Online Mendelian Inheritance in Man (OMIM) 
and GeneReviews (https:// www. ncbi. nlm. nih. gov/ books/ 
NBK11 16) were searched for genotype and phenotype 
profiles related to detected SNVs.

The pathogenicity of candidate CNVs was predicted 
based on the 2019 guidelines of the ACMG for the 
interpretation of postnatal CNVs [38] and using the 
detailed procedure previously reported [39]. All can-
didate CNVs in the current study were manually inter-
preted and classified as “benign/uncertain significance 
CNV” and “likely pathogenic/pathogenic CNV” by 
experienced clinicians and clinical geneticists, follow-
ing the ACMG guidelines.

Final genetic diagnoses were made by the multi-disci-
plinary team, consisting of specialized pediatric neurolo-
gists, child psychologists, and clinical geneticists from 
Sun Yat-sen Memorial Hospital, Sun Yat-sen University. 
The design of this retrospective study was in accord-
ance with the Declaration of Helsinki and this study was 
approved by the Ethics Committee of the Sun Yat-sen 
Memorial Hospital (Approval Number: SYSKY-2023-
336-01). Written informed consent was obtained from 
the parents or guardians of all 163 enrolled subjects.

Statistical methods for phenotypic 
and genotype‑phenotype analyses
Traditional statistical analyses were applied to explore 
the significant phenotypic and genotype-phenotype 
characteristics of patients with genetic NDD-NDCs and 
phenotypic differences between patients with genetically 
diagnosed and non-genetically diagnosed NDD-NDCs 
following trio-WES. All statistical analyses were per-
formed using SPSS software (version 22.0) (IBM Inc., NY, 
USA). Specifically, Chi-squared test was used to compare 
qualitative phenotypic variables, such as percentages of 
ASD, EP, and head circumference abnormality, between 
mild-moderate and severe-profound GDD/ID groups; 
and qualitative phenotypic variables, such as NDD sever-
ity, and numbers and types of NDCs, between the geneti-
cally diagnosed and non-genetically diagnosed groups. 
An independent Student’s t-test was used to compare 
quantitative variables, such as age at trio-WES testing, 
between the genetically diagnosed and non-genetically 
diagnosed groups. Univariate and multivariate binary 
logistic regression analysis were then used to analyze 
odds radio (OR) with 95% confidence interval (95%CI) of 
phenotypic variables between the genetically diagnosed 
and non-genetically diagnosed groups and further con-
firm independent effects from identified phenotypic vari-
ables on diagnosis made based on trio-WES. Likewise, 
the Chi-squared test was used to compare qualitative 
genotypic variables, including SNV/CNV percentages, de 
novo/non-de novo, and truncation/non-truncation vari-
ants, between mild-moderate and severe-profound GDD/
ID groups, similar to the approach proposed by Liu et al. 
in their recent cohort study of genetic infantile spasms 
[40]. P < 0.05 was considered statistically significant.

Screening possible mutated genes related to ASD
Mutated genes potentially related to ASD phenotype 
in our genetically diagnosed NDD-ASD patients were 
screened using the Simons Foundation for Autism 
Research Institute (SFARI) Gene database, combined 
with PPI network analysis and literature review using the 
OMIM database (https:// omim. org). The main principle 
of this method was derived from a recent genetic NDD-
ASD cohort study reported by Chen et  al.; by applying 
this method, they identified a novel possible ASD-risk 
gene from their cohort of patients with genetic NDD-
ASD [8]. SFARI Gene database [41] is a powerful public 
database that can grade SNV genes and CNVs related to 
genetic ASD phenotype with different correlation levels 
by referring to the number of reported cases or molecu-
lar functional experimental findings of mutated genes/
CNVs reported in the publications. We use the SFARI 
Gene database as follows:

https://www.ncbi.nlm.nih.gov/books/NBK1116
https://www.ncbi.nlm.nih.gov/books/NBK1116
https://omim.org
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First, all detected SNVs and CNVs, along with dosage-
sensitive genes within CNVs, were grouped into four 
classes, according to the strength of their association 
with autistic phenotypes, based on the SFARI Gene data-
base rating criteria. Mutated genes containing SNVs were 
classified as follows: (1) Class 1: mutated genes clearly 
associated with ASD etiology and presented as category 
1 (high-confidence) and category S (syndromic ASD) 
in the SFARI Gene database; (2) Class 2: mutated genes 
with two or more reports of ASD-related cases with de 
novo likely gene-disrupting mutations, or ASD suscepti-
bility supported by a genome-wide association study, or 
a molecular functional effect associated with ASD etiol-
ogy, and were presented as category 2 (strong evidence) 
in the SFARI Gene database; (3) Class 3: mutated genes 
with only one ASD-related case report with de novo likely 
gene-disrupting mutations or inherited variants that had 
no rigorous statistical comparisons and were catego-
rized into category 3 (suggestive evidence) in the SFARI 
Gene database; and (4) Class 4: mutated genes were not 
included in the SFARI Gene database or found in the 
SFARI Gene database but did not meet the criteria for 
categories S, 1, 2, 3. Detected CNVs, including dosage-
sensitive genes, were classified as follows: (1) Recorded 
CNVs with ASD-related genes: Both CNVs and their 
included dosage-sensitive genes (categories S, 1, 2, and 
3) were recorded and clearly implicated in ASD suscep-
tibility in the SFARI Gene database; (2) Recorded CNVs 
without ASD-related genes: CNVs were recorded in the 
SFARI Gene database, but their included dosage-sensitive 
genes did not meet the criteria for categories S, 1, 2, 3, or 
were not included in the SFARI Gene database; (3) Unre-
corded CNVs with ASD-related genes: Only the included 
dosage-sensitive genes met the criteria for categories S, 
1, 2, 3 in the SFARI Gene database, while corresponding 
CNVs were not recorded in the SFARI Gene database; 
and (4) Unrecorded CNVs without ASD-related genes: 
neither the CNVs nor their included dosage-sensitive 
genes were present in the SFARI Gene database.

Second, only genes from Class 4 and dosage-sensi-
tive genes in the “Recorded CNVs without ASD-related 
genes” group were considered as candidate ASD-risk 
genes, with low strength associations with ASD pheno-
types based on previous evidence. To provide more evi-
dence and identify novel possible ASD-risk genes from 
among candidate ASD-risk genes, PPI network analy-
sis was conducted using interaction data from STRING 
[42] to further determine whether candidate genes with 
weak ASD correlations directly interact with any of 102 
established ASD-related genes obtained from the SFARI 
Gene database (Supplementary File 2) at the protein 
levels. Candidate genes that had strong and multiple 
interactions with established ASD-related genes were 

considered novel possible ASD-risk genes in the current 
research. Genes that had no interaction with ASD-related 
genes, but were associated with ASD phenotype in at 
least four cases in our cohort and other cohorts were also 
considered to be novel possible ASD-risk genes.

Results
Diagnosis categories and phenotypic characteristics 
of the cohort genetically diagnosed with NDD‑NDCs
A flowchart of this study is presented as Fig. 1. After rat-
ing the pathogenicity of variants identified by trio-WES 
in the 163 enrolled children with NDD-NDCs according 
to the ACMG guidelines, 82 subjects were confirmed to 
carry pathogenic or likely pathogenic variants related 
their clinical manifestations, while genetic diagnosis was 
not obtained by trio-WES for 79 subjects, due to the 
benign or uncertain significance of identified variants. 
Two individuals carried pathogenic or likely pathogenic 
variants, but the variants could not explain their NDD-
NDCs manifestations. One case was homozygous for the 
HBA2 variant [NM_000517.6: c.377T>C(p.Leu126Pro)], 
which was inherited from both parents, and was diag-
nosed with alpha thalassemia; the other patient carried 
a de novo GNAS variant [NM_000516.7: c.139G>A(p.
Gly47Ser)] and was diagnosed with pseudohypoparathy-
roidism Ia.

Finally, 81 and 82 unrelated subjects were included 
in the non-genetically diagnosed and genetically diag-
nosed groups, respectively. The global diagnostic yield of 
trio-WES in our study was 50.3%. Detailed information 
about the clinical phenotypes and genotypes of the 82 
cases with genetically diagnosed NDD-NDCs are sum-
marized in Supplementary Files 3 and 4, respectively. The 
male:female ratio of the 82 genetically diagnosed cases 
was 1.83:1, and their mean ± standard error age at genetic 
diagnosis was 4.50 ± 0.35 years (median, 3 years-old).

As shown in Table  1, of the 82 genetically diagnosed 
children, 62 (75.6%) patients were diagnosed with SNV-
mediated syndromes and 20 (24.4%) with CNV-mediated 
syndromes. Among SNV syndromes, Rett syndrome 
(4/62, 6.5%) was the most frequent, followed by autoso-
mal dominant mental retardation type 35 (3/62, 4.8%), 
Okur-Chung neurodevelopment syndrome (OCNS) 
(3/62, 4.8%), Coffin-Lowry syndrome (2/62, 3.2%), Float-
ing-Harbor syndrome (2/62, 3.2%), Sotos syndrome 
(2/62, 3.2%), Wiedemann-Steiner syndrome (2/62, 3.2%), 
X-linked mental retardation type 1 (2/62, 3.2%), neu-
rodegeneration with brain iron accumulation type 2B 
(NBIA2B) (2/62, 3.2%), and SCN1A-related epileptic 
encephalopathy (2/62, 3.2%). Of CNV syndromes, Chro-
mosome 15q11-q13 microdeletion syndrome (UBE3A 
involved) (3/20, 15.0%) was the most frequent, followed 
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by Chromosome 1q21.1 microdeletion syndrome (GJA5 
involved) (2/20, 10.0%).

Among the 82 patients with genetically diagnosed 
NDD-NDCs (Table  1), 53 (64.6%) had severe-profound 
GDD/ID, and the remainder (29/82, 35.4%) had mild-
moderate GDD/ID. Most patients (64/82, 78.0%) had 
comorbid ASD, while 26 (31.7%) and 22 (26.8%) had 
comorbid EP and ADHD, respectively. Organ anomaly/
dysfunction comorbidities included dysmorphic facial 
features (59/82, 72.0%), abnormal cranial MRI (44/82, 
53.7%), head circumference abnormality (33/82, 40.2%) 
[microcephaly (24/82, 29.3%), macrocephaly (9/82, 
10.9%)], abnormal EEG (23/82, 28.0%), respiratory/
immune dysfunction (19/82, 23.2%), oral cavity and gas-
trointestinal/abdominal disorders (17/82, 20.7%), short 
stature (15/82, 18.3%), congenital heart defects (CHDs) 
(15/82, 18.3%), ear anomalies/hearing loss (12/82, 14.6%), 
reproductive/endocrine abnormalities (12/82, 14.6%), 
skin/hair changes (11/82, 13.4%), skeletal/muscle abnor-
malities (6/82, 7.3%), ocular/visual dysfunctions (6/82, 
7.3%), and renal anomalies (4/82, 4.9%).

Genetically diagnosed cases were divided into two 
groups based on the severity of NDD: mild to moder-
ate and severe to profound GDD/ID groups. As shown 
in Table  2, patients with severe-profound GDD/ID 
appeared to more often have comorbid ASD (45/53 vs 
19/29, P = 0.043) than those with mild-moderate GDD/
ID. Comorbid EP (13/53 vs 13/29, P = 0.059), ADHD 
(14/53 vs 8/29, P = 0.909), and other comorbidities, 
such as facial anomalies, hearing loss, CHDs, skin/hair 
changes and skeletal abnormalities, did not differ signifi-
cantly between the mild-moderate and severe-profound 
GDD/ID groups (all P > 0.05). More head circumference 
abnormalities, including microcephaly and macroceph-
aly, were observed in cases with severe-profound GDD/
ID than in those with mild-moderate GDD/ID (26/53 vs 
7/29, P = 0.028). An EP/seizure phenotype was found in 
26 individuals (26/82, 31.7%), and detailed information 
about the EP/seizure phenotype and related genotype of 
these 26 cases are summarized in Supplementary Files 5. 
Moreover, cranial MRI abnormalities were detected in 
44 individuals with genetically diagnosed NDD-NDCs 

Fig. 1 Flowchart for this study. NDD-NDCs, neurodevelopmental delay with neurodevelopmental comorbidities; trio-WES, trio-based whole-exome 
sequencing; MRI, magnetic resonance imaging; ACMG, American College of Medical Genetics; NDD, neurodevelopmental delay; PPI, protein-protein 
interaction; ASD, autism spectrum disorder
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(44/82, 53.5%), and detailed information about the cra-
nial MRI abnormalities and related genotype of these 44 
patients are summarized in Supplementary Files 6

Phenotypic differences between the genetically diagnosed 
and non‑genetically diagnosed NDD‑NDCs cohorts
Given our findings that a severe NDD phenotype was 
more likely to be associated with head circumfer-
ence abnormality (mainly microcephaly) and ASD 

in the genetically diagnosed NDD-NDCs cohort, we 
next explored whether those phenotypic correla-
tions also occurred in the non-genetically diagnosed 
NDD-NDCs cohort (81 cases). As demonstrated in 
Supplementary File 7 and Table  3, cases with severe-
profound GDD/ID in the non-genetically diagnosed 
NDD-NDCs group were also more likely to have micro-
cephaly than those with mild-moderate GDD/ID (5/17 
vs 6/64, P = 0.032); however, the positive correlation 

Table 1 General clinical features and phenotypes in 82 genetic NDD-NDCs children diagnosed by trio-WES

NDD-NDCs Neurodevemental delay and neurodevelopmental comorbidities, GDD/ID Global developmental delay/intellectual disability, SNV Single nucleotide variant, 
CNV Copy-number variant, NDCs Neurodevelopmental comorbidities, ASD Autism spectrum disorder, EP Epilepsy, ADHD attention deficit hyperactivity disorder, CHDs 
Congenital heart defects, EGG Electroencephalogram, MRI magnetic resonance imaging, SS Short stature, trio-WES Trio-based whole-exome sequencing

Characteristics Number (%)

SNV syndromes: 62/82 (75.6%)

Rett syndrome 4/62 (6.5%)

Autosomal dominant mental retardation type 35 3/62 (4.8%)

Okur-Chung neurodevelopment syndrome 3/62 (4.8%)

Coffin-Lowry syndrome 2/62 (3.2%)

Floating-Harbor syndrome 2/62 (3.2%)

Sotos syndrome 2/62 (3.2%)

Wiedemann-Steiner syndrome 2/62 (3.2%)

X-linked mental retardation type 1 2/62 (3.2%)

Neurodegeneration with brain iron accumulation type 2B 2/62 (3.2%)

SCN1A-related epileptic encephalopathy 2/62 (3.2%)

CNV syndromes: 20/82 (24.4%)

Chromosome 15q11-q13 microdeletion syndrome (UBE3A involved) 3/20 (15.0%)

Chromosome 1q21.1 microdeletion syndrome (GJA5 involved) 2/20 (10.0%)

GDD/ID severity:

 Mild-moderate 29/82 (35.4%)

 Severe-profound 53/82 (64.6%)

NDCs:

 ASD 64/82 (78.0%)

 EP 26/82 (31.7%)

 ADHD 22/82 (26.8%)

Organ anomalies/dysfunctions

 Dysmorphic facial feature 59/82 (72.0%)

 Abnormal cranial MRI 44/82 (53.7%)

 Head circumference abnormality (microcephaly/macrocephaly) 33/82 (40.2%)

 Abnormal EGG 23/82 (28.0%)

 Respiratory/immune dysfunctions 19/82 (23.2%)

 Oral cavity&Gastrointestinal/abdominal disorders 17/82 (20.7%)

 SS 15/82 (18.3%)

 CHDs 15/82 (18.3%)

 Ear anomalies/hearing loss 12/82 (14.6%)

 Reproductive/endocrine abnormalities 12/82 (14.6%)

 Skin/hair changes 11/82 (13.4%)

 Skeletal/muscle anomalies 6/82 (7.3%)

 Ocular/visual dysfunctions 6/82 (7.3%)

 Renal anomalies 4/82 (4.9%)
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between NDD severity and ASD comorbidity fre-
quency was absent in the non-genetically diagnosed 
NDD-NDCs group (7/17 vs 28/64, P = 0.849). In addi-
tion, there was no significant difference in age at trio-
WES analysis between the genetically diagnosed and 
non-genetically diagnosed NDD-NDCs groups (4.50 ± 
0.35 vs 4.29 ± 0.39, P = 0.694) (Fig.  2A). Importantly, 
by adopting Chi-squared test with univariate logis-
tic regression analysis, we found NDD-NDCs cases 

presenting with severe-profound GDD/ID [53/82 vs 
17/81, OR (95%CI): 6.880 (3.414 – 13.865), P < 0.001] 
or having multiple NDCs [26/82 vs 8/81, OR (95%CI): 
4.237 (1.783 – 10.067), P = 0.001] were more likely to 
have a positive trio-WES result (Fig.  2B,C). Moreover, 
the presence of ASD comorbidity [64/82 vs 35/81, OR 
(95%CI): 4.673 (2.360 – 9.253), P < 0.001] (Fig.  2D) 
and head circumference abnormality [33/82 vs 11/81, 
OR (95%CI): 4.286 (1.977 – .9.292), P < 0.001] (Fig. 2E) 
in our patients also increased the odds of having a 
genetic diagnosis made by trio-WES. However, as the 
reliabilities of these multiple comparisons only using 
univariate logistic regression analysis were vulnerable 
to potential confounders and collinearity effects, mul-
tivariate binary logistic regression analysis was then 
performed to confirm independent effects from these 
four significant phenotypic factors on diagnosis made 
by trio-WES. After correction with multivariate logistic 
regression analysis, we further determined that NDD 
severity, NDC number, the presence of ASD comorbid-
ity and head circumference abnormality were all inde-
pendently associated with a positive trio-WES result 
with adjusted-OR (95%CI) of 4.865 (2.213 – 10.694, 
adjusted-P < 0.001), 3.731 (1.399 – 9.950, adjusted-P 
= 0.009), 3.256 (1.479 – 7.168, adjusted-P = 0.003) and 
2.788 (1.148 – 6.774, adjusted-P = 0.024), respectively 
(Fig. 2F).

Table 2 Comparison of neurodevelopmental comorbidities and organ anomalies/dysfunctions between mild-moderate and severe-
profound GDD/ID in 82 genetic NDD-NDCs children diagnosed by trio-WES

NDD-NDCs Neurodevemental delay and neurodevelopmental comorbidities, GDD/ID Global developmental delay/intellectual disability, ASD Autism spectrum 
disorder, EP Epilepsy, ADHD Attention deficit hyperactivity disorder, SS Short stature, CHDs Congenital heart defects, EGG electroencephalogram, MRI Magnetic 
resonance imaging, trio-WES Trio-based whole-exome sequencing.* P <0.05

Mild‑moderate (N=29) Severe‑profound (N=53) P value

ASD 19, 65.5% 45, 84.9% 0.043*

EP 13, 44.8% 13, 24.5% 0.059

ADHD 8, 27.6% 14, 26.4% 0.909

Dysmorphic facial features 18, 62.1% 41, 77.4% 0.141

Abnormal cranial MRI 14, 48.3% 30, 56.6% 0.470

Head circumference abnormality (microcephaly/macrocephaly) 7, 24.1% 26, 49.1% 0.028*

Abnormal EGG 11, 20.7% 12, 22.6% 0.141

Respiratory/immune dysfunctions 7, 24.1% 12, 22.6% 0.878

Oral cavity&Gastrointestinal/abdominal disorders 8, 27.6% 9, 17.0% 0.257

SS 5, 17.2% 10, 18.9% 0.855

CHDs 3, 10.3% 12, 22.6% 0.168

Ear anomalies/hearing loss 2, 6.9% 10, 18.9% 0.143

Reproductive/endocrine abnormalities 4, 13.8% 8, 15.1% 0.873

Skin/hair changes 6, 20.7% 5, 9.4% 0.153

Skeletal/muscle anomalies 3, 10.3% 3, 5.7% 0.436

Ocular/visual dysfunctions 1, 3.4% 5, 9.4% 0.320

Renal anomalies 1, 3.4% 3, 5.7% 0.657

Table 3 Comparison of neurodevelopmental comorbidities and 
head circumference abnormality between mild-moderate and 
severe-profound GDD/ID in 81 non-genetically diagnosed NDD-
NDCs children

NDD-NDCs Neurodevemental delay and neurodevelopmental comorbidities, 
GDD/ID Global developmental delays/intellectual disability, ASD Autism 
spectrum disorder, EP Epilepsy, ADHD attention deficit hyperactivity disorder, 
trio-WES Trio-based whole-exome sequencing.* P <0.05

Mild‑
moderate 
(N=64)

Severe‑
profound 
(N=17)

P value

ASD 28, 43.8% 7, 41.2% 0.849

EP 29, 45.3% 8, 47.1% 0.898

ADHD 16, 25.0% 3, 17.6% 0.525

Head circumference 
abnormality (micro-
cephaly)

6, 9.4% 5, 29.4% 0.032*
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Genotypic features of the genetically diagnosed 
NDD‑NDCs cohort
Among the 82 subjects with genetically diagnosed 
NDD-NDCs, we identified 89 variants of which 37 
were likely pathogenic and 52 pathogenic, based on the 
ACMG guidelines; 69 were SNVs in 48 genes, and 20 
were CNVs. As illustrated in Fig.  3, missense variants 
were the most common variant type (34/89, 38.20%) in 
the genetically diagnosed cohort, while the remaining 
SNVs were truncation variants, including frameshift, 
nonsense, in-frame deletion, and splice variants. 

CNVs made up 22.47% of variants (20/89, 22.47%), and 
frameshift variants were the second most common 
SNVs (19/89, 21.35%), followed by nonsense variants 
(11/89, 12.36%). In-frame deletion and splice site vari-
ants were less common (3/89, 3.37% and 2/89, 2.25%, 
respectively) in the genetically diagnosed cohort. Of 
the 89 variants, 65 were de novo variants (DNVs), 
while the rest were non-DNVs. Of the 24 non-DNVs, 
8 were inherited from one parent, while 16 and 2 were 
passed from both parents as compound heterozygous 
and homozygous variants, respectively. Meanwhile, 

Fig. 2 Phenotypic differences between genetically diagnosed and non-genetically diagnosed cases in our cohort of 163 children with unexplained 
NDD-NDCs analyzed by trio-WES. Differences in (A) trio-WES testing age, B NDD severity, C NDC number (single NDC, NDD children with one type 
of NDC; multiple NDCs, NDD children with at least two types of NDC), D NDC types (including ASD, ADHD, and EP) and (E) HCA comorbidity using 
Student’s t-test/Chi-squared test with univariate logistic regression analysis. F Forest plots showing independent effects from NDD severity, NDC 
number, ASD and HCA comorbidities on diagnosis made by trio-WES in our cohort after adjusting collinearity effects and potential confounding 
factors by using multivariate logistic regression analysis. NDD-NDCs, neurodevelopmental delay with neurodevelopmental comorbidities; trio-WES, 
trio-based whole-exome sequencing; NDD, neurodevelopmental delay; NDCs, neurodevelopmental comorbidities; ASD, autism spectrum disorder; 
ADHD, attention deficit hyperactivity disorder; EP, epilepsy; HCA, head circumference abnormality; OR, odds ratio; 95%CI, 95% confidence interval. * 
P <0.05; ** P <0.01; *** P <0.001
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the most common inheritance pattern in patients 
with SNV-mediated syndromes was autosomal domi-
nant (37/62, 58.73%), followed by autosomal recessive 
(10/62, 16.13%), X-linked dominant (10/62, 16.13%), 
and X-linked recessive (5/62, 8.06%).

Among the 20 CNVs, 13 variants were likely patho-
genic/pathogenic and involved one dosage-sensitive 
gene, and seven were likely pathogenic/pathogenic 
CNVs involving more than one dosage-sensitive gene. 
Specifically, 3 of the 7 pathogenic/pathogenic CNVs 
were known to cause syndromes, including 15q11-q13 
microduplication syndrome (OMIM#608363), 2q31.1-
q31.2 microdeletion syndrome (OMIM#142989), and 
Xp11.23 microduplication syndrome (OMIM#300801), 
while 3 were rare pathogenic CNV syndromes, each of 
which spanned dosage-sensitive genes related to NDD, 
including 12p13.33 microdeletion syndrome (CACNA1C 
involved), 6q25.3 microdeletion syndrome (ERMARD 
involved), and 19p13.2 microdeletion syndrome (CAC-
NA1A involved). Finally, the last patient with a patho-
genic CNV (patient 49) had a 16.07 Mb deletion at 
9q31.1-q33.1 that spanned genes (ZNF462 and WHRN) 
with unclear molecular function, but which were related 
to the subject’s phenotype (Supplementary File 4).

As shown in Supplementary File 8, no significant dif-
ferences in GDD/ID severity were detected between 
cases with CNVs and those with SNVs (38/62 vs 15/20, 
P = 0.265), nor between those carrying DNVs and non-
DNVs (41/65 vs 12/17, P = 0.564). Moreover, there was 
no significant difference in GDD/ID severity between 
patients with and without truncation variants (17/32 vs 
21/30, P = 0.173).

ASD risk variants categories and novel possible ASD‑risk 
genes identification in patients genetically diagnosed 
with NDD‑ASD
In the genetically diagnosed NDD-NDCs cohort, 64 
patients had comorbid ASD, 48 of whom were carrying 
monogenetic variants in 37 genes, while 16 patients were 
carrying CNVs, including 15 dosage-sensitive genes. 
We divided the 37 genes with monogenetic variants in 
NDD-ASD cases into four classes based on the SFARI 
Gene database rating criteria. The majority of these genes 
(23/37, 62.16%) were clearly established ASD-related 
genes (Class 1), while six genes (6/37, 16.22%) were in 
Class 2, indicating that there was strong evidence for 
their association with ASD, and only one gene (KAT6B) 
was in Class 3, with suggestive evidence gene for asso-
ciation with ASD (Table  4). The remaining seven genes 
(CUL4B, KCNH1, PLA2G6, SLC16A2, SSR4, UFC1, and 
WFS1) were not present in the SFARI Gene dataset and 
were grouped into Class 4, which were considered candi-
date ASD-risk genes in our study.

We also grouped the 15 dosage-sensitive genes from 
CNVs detected in patients with NDD-ASD into four 
groups, based on the available evidence regarding ASD-
related genes and CNVs from the SFARI Gene dataset. 
As shown in Table 5, we found that four of the detected 
CNV syndromes were confirmed as related to ASD, 
among which two CNV syndromes (chromosome 15q11-
q13 duplication and chromosome 15q11-q13 deletion) 
with two ASD-related genes (GABRB3 and UBE3A, 
respectively) could be grouped in the “recorded CNVs 
with ASD-related genes” group. The other two CNV syn-
dromes (chromosome 7q11.23 deletion and chromosome 

Fig. 3 Details of 89 variants identified in individuals with NDD-NDCs by trio-WES. A Number of detected variants in different types and origins. 
B Proportions of variant type, zygosity, origins and inheritance pattern among detected variants. NDD-NDCs, neurodevelopmental delay 
with neurodevelopmental comorbidities; trio-WES, trio-based whole-exome sequencing; CNVs, copy-number variants; het, heterozygosity; hemi, 
hemizygosity; homo, homozygosity; cohet, compound heterozygosity; AD, autosomal dominant; AR, autosomal recessive; XLD, X-linked dominant; 
XLR, X-linked recessive
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1q21.1 deletion), including two uncertainly ASD-related 
genes (ELN and GJA5, respectively), were classified 
in the “recorded CNVs without ASD-related genes” 
group. Eleven CNV syndromes had not been frequently 
reported as associated with ASD; among which, seven 
CNV syndromes involving ASD-related genes, including 
ARID2, CACNA1C, TBR1, ZNF462, CACNA1A, NFIX, 
PHIP, and STAG1, were classified in the “unrecorded 
CNVs with ASD-related genes” group, and another four 
CNV syndromes with four uncertainly ASD-related 
genes (BCL11B, FTSJ1, SHROOM4, IRF6, and WIZ) were 
classified in the “unrecorded CNVs without ASD-related 
genes” group. According to the definitions for candidate 
ASD-risk genes in CNVs used in the current study, ELN 
and GJA5 in the chromosome 7q11.23 and 1q21.1 dele-
tions, respectively, were selected as candidate ASD-risk 
genes.

To provide more evidence for identification of novel 
potential ASD-risk genes among Class 4 genes (CUL4B, 
KCNH1, PLA2G6, SLC16A2, SSR4, UFC1, and WFS1) 
and the two dosage-sensitive genes, ELN and GJA5, we 

conducted PPI network analysis using STRING. Nine 
candidate ASD-risk genes (seven genes related to SNVs 
and the two dosage-sensitive genes involved in CNVs) 
identified in the current study and 102 genes that are 
established as related to ASD (Supplementary File 2) 
were uploaded to the STRING online platform together 
and a PPI network generated (Fig.  4). No interaction 
with established ASD-associated genes was found for 
four genes (SSR4, UFC1, PLA2G6, and SLC16A2). For 
three genes, ELN, GJA5 and WFS1, only text-mining-
based interactions with established ASD-related genes 
(CTNNB1, NUP155, and TCF7L2, respectively) were 
detected, while two genes, KCNH1 and CUL4B, had mul-
tiple connections, including experimentally determined, 
in curated databases, and co-expression, with two or four 
established ASD-related genes (KCNMA1/KCNQ3 and 
TRAF7/NSD1/CHD8/CTNNB1, respectively), and could 
be considered novel possible ASD-risk genes. Moreo-
ver, among genes with no interactions with established 
ASD-related genes, we found four patients with PLA2G6 
variants who presented with an ASD phenotype in our 

Table 4 The categories of 37 genes of monogenetic NDD-ASD based on the ASD risk categories of SFARI Gene database

ASD Autism spectrum disorder, NDD-ASD Neurodevemental delay and comorbid autism spectrum disorder

Classes Genes (case count)

Class 1: category 1 (high-confidence) category S (syndromic ASD) ADNP (1), ARHGEF9 (1), BRAF (1), CDKL5 (1), CHD8 (1), CSNK2A1 (2), CTNNB1 
(1), GRIN2B (1), IQSEC2 (2), IRF2BPL (1), KMT2A (2), MECP2 (3), MTOR (1), NSD1 
(2), PPP2R5D (3), PTEN (1), SCN1A (1), SCN2A (1), SETBP1 (1), SETD5 (1), SRCAP 
(2), STXBP1 (1), ZBTB20 (1)

Class 2: category 2 (strong evidence) KDM6A (1), NR2F1 (1), RPS6KA3 (2), SPTBN1 (1), TPO (1), TRRAP (1)

Class 3: category 3 (suggestive evidence) KAT6B (1)

Class 4: candidate ASD risk gene CUL4B (1), KCNH1 (1), PLA2G6 (2), SLC16A2 (1), SSR4 (1), UFC1 (1), WFS1 (1)

Table 5 The categories of 15 ASD-risk CNVs and included dosage-sensitive genes based on SFARI Gene database

ASD Autism spectrum disorder, CNVs Copy-number variants

Categories CNVs (case count)

Recorded CNVs with ASD‑related genes: Both the CNVs and their 
included dosage-sensitive genes have been proven to have close correla-
tions with ASD phenotype

Chromosome 15q11-q13 duplication (GABRB3 involved) (1), Chromosome 
15q11-q13 deletion (UBE3A involved) (1)

Recorded CNVs without ASD‑related genes: Only CNVs have been 
proven to have close correlations with ASD phenotype, and their 
included dosage-sensitive genes could be considered as candidate ASD 
risk genes in current research

Chromosome 7q11.23 deletion (ELN involved) (1), Chromosome 1q21.1 
deletion (GJA5 involved) (2)

Unrecorded CNVs with ASD‑related genes: Only included dosage-
sensitive genes have been proven to have close correlations with ASD 
phenotype

Chromosome 12p13.32 deletion (ARID2 involved) (1), Chromosome 
12p13.33 deletion (CACNA1C involved) (1), Chromosome 2q24.2 deletion 
(TBR1 involved) (1), Chromosome 9q31.1-q33.1 deletion (ZNF462 involved) 
(1), Chromosome 19p13.2 deletion (CACNA1A/NFIX involved) (1), Chromo-
some 6q14.1 deletion (PHIP involved) (1), Chromosome 3q22.3 deletion 
(STAG1 involved) (1)

Unrecorded CNVs without ASD‑related genes: None of CNVs and their 
included dosage-sensitive genes have been proven to have close correla-
tions with ASD phenotype

Chromosome 14q32.13-q32.2 deletion (BCL11B involved) (1), Chromosome 
Xp11.23 duplication (FTSJ1/SHROOM4 involved) (1), Chromosome 1q32.1-
q32.3 deletion (IRF6 involved) (1), Chromosome 19p13.2-p13.11 duplication 
(WIZ involved) (1)
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Fig. 4 PPI network. The results of PPI analysis encompassing interactions among 9 candidate ASD-risk gene products (marked in red circles) 
identified in our work and 102 established ASD-related gene products obtained from the SFARI Gene database
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cohort (two cases) and the cohort reported by Gregory 
et  al. (two cases) [43], based on a comprehensive lit-
erature review of the OMIM database. Taken together, 
these results indicate that three genes (KCNH1, CUL4B, 
and PLA2G6) were identified as novel possible ASD-risk 
genes in our study.

Discussion
Among the 163 children with unexplained NDD-NDCs 
who underwent trio-WES in this study, 82 obtained a 
genetic diagnosis that could explain their neurological 
manifestations, representing an overall diagnostic yield of 
50.3%. This trio-WES diagnostic rate was similar to that 
reported previously in a trio-WES analysis of patients 
with NDD and additional associated neurodevelopmental 
disorders (53.5%) [44], and higher than those of previous 
WES studies of NDD patients with or without additional 
associated conditions (27% to 39%) [45–47]. A recent sys-
tematic meta-analysis to determine the diagnostic rate of 
WES, including 30 studies with 584 patients with unex-
plained NDD, showed that the diagnostic yield for iso-
lated NDD was 31%, and that for NDD with additional 
associated conditions was 53% [6]. Another previous 
WES study of NDD cases, with additional clinical phe-
notypes in 31 of 33 individuals, reported a higher over-
all diagnostic rate (57%) [48]. All NDD cases in our study 
had at least one accompanying NDC (Table 1). Therefore, 
our present findings suggest that the presence of NDD 
in addition to NDCs enriches the diagnostic yield in the 
context of comprehensive trio-WES analysis, including 
both SNVs and CNVs. Moreover, the overall diagnostic 
yield of 50.3% generated by trio-WES in our cohort was 
almost double that of previous studies of CMA (15% to 
20%) [49] and targeted NDD-panel sequencing (NDD-
PS) (11% to 32%) [50] for patients with unexplained 
NDD, strengthening the conclusion of a recent evidence-
based clinical practice guideline developed by ACMG 
board directors that, compared with CMA or NDD-PS 
test, WES has a higher diagnostic yield and can be more 
cost-effective; the guideline strongly recommends that 
WES be considered as a first- or second-tier test for 
patients with unexplained NDD in the early diagnostic 
evaluation stage [51].

The severity of NDD reported in genetically diagnosed 
cases of NDD-NDCs in this study ranged from mild to 
profound, and almost 65% of subjects (53/82) presented 
with severe-profound disability (Table  2); while, in the 
non-genetically diagnosed group, almost 79% of sub-
jects (64/81) presented with mild-moderate disability 
(Table  3), indicating severe-profound NDD may poten-
tially increase the likelihood of genetic diagnosis under-
lying unexplained NDD-DNCs conditions. This result 
is consistent with previous reports that NDD caused by 

genetic factors may be more severe than those result-
ing from non-genetic factors, as the latter were usually 
mild [12]. Approximately 40.2% of genetically diagnosed 
individuals (33/82) had abnormal head circumference; 
patients with severe-profound GDD/ID were more likely 
to have head circumference abnormality than those with 
mild-moderate GDD/ID (26/53 vs 7/29, P = 0.028) in the 
genetically diagnosed NDD-NDCs group (Table 2). Fur-
ther, this positive phenotypic correlation was also present 
in the non-genetically diagnosed group (5/17 vs 6/64, P 
= 0.032) (Table  3), indicating that head circumference 
abnormality (mainly microcephaly) may be an important 
clinical characteristics underlying NDD in patients with 
severe-profound disability, regardless of whether it is 
caused by genetic or non-genetic factors. We also found 
that genetically diagnosed cases with a severe-profound 
disability were more likely to have comorbid ASD than 
those with mild-moderate disability (45/53 vs 19/29, P = 
0.043) (Table  2), while in the non-genetically diagnosed 
group, there was no significant association between NDD 
severity and ASD comorbidity frequency (7/17 vs 28/64, 
P = 0.849) (Table  3), indicating genetically diagnosed 
patients with severe NDD were more likely to comorbid 
with ASD due to the shared genetic backgrounds [52]. 
Genetic NDD may share a common genetic etiology with 
other cognitive disorders, like ASD [12]. Thus, it is rea-
sonable to speculate that a patient with a more severe 
NDD phenotype caused by genetic factors is more likely 
to have more pronounced language development delays 
and social communication disorders, which may more 
easily meet the diagnostic criteria for ASD.

Importantly, by comparing phenotypic differences 
between genetically diagnosed and non-genetically diag-
nosed NDD-NDCs patients with multivariate binary 
logistic regression analysis, we found that the most 
strongly associated independent phenotypic features 
in patients with positive trio-WES results were severe-
profound NDD, multiple NDCs and accompanying ASD 
comorbidity or head circumference abnormality (Fig. 2). 
We speculate that severe NDD, a broad spectrum of 
NDCs, ASD and head circumference abnormality, may 
share genetic backgrounds, which are all strongly con-
nected to overlapping genetic factors, potentially lead-
ing to a higher trio-WES diagnostic yield. There are over 
1000 genes implicated in ASD susceptibility listed in 
SFARI Gene database; the major gene functional catego-
ries of ASD-risk genes are gene expression regulation, 
such as transcription regulation and chromatin modifi-
cation, and neuronal communication, such as ion chan-
nel regulation and synaptic function [16]. Alterations in 
gene expression regulation and neuronal communica-
tion functions are also established as genetically related 
to severe NDD and multiple NDCs [53]. Further, during 
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the process of craniofacial development, reciprocal sign-
aling or neuronal communication between neural crest 
cells and the craniofacial ectoderm are essential for regu-
lating craniofacial morphogenesis and patterning [54]. 
Alterations in these gene expression regulation signals 
and related neuronal communication lead to disruption 
between craniofacial ectoderm and neural crest, result-
ing in a wide range of craniofacial malformations, among 
which head circumference abnormality is prominent 
[55]. In our genetically diagnosed children, we observed 
that many of the detected genes with SNVs were involved 
in gene expression regulation function (39/62, 62.9%) and 
neuronal communication function (13/62, 21.0%) (Sup-
plementary File 4), which may explain the high incidence 
of NDD with severe disability, multiple NDCs, or accom-
panying ASD and head circumference abnormality in 
cases with positive trio-WES results in our study.

Using the SFARI Gene database, we screened nine can-
didate ASD-risk genes which have seldom been reported 
as associated with ASD: seven candidate ASD-risk genes 
related to SNVs in Class 4 (CUL4B, KCNH1, PLA2G6, 
SLC16A2, SSR4, UFC1, and WFS1) (Table  4), and two 
candidate dosage-sensitive genes related to ASD-causing 
CNVs in the “recorded CNVs without ASD-risk genes” 
group (ELN and GJA5) (Table  5). Of the genes in Class 
4, CUL4B, KCNH1, and PLA2G6 have been reported to 
cause a phenotype of ASD or ASD-like behavior in sev-
eral cases [43, 56, 57]. Additionally, WFS1 is reported to 
be closely associated with multiple psychiatric illnesses, 
including severe depression, psychosis, obsessive-com-
pulsive disorder, and suicidal behavior [58]. Moreover, 
although both the chromosome 7q11.23 and 1q21.1 
deletion syndromes were included in the SFARI Gene 
database, there were no involved dosage-sensitive genes 
that could explain the cause of ASD in these CNV syn-
dromes. By constructing a PPI network among the nine 
candidate ASD-risk genes and 102 established ASD-
related genes using STRING (Fig. 4), we found that ELN 
and GJA5 had tentative interactions (text-mining) with 
two genes implicated in ASD (CTNNB1 and NUP155, 
respectively), indicating that CNVs involving in ELN and 
GJA5 may partially contribute to the phenotype of ASD 
or ASD-like behavior via direct ELN-CTNNB1 and GJA5-
NUP155 interactions. Further, the tentative interaction 
between WFS1 and TCF7L2 may also help to explain 
the psychiatric illness phenotype in patients with WFS1 
variants; however, further experiments are needed to 
elucidate their interactions. More importantly, we found 
that CUL4B and KCNH1 had strong interactions, includ-
ing experimentally determined, co-expression, and in 
curated databases, with multiple ASD genes, such as 
TRAF7, NSD1, CHD8, CTNNB1, KCNMA1, and KCNQ3, 
which are all confirmed to have crucial roles in causing 

autistic behavior phenotypes [41], providing evidence to 
support CUL4B and KCNH1 as potential novel ASD-risk 
genes. Therefore, we propose that CUL4B and KCNH1 
warrant further exploration in the near future.

For genes (SSR4, UFC1, PLA2G6, and SLC16A2) that 
had no interaction with the established ASD genes, we 
would like to emphasize, PLA2G6, which maps to chro-
mosome 22q13.1 and was first identified in Chinese 
hamster in 1997. PLA2G6 encodes a cytosolic calcium-
independent phospholipase A2 type IV protein with an 
important role in cell membrane homeostasis [59]. In 
our cohort, two subjects with NDD-ASD phenotypes 
(patients 77 and 82) were found to have compound het-
erozygous disease-causing variants of PLA2G6, and were 
diagnosed with NBIA2B. We did not identify any inter-
action between PLA2G6 and established ASD genes by 
PPI network analysis; however, ASD phenotype or dimin-
ished social interaction was previously reported in two 
patients with missense variants of PLA2G6 [43]. Further, 
mutations in PLA2G6 are confirmed as associated with 
the pathogenesis of numerous neurodegenerative disor-
ders, including Alzheimer’s and Parkinson’s diseases [60]. 
Moreover, functional studies have revealed that PLA2G6 
is critical for remodeling of membrane phospholipids, 
cell-signal transduction, and cell proliferation or apop-
tosis in dopaminergic (DA) neurons [61]. A recent study 
found that DA neurons in the midbrain dopamine system 
were commonly dysregulated in numerous patients with 
syndromic ASD [62] and contributed to autistic behav-
ioral manifestations in syndromic ASD model mice [63]. 
Thus, based on these experimental findings and those 
previously reported NBIA2B cases with ASD phenotype, 
combined with the two cases detected in our cohort, we 
hypothesize that PLA2G6 may also be a novel possible 
ASD-risk gene, and warrants further research attention.

Our study has some limitations. First, it was a single-
center retrospective study, which will inevitably have 
been affected by selection, information, or confounding 
biases in collection and analysis of patient clinical phe-
notypes, and the results of this study may be influenced 
by these biases. Second, our work included of a group of 
different disorders with various rare neurogenetic dis-
eases. This kind of study is clearly restricted by subject 
heterogeneity and limited numbers. Moreover, due to 
insufficient understanding of these rare NDD-NDCs and 
the lack of regular follow-up observations of such indi-
viduals, some additional clinical information may have 
been missed. Finally, although previously reported cases 
and bioinformatic analysis have provided some valuable 
insights into novel genes possibly related to ASD risk, 
more functional experiments are still needed to cor-
roborate our findings, and will be the focus of our future 
work.
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Conclusion
In summary, our study included a relatively large cohort 
of patients with unexplained NDD and NDCs (163 
cases) from a single-center, and is the first retrospective 
cohort study conducted in China where all included 
patients with NDD-NDCs patients were analyzed by 
trio-WES analysis with an overall diagnostic yield of 
50.3%. The main strengths of our study can be sum-
marized as follows: (1) By comparing the phenotypic 
difference between NDD-NDCs patients with positive 
and negative trio-WES results, we suggested that trio-
WES testing is recommended when unexplained NDD-
NDCs patients suffer from severe-profound NDD or 
multiple NDCs, particularly those with accompanying 
ASD and head circumference abnormality, because of 
the increased likelihood of making a genetic diagnosis 
in those patients using trio-WES. (2) Moreover, we also 
identified the novel possible ASD-risk genes (CUL4B, 
KCNH1 and PLA2G6) underlying genetic NDD condi-
tions. Patients with pathogenic variants in these genes 
should be aware of potential risks of developing ASD 
during their disease courses. These findings, based on 
trio-WES, may benefit affected children and their fami-
lies, in terms of cost-effectiveness, family planning and 
diagnostic evaluation.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13023- 024- 03214-w.

Supplementary Material 1. 

Supplementary Material 2. 

Supplementary Material 3. 

Supplementary Material 4. 

Supplementary Material 5. 

Supplementary Material 6. 

Supplementary Material 7. 

Supplementary Material 8. 

Acknowledgments
We thank all children and parents for participation in this study. We also feel 
grateful to Dr. Pam Thompson for professional English language editing.

Authors’ contributions
RW: methodology, data curation&analysis and writing - original draft. ZM and 
PL: data collection. XL, ZH and LL: Conceptualization, resources and writing - 
review & editing.

Funding
This study was supported by the National Natural Science Foundation of 
China (Grant No.81800155).

Availability of data and materials
The raw data of this study are available from Supplementary File 3, 4 and 7. 
Further inquiries can be directed to the corresponding authors via email with 
reasonable requests.

Declarations

Ethics approval and consent to participate
All procedures of study were done in agreement with the Declaration of 
Helsinki and approved by the Ethical Committee of the Sun Yat-sen Memorial 
Hospital (Approval Number: SYSKY-2023-336-01), and written informed con-
sent was obtained from all enrolled subjects’ parents or guardians.

Consents for publication
Not applicable.

Competing interests
The authors declare that they have no conflicts of interest.

Author details
1 Department of Children’s Neuro-endocrinology, Sun Yat-sen Memorial Hospi-
tal, Sun Yat-sen University, Guangzhou 510120, Guangdong, China. 2 Children’s 
Medical Center, Sun Yat-sen Memorial Hospital, Sun Yat-sen University, Guang-
zhou Guangdong 510120, China. 3 Department of Research and Molecular 
Diagnostics, Sun Yat-sen Memorial Hospital, Sun Yat-sen University, Guang-
zhou 510120, Guangdong, China. 

Received: 20 February 2023   Accepted: 10 May 2024

References
 1. Moeschler JB, Shevell M. Comprehensive evaluation of the child with 

intellectual disability or global developmental delays. Pediatrics. 
2014;134(3):e903-918.

 2. Centers for Disease Control and Prevention (CDC). Economic costs 
associated with mental retardation, cerebral palsy, hearing loss, and 
vision impairment--United States, 2003. MMWR Morb Wkly Rep. 
2004;53(3):57–9.

 3. First MB. Diagnostic and statistical manual of mental disorders, 5th edi-
tion, and clinical utility. J Nerv Ment Dis. 2013; 201(9):727-729.

 4. Srour M, Shevell M. Genetics and the investigation of developmental 
delay/intellectual disability. Arch Dis Child. 2014;99(4):386–9.

 5. Flore LA, Milunsky JM. Updates in the genetic evaluation of the child 
with global developmental delay or intellectual disability. Semin Pediatr 
Neurol. 2012;19(4):173–80.

 6. Srivastava S, Love-Nichols JA, Dies KA, Ledbetter DH, Martin CL, Chung 
WK, Firth HV, Frazier T, Hansen RL, Prock L, et al. Meta-analysis and multi-
disciplinary consensus statement: exome sequencing is a first-tier clinical 
diagnostic test for individuals with neurodevelopmental disorders. Genet 
Med. 2019;21(11):2413–21.

 7. Kochinke K, Zweier C, Nijhof B, Fenckova M, Cizek P, Honti F, Keerthikumar 
S, Oortveld MA, Kleefstra T, Kramer JM, et al. Systematic phenomics analy-
sis deconvolutes genes mutated in intellectual disability into biologically 
coherent modules. Am J Hum Genet. 2016;98(1):149–64.

 8. Chen S, Xiong J, Chen B, Zhang C, Deng X, He F, Yang L, Chen C, Peng 
J, Yin F. Autism spectrum disorder and comorbid neurodevelopmental 
disorders (ASD-NDDs): Clinical and genetic profile of a pediatric cohort. 
Clin Chim Acta. 2022;524:179–86.

 9. Lord C, Elsabbagh M, Baird G, Veenstra-Vanderweele J. Autism spectrum 
disorder. Lancet. 2018;392(10146):508–20.

 10. Luo X, Li D, Cen D, He Z, Meng Z, Liang L. Effect of intravenous immuno-
globulin treatment on brain interferon-gamma and interleukin-6 levels in 
a rat kindling model. Epilepsy Res. 2010;88(2–3):162–7.

 11. Wolraich ML, Hannah JN, Pinnock TY, Baumgaertel A, Brown J. Com-
parison of diagnostic criteria for attention-deficit hyperactivity 
disorder in a county-wide sample. J Am Acad Child Adolesc Psychiatry. 
1996;35(3):319–24.

 12. van Bokhoven H. Genetic and epigenetic networks in intellectual dis-
abilities. Annu Rev Genet. 2011;45:81–104.

 13. Ricardo-Garcell J, Harmony T, Porras-Kattz E, Colmenero-Batallán MJ, 
Barrera-Reséndiz JE, Fernández-Bouzas A, Cruz-Rivero E. Epileptic 
encephalopathy in children with risk factors for brain damage. Epilepsy 
Res Treat. 2012;2012:747565.

https://doi.org/10.1186/s13023-024-03214-w
https://doi.org/10.1186/s13023-024-03214-w


Page 16 of 17Wu et al. Orphanet Journal of Rare Diseases          (2024) 19:205 

 14. Maenner MJ, Shaw KA, Baio J, Washington A, Patrick M, DiRienzo M, 
Christensen DL, Wiggins LD, Pettygrove S, Andrews JG, et al. Prevalence 
of autism spectrum disorder among children aged 8 years - autism and 
developmental disabilities monitoring network, 11 sites, United States, 
2016. MMWR Surveill Summ. 2020;69(4):1–12.

 15. Kuntsi J, Eley TC, Taylor A, Hughes C, Asherson P, Caspi A, Moffitt TE. Co-
occurrence of ADHD and low IQ has genetic origins. Am J Med Genet 
B Neuropsychiatr Genet. 2004;124b(1):41–7.

 16. Satterstrom FK, Kosmicki JA, Wang J, Breen MS, De Rubeis S, An JY, 
Peng M, Collins R, Grove J, Klei L, et al. Large-scale exome sequencing 
study implicates both developmental and functional changes in the 
neurobiology of autism. Cell. 2020;180(3):568-584.e523.

 17. Vissers LE, Gilissen C, Veltman JA. Genetic studies in intellectual dis-
ability and related disorders. Nat Rev Genet. 2016;17(1):9–18.

 18. Lin L, Zhang Y, Pan H, Wang J, Qi Y, Ma Y. Clinical and genetic character-
istics and prenatal diagnosis of patients presented GDD/ID with rare 
monogenic causes. Orphanet J Rare Dis. 2020;15(1):317.

 19. Na SD, Burns TG. Wechsler intelligence scale for children-V: test review. 
Appl Neuropsychol Child. 2016;5(2):156–60.

 20. Haem E, Doostfatemeh M, Firouzabadi N, Ghazanfari N, Karlsson MO. 
A longitudinal item response model for Aberrant Behavior Checklist 
(ABC) data from children with autism. J Pharmacokinet Pharmacodyn. 
2020;47(3):241–53.

 21. Chakraborty S, Bhatia T, Antony N, Roy A, Shriharsh V, Sahay A, Brar JS, 
Iyengar S, Singh R, Nimgaonkar VL, et al. Comparing the Indian Autism 
Screening Questionnaire (IASQ) and the Indian Scale for Assessment of 
Autism (ISAA) with the Childhood Autism Rating Scale-Second Edition 
(CARS2) in Indian settings. PLoS One. 2022;17(9):e0273780.

 22. Robins DL, Casagrande K, Barton M, Chen CM, Dumont-Mathieu T, Fein 
D. Validation of the modified checklist for Autism in toddlers, revised 
with follow-up (M-CHAT-R/F). Pediatrics. 2014;133(1):37–45.

 23. Scheffer IE, Berkovic S, Capovilla G, Connolly MB, French J, Guilhoto L, 
Hirsch E, Jain S, Mathern GW, Moshé SL, et al. ILAE classification of the 
epilepsies: Position paper of the ILAE Commission for Classification and 
Terminology. Epilepsia. 2017;58(4):512–21.

 24. Krawczyk P, Święcicki Ł. ICD-11 vs. ICD-10 - a review of updates and 
novelties introduced in the latest version of the WHO International 
Classification of Diseases. Psychiatr Pol. 2020;54(1):7–20.

 25. Köhler S, Gargano M, Matentzoglu N, Carmody LC, Lewis-Smith 
D, Vasilevsky NA, Danis D, Balagura G, Baynam G, Brower AM, 
et al. The human phenotype ontology in 2021. Nucleic Acids Res. 
2021;49(D1):D1207-d1217.

 26. Richards S, Aziz N, Bale S, Bick D, Das S, Gastier-Foster J, Grody WW, 
Hegde M, Lyon E, Spector E, et al. Standards and guidelines for 
the interpretation of sequence variants: a joint consensus recom-
mendation of the American College of Medical Genetics and 
Genomics and the Association for Molecular Pathology. Genet Med. 
2015;17(5):405–24.

 27. Auton A, Brooks LD, Durbin RM, Garrison EP, Kang HM, Korbel JO, 
Marchini JL, McCarthy S, McVean GA, Abecasis GR. A global reference 
for human genetic variation. Nature. 2015;526(7571):68–74.

 28. Ioannidis NM, Rothstein JH, Pejaver V, Middha S, McDonnell SK, Baheti 
S, Musolf A, Li Q, Holzinger E, Karyadi D, et al. REVEL: an ensemble 
method for predicting the pathogenicity of rare missense variants. Am 
J Hum Genet. 2016;99(4):877–85.

 29. Adzhubei IA, Schmidt S, Peshkin L, Ramensky VE, Gerasimova A, Bork 
P, Kondrashov AS, Sunyaev SR. A method and server for predicting 
damaging missense mutations. Nat Methods. 2010;7(4):248–9.

 30. Kumar P, Henikoff S, Ng PC. Predicting the effects of coding non-
synonymous variants on protein function using the SIFT algorithm. Nat 
Protoc. 2009;4(7):1073–81.

 31. Schwarz JM, Cooper DN, Schuelke M, Seelow D. MutationTaster2: 
mutation prediction for the deep-sequencing age. Nat Methods. 
2014;11(4):361–2.

 32. Choi Y, Chan AP. PROVEAN web server: a tool to predict the func-
tional effect of amino acid substitutions and indels. Bioinformatics. 
2015;31(16):2745–7.

 33. Desmet FO, Hamroun D, Lalande M, Collod-Béroud G, Claustres M, 
Béroud C. Human Splicing Finder: an online bioinformatics tool to 
predict splicing signals. Nucleic Acids Res. 2009;37(9):e67.

 34. Rentzsch P, Witten D, Cooper GM, Shendure J, Kircher M. CADD: predict-
ing the deleteriousness of variants throughout the human genome. 
Nucleic Acids Res. 2019;47(D1):D886-d894.

 35. Stenson PD, Mort M, Ball EV, Evans K, Hayden M, Heywood S, Hussain M, 
Phillips AD, Cooper DN. The Human Gene Mutation Database: towards 
a comprehensive repository of inherited mutation data for medical 
research, genetic diagnosis and next-generation sequencing studies. 
Hum Genet. 2017;136(6):665–77.

 36. Cunningham F, Achuthan P, Akanni W, Allen J, Amode MR, Armean IM, 
Bennett R, Bhai J, Billis K, Boddu S, et al. Ensembl 2019. Nucleic Acids Res. 
2019;47(D1):D745-d751.

 37. Landrum MJ, Lee JM, Benson M, Brown GR, Chao C, Chitipiralla S, 
Gu B, Hart J, Hoffman D, Jang W, et al. ClinVar: improving access to 
variant interpretations and supporting evidence. Nucleic Acids Res. 
2018;46(D1):D1062-d1067.

 38. Riggs ER, Andersen EF, Cherry AM, Kantarci S, Kearney H, Patel A, Raca G, 
Ritter DI, South ST, Thorland EC, et al. Technical standards for the inter-
pretation and reporting of constitutional copy-number variants: a joint 
consensus recommendation of the American College of Medical Genet-
ics and Genomics (ACMG) and the Clinical Genome Resource (ClinGen). 
Genet Med. 2020;22(2):245–57.

 39. Yuan H, Shangguan S, Li Z, Luo J, Su J, Yao R, Zhang S, Liang C, Chen Q, 
Gao Z, et al. CNV profiles of Chinese pediatric patients with developmen-
tal disorders. Genet Med. 2021;23(4):669–78.

 40. Liu L, Liu F, Wang Q, Xie H, Li Z, Lu Q, Wang Y, Zhang M, Zhang Y, Picker 
J, et al. Confirming the contribution and genetic spectrum of de novo 
mutation in infantile spasms: Evidence from a Chinese cohort. Mol Genet 
Genomic Med. 2021;9(6):e1689.

 41. Arpi MNT, Simpson TI. SFARI genes and where to find them; modelling 
Autism Spectrum Disorder specific gene expression dysregulation with 
RNA-seq data. Sci Rep. 2022;12(1):10158.

 42. Szklarczyk D, Gable AL, Nastou KC, Lyon D, Kirsch R, Pyysalo S, Doncheva 
NT, Legeay M, Fang T, Bork P, et al. The STRING database in 2021: 
customizable protein-protein networks, and functional characteriza-
tion of user-uploaded gene/measurement sets. Nucleic Acids Res. 
2021;49(D1):D605-d612.

 43. Gregory A, Westaway SK, Holm IE, Kotzbauer PT, Hogarth P, Sonek S, Coryell 
JC, Nguyen TM, Nardocci N, Zorzi G, et al. Neurodegeneration associated 
with genetic defects in phospholipase A(2). Neurology. 2008;71(18):1402–9.

 44. Hiraide T, Yamoto K, Masunaga Y, Asahina M, Endoh Y, Ohkubo Y, Mat-
subayashi T, Tsurui S, Yamada H, Yanagi K, et al. Genetic and phenotypic 
analysis of 101 patients with developmental delay or intellectual disabil-
ity using whole-exome sequencing. Clin Genet. 2021;100(1):40–50.

 45. Anazi S, Maddirevula S, Faqeih E, Alsedairy H, Alzahrani F, Shamseldin HE, 
Patel N, Hashem M, Ibrahim N, Abdulwahab F, et al. Clinical genomics 
expands the morbid genome of intellectual disability and offers a high 
diagnostic yield. Mol Psychiatry. 2017;22(4):615–24.

 46. Bowling KM, Thompson ML, Amaral MD, Finnila CR, Hiatt SM, Engel KL, 
Cochran JN, Brothers KB, East KM, Gray DE, et al. Genomic diagnosis for 
children with intellectual disability and/or developmental delay. Genome 
Med. 2017;9(1):43.

 47. Monroe GR, Frederix GW, Savelberg SM, de Vries TI, Duran KJ, van der 
Smagt JJ, Terhal PA, van Hasselt PM, Kroes HY, Verhoeven-Duif NM, et al. 
Effectiveness of whole-exome sequencing and costs of the traditional 
diagnostic trajectory in children with intellectual disability. Genet Med. 
2016;18(9):949–56.

 48. Xiao B, Qiu W, Ji X, Liu X, Huang Z, Liu H, Fan Y, Xu Y, Liu Y, Yie H, et al. 
Marked yield of re-evaluating phenotype and exome/target sequencing 
data in 33 individuals with intellectual disabilities. Am J Med Genet A. 
2018;176(1):107–15.

 49. Miller DT, Adam MP, Aradhya S, Biesecker LG, Brothman AR, Carter NP, 
Church DM, Crolla JA, Eichler EE, Epstein CJ, et al. Consensus statement: 
chromosomal microarray is a first-tier clinical diagnostic test for individu-
als with developmental disabilities or congenital anomalies. Am J Hum 
Genet. 2010;86(5):749–64.

 50. Leite A, Pinto IP, Leijsten N, Ruiterkamp-Versteeg M, Pfundt R, de Leeuw 
N, da Cruz AD, Minasi LB. Diagnostic yield of patients with undiag-
nosed intellectual disability, global developmental delay and multiples 
congenital anomalies using karyotype, microarray analysis, whole exome 
sequencing from Central Brazil. PLoS One. 2022;17(4):e0266493.



Page 17 of 17Wu et al. Orphanet Journal of Rare Diseases          (2024) 19:205  

 51. Manickam K, McClain MR, Demmer LA, Biswas S, Kearney HM, Malinow-
ski J, Massingham LJ, Miller D, Yu TW, Hisama FM. Exome and genome 
sequencing for pediatric patients with congenital anomalies or intel-
lectual disability: an evidence-based clinical guideline of the Ameri-
can College of Medical Genetics and Genomics (ACMG). Genet Med. 
2021;23(11):2029–37.

 52. Ismail E, Gad W, Hashem M. HEC-ASD: a hybrid ensemble-based classifica-
tion model for predicting autism spectrum disorder disease genes. BMC 
Bioinformatics. 2022;23(1):554.

 53. Iwase S, Bérubé NG, Zhou Z, Kasri NN, Battaglioli E, Scandaglia M, 
Barco A. Epigenetic etiology of intellectual disability. J Neurosci. 
2017;37(45):10773–82.

 54. Luquetti DV, Heike CL, Hing AV, Cunningham ML, Cox TC. Microtia: epide-
miology and genetics. Am J Med Genet A. 2012;158a(1):124–39.

 55. Vega-Lopez GA, Cerrizuela S, Tribulo C, Aybar MJ. Neurocristopathies: 
New insights 150 years after the neural crest discovery. Dev Biol. 
2018;444(Suppl 1):S110-s143.

 56. Vulto-van Silfhout AT, Nakagawa T, Bahi-Buisson N, Haas SA, Hu H, Bienek 
M, Vissers LE, Gilissen C, Tzschach A, Busche A, et al. Variants in CUL4B are 
associated with cerebral malformations. Hum Mutat. 2015;36(1):106–17.

 57. Yesil G, Guler S, Yuksel A, Alanay Y. Report of a patient with Temple-Barait-
ser syndrome. Am J Med Genet A. 2014;164a(3):848–51.

 58. Swift RG, Polymeropoulos MH, Torres R, Swift M. Predisposition of 
Wolfram syndrome heterozygotes to psychiatric illness. Mol Psychiatry. 
1998;3(1):86–91.

 59. Tang J, Kriz RW, Wolfman N, Shaffer M, Seehra J, Jones SS. A novel 
cytosolic calcium-independent phospholipase A2 contains eight ankyrin 
motifs. J Biol Chem. 1997;272(13):8567–75.

 60. Guo YP, Tang BS, Guo JF. PLA2G6-Associated Neurodegeneration (PLAN): 
review of clinical phenotypes and genotypes. Front Neurol. 2018;9:1100.

 61. Ke M, Chong CM, Zeng H, Huang M, Huang Z, Zhang K, Cen X, Lu JH, Yao 
X, Qin D, et al. Azoramide protects iPSC-derived dopaminergic neurons 
with PLA2G6 D331Y mutation through restoring ER function and CREB 
signaling. Cell Death Dis. 2020;11(2):130.

 62. Zürcher NR, Walsh EC, Phillips RD, Cernasov PM, Tseng CJ, Dharanikota A, 
Smith E, Li Z, Kinard JL, Bizzell JC, et al. A simultaneous [(11)C]raclopride 
positron emission tomography and functional magnetic resonance imag-
ing investigation of striatal dopamine binding in autism. Transl Psychiatry. 
2021;11(1):33.

 63. Kosillo P, Bateup HS. Dopaminergic dysregulation in syndromic autism 
spectrum disorders: insights from genetic mouse models. Front Neural 
Circuits. 2021;15:700968.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Phenotypic and genetic analysis of children with unexplained neurodevelopmental delay and neurodevelopmental comorbidities in a Chinese cohort using trio-based whole-exome sequencing
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Criteria for participant enrollment and variant capture strategy
	Criteria for variant pathogenicity rating and ethical compliance
	Statistical methods for phenotypic and genotype-phenotype analyses
	Screening possible mutated genes related to ASD

	Results
	Diagnosis categories and phenotypic characteristics of the cohort genetically diagnosed with NDD-NDCs
	Phenotypic differences between the genetically diagnosed and non-genetically diagnosed NDD-NDCs cohorts
	Genotypic features of the genetically diagnosed NDD-NDCs cohort
	ASD risk variants categories and novel possible ASD-risk genes identification in patients genetically diagnosed with NDD-ASD

	Discussion
	Conclusion
	Acknowledgments
	References


