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Abstract: The elevation of SMN transcript and protein level remains the principal aim of SMA therapy.
Still, there is no standard molecular biomarker for the assessment of its efficacy. In the current study,
we tested three methods of SMN transcript level measurement using real-time RT-PCR, quantitative
fluorescent RT-PCR, and a semiquantitative RT-PCR gel densitometric assay. We examined several
potential mMRNA-based biomarkers and examined their sensitivity and reliability by comparing the
obtained values in peripheral blood mononuclear cells of SMA patients, SMA carriers, and healthy
individuals. We found that the mean percentage of full-length (FL-SMN) transcripts relative to the
total sum of FL-SMN and exon 7-deleted (A7 SMN) transcripts detected by semiquantitative and
quantitative fluorescence RT-PCR differed significantly between the three analyzed groups. The
relevance of this biomarker was proven in an SMN2-targeting therapeutic experiment. We showed
that the values of the biomarker changed significantly in SMA fibroblast cell cultures after treatment
with therapeutic antisense oligonucleotides targeting the ISS-N1 site in intron 7 of the SMN2 gene.
The obtained results indicate the convenience of using the mean percentage of FL-SMN transcripts
determined by semiquantitative and quantitative fluorescence RT-PCR as a putative biomarker for
the assessment of SMA therapy efficacy in vitro.

Keywords: spinal muscular atrophy; SMN transcripts; molecular biomarker; antisense oligonucleotides;
SMN expression; SMN2 gene

1. Introduction

Spinal muscular atrophy (SMA) is one of the most severe hereditary neuromuscular
diseases, with an incidence of about 1 per 6000-10,000. SMA is an autosomal recessive
disorder that results from mutations in the survival motor neuron gene SMN]I, located
on chromosome 5q13 [1]. This gene has a highly homological copy—the SMN2 gene that
differs from SMN1 by several nucleotides. Only the substitution of C to T in exon 7 of the
SMN? gene is functionally significant and disrupts pre-mRNA splicing, resulting in a lack
of exon 7 in most SMN transcripts [2]. The protein translated from the aberrantly spliced
mRNA is truncated and unstable. In SMA patients, the SMN2 gene is the only source of
SMN protein, and the number of its copies correlates with disease severity, which makes
SMN?2 the main modifier of spinal muscular atrophy [3]. Numerous additional molecular
factors can affect SMA pathways, thus increasing phenotype heterogeneity [4].

Currently, the correction of SMN2 gene splicing is one of the most effective approaches
to SMA therapy, along with the delivery of a functional copy of the SMIN1 gene into the
cells of SMA patients [5]. The efficacy of existing drugs to treat SMA is rather individual
and may depend on the SMN2 gene copy number or other factors [6]. Therefore, there is
an unmet medical need to have a reliable biomarker that enables the assessment of the
efficiency of therapy in a particular patient with SMA. In addition, the existing drugs for
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SMA therapy demonstrate a number of side effects [7,8]. Moreover, studies demonstrated
that a combinatorial approach to SMA therapy could increase the efficiency of the treatment.
To develop alternative approaches to treat the disease, accurate methods are needed to
assess their clinical efficacy in cellular models.

Different tests for measuring motor function in SMA patients are able to determine the
drug efficiency only after a long time period. Frequently, these indicators are not suitable
for preclinical trials, e.g., when testing the potential drugs in vitro. Thus, it is necessary to
have additional molecular biomarkers that make it possible to assess the effect of the drug
quickly and accurately in a cellular model of the disease or in heterogeneous samples of
SMA patients.

To date, there is no universal molecular biomarker of SMA and no optimal method
to accurately estimate its value. Among potential biomarkers studied to date are the
relative level, percentage, and ratio of full-length (FL) and truncated (A7) SMN transcripts;
SMN protein level; and the number of SMN-associated nuclear bodies-gems [9-15]. Before
testing any biomarker, it is necessary to check its sensitivity and reliability. Such analysis
can be performed on samples of SMA patients, SMA carriers, and healthy individuals.
Since these three groups of individuals are characterized by different SMN1 and SMN2 gene
copy numbers, the identification of statistically significant differences in the values of FL
and A7 SMN transcripts between these groups may indicate the reliability of the selected
biomarker and the method for its assessment.

Here, we developed three approaches to measure the SMN transcript level based on
real-time RT-PCR, quantitative fluorescent RT-PCR, and semiquantitative RT-PCR gel den-
sitometric assay and validated the best biomarker found in an SMN2-targeting therapeutic
experiment in cells derived from SMA patient.

2. Materials and Methods
2.1. Materials

This study was performed using large-scale research facility #3076082, “Human Re-
productive Health”, at the D.O. Ott Research Institute of Obstetrics, Gynecology and
Reproductology (Mendeleevskaya Line 3, 199034 Saint-Petersburg, Russia). Venous blood
samples were collected from SMA patients (2 type I, 22 type II, 7 type III, and 1 type IV),
44 carriers of the disease, and 31 healthy individuals. For PBMCs sedimentation, 2 mL
of whole blood was mixed with 12 mL of 0.74% NH,Cl lysis buffer, incubated for 30 min
at +4 °C, and then centrifuged for 20 min at 1500 rpm. After the removal of supernatant,
PBMCs were resuspended in RNA-stabilizing solution IntactRNA (Evrogen, Moscow,
Russia) and frozen at —70 °C.

Primary fibroblast cell culture was obtained from skin biopsy of patient with
SMA type IL. Cells were maintained at 37 °C in 5% CO, in DMEM containing L-glutamine
and 4.5 g/L glucose (Biolot), supplemented with 10% FBS (Gibco) and penicillin—streptomycin
(Biolot) (penicillin 100 U/mL, streptomycin 100 pug/mL), as described previously [16].

Informed consent was obtained from all the participants of the study. All the partici-
pants were analyzed for presence of deletion in SMN1 gene, and the number of SMN2 gene
copies was determined as described previously [3]. Age in the studied groups ranged from
1 to 33 years in SMA cohort; from 26 to 47 years in the carrier cohort; and from 20 to 48 in
non-carrier cohort. Distribution of SMIN2 gene copy numbers between studied cohorts is
shown in Figure S1.

2.2. RNA Isolation and cDNA Synthesis

To wash out the IntactRNA solution, PBMCs were mixed with PBS in a 1:3 ratio and
centrifuged for 10 min at 10,000 rpm. After the removal of supernatant, the pellet was
washed again with 100 pL of PBS and centrifuged for 3 min at 10,000 rpm. The liquid
was removed; the pellet was resuspended in 250 puL of TRIzol reagent and incubated for
5 min at RT. Then, 100 uL of chloroform was added, and the contents of the tube were
mixed, incubated for 3 min, and centrifuged for 15 min at 14,000 rpm. The upper phase
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was transferred to an empty tube, and RNA was precipitated with 125 uL of isopropanol.
The tube was stored at —70 °C overnight. The next day, tubes were centrifuged for 20 min
at 10,000 rpm (+4 °C), and the supernatant was discarded. The precipitate was washed
with 125 uL of 70% ethanol and centrifuged for 3 min at 14,000 rpm. The supernatant was
discarded, and RNA pellet was left to dry for 1 h. To dissolve the RNA, 40 uL of DEPC-
treated H,O was added to the pellet and incubated for 40 min at room temperature. To
extract RNA from fibroblasts cultured in 24-well plates, cells were washed twice with 200 pL
of PBS and removed from the culture surface by incubation in 200 pL of Trypsin—Versene
Mixture (1:3) for 10 min at 37 °C. Then, 300 puL of PBS was added to wells, mixed, transferred
to tubes, and centrifuged for 10 min at 2200 rpm. The supernatant was discarded, and
125 uL of TRIzol reagent was added to the residue. RNA isolation was performed according
to the method described above in half volume.

About 1 ug of total RNA was reverse-transcribed using first strand cDNA synthesis kit
with random primers (Sileks, Moscow, Russia) according to the manufacturer’s protocol.

2.3. Real-Time PCR

Real-time PCR was carried out using Eva Green PCR kit (Syntol, Moscow, Russia) in a
Rotor-Gene 3000 thermal cycler (Corbett Life Science, Mortlake, Australia). A total of 2.5 puL.
of cDNA was amplified in a total volume of 25 uL, which included 2.5 uL 10x Eva Green
buffer, 4 uL MgCl, (25 mM), 2.5 uL dNTPs (2.5 mM), 1 puL of each primer (5 uM), 0.3 uL
SynTaq polymerase (5 U/uL), and 11.2 pL. ddH,O. Full-length and A7 SMN transcripts, as
well as H3B and GAPDH reference gene transcripts, were amplified with primers described
previously [3]. The reaction conditions were 95 °C for 3 min, 45 cycles of 95 °C for 20 s,
57 °C for 30 s, and 72 °C for 30 s. Each cDNA sample was amplified in duplicate.

2.4. Semiquantitative and Quantitative Fluorescence RT-PCR

A total of 1 uL. of cDNA was added to the PCR mix, which included 1 uL of 10x
PCR buffer with MgCl,, 1.25 mM dNTPs, 1 uM of each primer, and 5 U of Tag DNA
polymerase (SibEnzyme, Novosibirsk, Russia). The following primers were used for full-
length and A7 SMN transcripts amplification: SMN F 5-GTCCAGATTCTCTTGATGAT-3/,
complementary to SMN exon 6 region and SMN R 5'-CTATAACGCTTCACATTCCA-3/,
complementary to SMN exon 8 region. For quantitative fluorescence PCR (QF-PCR), the
forward primed was tagged with FAM. The amplification reaction was conducted at 94 °C
for 4 min, n cycles of 94 °C for 45 s, 50 °C for 45 s, 72 °C for 45 s, and final synthesis at 72 °C
for 8 min. The number of cycles (n) did not exceed 26-28. Amplification of each cDNA
sample was performed at least 2 times.

The amplification products obtained after semiquantitative RT-PCR were separated
on 6% polyacrylamide gel, then stained in ethidium bromide solution (0.5 pug/mL) and
photographed on a transilluminator in transmitted ultraviolet light (wavelength 380 nm).
The luminescence intensity of the amplification products was assessed using Image] (NIH,
Bethesda, MD, USA).

To visualize the results of QF RT-PCR, 1 puL of the PCR product was mixed with 12 pL
of formamide (MCLAB, CA, USA) and 0.25 pL of the molecular-weight marker LI1Z500
(Applied Biosystems, CA, USA), and then the fragments were separated using an ABI
3130xl capillary electrophoresis instrument at 60 °C. The analysis of the results was carried
out using GeneMapper software (Applied Biosystems, CA, USA).

2.5. Transfection

Primary SMA fibroblasts were obtained previously from SMA type II patient [16] and
plated 24 h prior to transfection on 24-well plate in DMEM containing L-glutamine and
10% FBS so that on the day of transfection, the cells reached ~50% confluency. Cells were
transfected with RNA oligonucleotides using XtremeGENE transfection reagent (Roche,
Paris, France) according to manufacturer’s recommendations. 3UP8 antisense oligonu-
cleotide restoring SMIN2 exon 7 splicing and F8 oligonucleotide that served as a negative
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control previously reported by Singh and colleagues was used in the experiment [9]. Then,
10:1 and 5:1 ratios of XtremeGENE (uL) to RNA (ug) were tested. Each RNA/carrier
complex was added in duplicate. Transfected fibroblasts were incubated for 4 h at 37 °C in
5% COy; then, the medium was changed to that containing L-glutamine, FBS, and an antibi-
otic, and cells were incubated for 48 h in CO, incubator. After, fibroblasts were removed
from the culture surface, and RNA was isolated as described in the corresponding section.
All transfections were repeated at least 2 times.

3. Results
3.1. Determination of Relative Full-Length and A7 SMN Transcripts Level in Patients, SMA
Carriers, and Healthy Individuals by Means of Quantitative Real-Time PCR

Levels of full-length and A7 SMN transcripts were measured by real-time PCR in
c¢DNA samples of 13 patients, 12 SMA carriers, and 12 healthy individuals. Relative levels
of FL and A7 SMN transcripts were determined based on cycle threshold (Ct) values
obtained after the real-time run. First, the corrected Ct value was calculated by the formula
Cteor = E€tc—CY where E is the efficiency of the reaction, Ctc is the mean Ct value of
calibration samples, and Ct is the cycle threshold of fluorescence level for the analyzed
sample. Next, the normalization factor (Fnorm) was calculated as the geometric mean of
the corrected Ct values obtained from the H3B and GAPDH reference genes. Finally, the
normalized Ct value was calculated by the formula Ctnorm = Cteor/Fnorm. No statistical
difference was observed in the relative level of FL and A7 SMN transcripts between patients,
SMA carriers, and healthy individuals (Figure 1a,b). At the same time, a significant
difference in the ratio of FL to A7 SMN transcripts was detected between SMA patients
and healthy individuals (Figure 1c) (median FL/A7 ratios of SMN transcripts were 1.08 for
healthy individuals, 0.95 for SMA carriers, and 0.85 for SMA patients).
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Figure 1. Level of full-length and A7 SMN transcripts relative to H3B and GAPDH transcripts
obtained by real-time PCR in SMA patients’ (a), SMA carriers’ (b), and healthy individuals” blood
cells (c). Ratio of FL to A7 SMN transcripts (significantly higher in healthy individuals’ cells compared
to SMA patients’ cells, **-p < 0.01 determined by Kruskal-Wallis test with Dunn’s follow-up test).

3.2. Full-Length and A7 SMN Transcripts Percentage Detected in Patients, SMA Carriers, and
Healthy Individuals by Semiquantitative and Quantitative Fluorescence RT-PCR

For RT-PCR, we designed primers complementary to exon 6 and exon 8 of SMN cDNA
that enabled the detection of FL and A7 SMN transcripts simultaneously. Because smaller
fragments are known to have higher a efficiency of amplification, the number of PCR cycles
was chosen to analyze the PCR products within the exponential phase.

An example of the raw gel electrophoresis data of PCR products of samples of healthy
individuals, carriers of the disease, and patients with SMA is given in Figure 2.

(a) (b) (c)

Figure 2. PCR products of full-length (218 b.p.) and exon 7-deleted (164 b.p.) SMN tran-
scripts from SMA patients’ (a), SMA carriers’ (b), and healthy individuals’ (c) blood cells on PAA
gel electrophoresis.

The FL and A7 SMN transcripts percentage was calculated based on the fluorescence
intensity of the bands corresponding to the amplicons of these transcripts relative to the
background in Image] software. The percentage values obtained for FL and A7 SMN
transcripts were verified by means of QF-PCR. An example of fluorescence peaks obtained
in QF-PCR analysis for SMA carrier and SMA patient samples is given in Figure 3. The
results obtained by the two methods highly overlapped (correlation coefficient of 0.95)
(Figure S2).
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Figure 3. Typical appearance of fluorescence peaks corresponding to full-length and A7 SMN
transcripts obtained in QF-PCR analysis for SMA patient and SMA carrier samples.

The level of SMN transcripts was determined by means of semiquantitative RT-PCR
in 107 people, including 32 SMA patients, 44 SMA carriers, and 31 healthy individuals. For
each sample, the mean value of the FL-SMN percentage was obtained, which was calculated
as the ratio of the values obtained in the Image] program for full-length transcripts to the
total sum of the values of the FL-SMN + A7 SMN transcripts. The mean percentage of
FL-SMN transcripts was 0.16 for SMA patients, 0.28 for SMA carriers, and 0.48 for healthy
individuals. ANOVA test with Tukey post-test revealed statistical differences between the
three analyzed groups (Figure 4a).

At the same time, FL-SMN /A7 SMN transcripts ratio differed significantly between
SMA patients and healthy individuals, as well as between SMA carriers and healthy
individuals, but demonstrated no difference between SMA patients and SMA carriers
(Figure 4b). The mean FL-SMN/A7 SMN ratio was 0.20 for SMA patients, 0.41 for SMA
carriers, and 2.94 for healthy individuals.
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Figure 4. Mean percentage of FL-SMN transcripts (a) relative to the total sum of FL-SMN + A7 SMN
transcripts in SMA patients’, SMA carriers’, and healthy individuals’ blood cells obtained by means
of semiquantitative RT-PCR. ****-p < 0.0001 determined by ANOVA. Ratio of FL-SMN to A7 SMN
transcripts (b). **-p < 0.01 determined by ANOVA.

3.3. Full-Length SMN Transcripts Percentage Increase after SMN2 Splicing Correction

To evaluate the applicability of tested biomarkers for the assessment of therapy
efficacy, we performed transfections of SMA fibroblast cell cultures with an antisense
oligonucleotide (ASO) 3UP8 aimed at correction of SMN2 splicing. A total of 100 nM and
200 nM concentrations of the therapeutic ASO were tested, as well as 10:1 and 5:1 ratios of
X-tremeGENE:3UPS8. Antisense oligonucleotide F8, previously demonstrated to have no
therapeutic effect, was tested at the same concentrations as a negative control [9]. The
efficiency of splicing correction was assessed based on full-length SMN transcripts’ percent-
age detected by semiquantitative RI-PCR and quantitative fluorescence RT-PCR because
these methods demonstrated the most promising results. A dose-dependent increase in
FL-SMN values was detected in cells treated with therapeutic 3UP8 ASO delivered with
X-tremeGENE, while control F8 ASO or 3UP8 without transfection reagent did not induce
splicing correction (Figure 5).
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Figure 5. Mean percentage of full-length SMN transcripts in SMA fibroblast cell culture after delivery
of therapeutic 3UP8 ASO and control F8 ASO. *-p < 0.05, **-p < 0.01 determined by Kruskal-Wallis
test with Dunn’s follow-up test (comparison was performed relative to intact cells).

4. Discussion

In this study, we have developed and tested several methods for SMN transcript-
level assessment. We applied these methods to examine the relative level, ratio, and
percentage of FL and A7 SMN transcripts. Their sensitivity and suitability for usage as
a biomarker of SMA therapy were determined based on the ability to detect differences
between SMA patients, SMA carriers, and healthy individuals. Quantitative real-time PCR,
semiquantitative, and quantitative fluorescence RT-PCR were among the tested methods.
Results obtained after quantitative real-time PCR demonstrated statistical differences only
between SMA patients and healthy individuals in the FL to A7 SMN transcripts ratio.
Among the limitations of this method is the usage of different primer pairs for FL and
A7 SMN transcripts detection, which can provoke variance in amplification efficacy and
thus alter the real ratio of these transcripts. Moreover, the use of housekeeping genes
as reference genes in expression analysis may compromise the accuracy of the results
since it was shown that their expression varies significantly not only inter-individually but
intra-individually in different time periods [12,17]. In addition, in the case of real-time PCR
with intercalating dye, the amplification of FL-SMN and A7-SMN transcripts, as well as
reference transcripts, was performed in separate reactions, which significantly increases
the processing time and does not allow the simultaneous analysis of a large number
of samples.

The most promising results were observed with semiquantitative and quantitative
fluorescence RT-PCR, which enabled us to distinguish significant differences between
SMA patients, SMA carriers, and healthy individuals in the mean percentage values of
FL-SMN transcripts relative to the total sum of FL-SMN + A7 SMN transcripts values. These
methods were shown to be convenient, fast, cost-effective, and reliable, demonstrating a
high correlation in the obtained results. The mean percentage values of FL-SMN transcripts
detected by this method were shown to increase in SMA cell cultures after treatment with
therapeutic antisense oligonucleotides aimed at the correction of SMN2 gene splicing.
Concerning the in vivo application of the mean percentage of FL-SMN transcripts, we
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suggest that its usefulness is highly dependent on the drug type. We hypothesize that the
assessment of FL-SMN percentage in blood cells of SMA patients treated by Nusinersen
will not provide meaningful data because the drug is administered intrathecally, and whole-
body distribution was not demonstrated [6]. However, it may be useful in onasemnogene-
abeparvovec-treated patients because of the much wider biodistribution. According to
a recent study of post mortem tissues of two SMA patients treated with onasemnogene
abeparvovec, the AAV DNA and mRNA distribution were widespread among peripheral
organs and in the CNS [18]. However, due to the fact that the virus rapidly reaches
motor neurons in the spinal cord of SMA patients, it is doubtful that the intracellular
SMN expression can be meaningfully measured in rapidly dividing blood cells. The most
probable drug for which FL-SMN percentage measurement can be applied as a non-invasive
biomarker is Risdiplam, which is a molecular modifier of SMN2 gene splicing administered
on a daily basis [19].

In conclusion, the results presented in this study show that the mean percentage of
FL-SMN transcripts detected by semiquantitative and quantitative fluorescence RT-PCR
can be used as a putative biomarker for the assessment of SMA therapy efficacy and for the
development of new SMA drugs.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/ genes13101911/s1, Figure S1: Distribution of SMIN2 gene copy number between studied
cohorts, Figure S2: Relative level of FL-SMN transcripts determined by semiquantitative and quanti-
tative fluorescence RT-PCR-based methods.

Author Contributions: Conceptualization, A.K. and V.B.; methodology, A.E.; formal analysis, M.M.;
investigation, M.M., K.L. and A.E.; writing—original draft preparation, M.M.; writing—review and
editing, A K. and K.L.; supervision, A K.; project administration, A.K.; funding acquisition, M.M. and
V.B. All authors have read and agreed to the published version of the manuscript.

Funding: This research was supported by the Ministry of Science and Higher Education of the Rus-
sian Federation (project “Multicenter research bioresource collection Human Reproductive Health”
contract no. 075-15-2021-1058 from 28 September 2021).

Institutional Review Board Statement: This study was conducted according to the guidelines of
the Declaration of Helsinki and approved by the Ethics Committee of D.O. Ott Research Institute of
Obstetrics, Gynecology and Reproductology (final protocol 117 was approved on 19 April 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: The data presented in this study are available on request from the cor-
responding author. The data are not publicly available due to restrictions of the subjects” agreement.

Acknowledgments: The authors are grateful to Nadezhda Tsyganova for her technical assistance.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.

Lefebvre, S.; Biirglen, L.; Reboullet, S.; Clermont, O.; Burlet, P.; Viollet, L.; Benichou, B.; Cruaud, C.; Millasseau, P;
Zeviani, M.; et al. Identification and characterization of a spinal muscular atrophy-determining gene. Cell 1995, 80, 155-165.
[CrossRef]

Monani, U.R.; Lorson, C.L.; Parsons, D.W.; Prior, T.W.; Androphy, E.J.; Burghes, A.H.M.; McPherson, ].D. A single nucleotide
difference that alters splicing patterns distinguishes the SMA gene SMNI1 from the copy gene SMN. Hum. Mol. Genet.
1999, 8, 1177-1183. [CrossRef]

Zheleznyakova, G.Y.; Kiselev, A.V.; Vakharlovsky, V.G.; Rask-Andersen, M.; Chavan, R.; Egorova, A.A.; Schitth, H.B.; Baranov, V.S.
Genetic and expression studies of SMN2 gene in Russian patients with spinal muscular atrophy type II and III. BMIC Med. Genet.
2011, 12, 96. [CrossRef] [PubMed]

Maretina, M.A.; Zheleznyakova, G.Y.; Lanko, K.M.; Egorova, A.A.; Baranov, V.S.; Kiselev, A.V. Molecular Factors Involved in
Spinal Muscular Atrophy Pathways as Possible Disease-modifying Candidates. Curr. Genomics 2018, 19, 339-355. [CrossRef]
[PubMed]


https://www.mdpi.com/article/10.3390/genes13101911/s1
https://www.mdpi.com/article/10.3390/genes13101911/s1
http://doi.org/10.1016/0092-8674(95)90460-3
http://doi.org/10.1093/hmg/8.7.1177
http://doi.org/10.1186/1471-2350-12-96
http://www.ncbi.nlm.nih.gov/pubmed/21762474
http://doi.org/10.2174/1389202919666180101154916
http://www.ncbi.nlm.nih.gov/pubmed/30065610

Genes 2022, 13,1911 10 of 10

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Maretina, M.A ; Kiselev, A.V,; Ilina, A.V,; Egorova, A.A.; Glotov, A.S.; Bespalova, O.N.; Baranov, V.S.; Kogan, LY. Current Trends
in the Diagnosis, Screening and Treatment of Spinal Muscular Atrophy. Ann. Russ. Acad. Med. Sci. 2022, 77, 87-96. [CrossRef]
Finkel, R.S.; Mercuri, E.; Darras, B.T.; Connolly, A.M.; Kuntz, N.L.; Kirschner, J.; Chiriboga, C.A.; Saito, K.; Servais, L.;
Tizzano, E.; et al. Nusinersen versus Sham Control in Infantile-Onset Spinal Muscular Atrophy. N. Engl. ]. Med.
2017, 377,1723-1732. [CrossRef] [PubMed]

De Vivo, D.C.; Bertini, E.; Swoboda, K.J.; Hwu, W.-L.; Crawford, T.O.; Finkel, R.S.; Kirschner, J.; Kuntz, N.L.; Parsons, J.A.;
Ryan, M.M.; et al. Nusinersen initiated in infants during the presymptomatic stage of spinal muscular atrophy: Interim efficacy
and safety results from the Phase 2 NURTURE study. Neuromuscul. Disord. 2019, 29, 842-856. [CrossRef] [PubMed]

Kichula, E.A ; Proud, C.M.; Farrar, M.A.; Kwon, ] M,; Saito, K.; Desguerre, I.; McMillan, H.J. Expert recommendations and clinical
considerations in the use of onasemnogene abeparvovec gene therapy for spinal muscular atrophy. Muscle Nerve 2021, 64, 413-427.
[CrossRef] [PubMed]

Singh, N.N.; Shishimorova, M.; Cao, L.C.; Gangwani, L.; Singh, R.N. A short antisense oligonucleotide masking a unique intronic
motif prevents skipping of a critical exon in spinal muscular atrophy. RNA Biol. 2009, 6, 341-350. [CrossRef] [PubMed]

Hua, Y.; Sahashi, K.; Hung, G.; Rigo, F; Passini, M.A.; Bennett, C.F,; Krainer, A.R. Antisense correction of SMN2 splicing in the
CNS rescues necrosis in a type III SMA mouse model. Genes Dev. 2010, 24, 1634-1644. [CrossRef] [PubMed]

Brichta, L.; Holker, I.; Haug, K.; Klockgether, T.; Wirth, B. In vivo activation of SMN in spinal muscular atrophy carriers and
patients treated with valproate. Ann. Neurol. 2006, 59, 970-975. [CrossRef] [PubMed]

Tiziano, ED.; Pinto, A.M.; Fiori, S.; Lomastro, R.; Messina, S.; Bruno, C.; Pini, A.; Pane, M.; D’Amico, A.; Ghezzo, A.; et al.
SMN transcript levels in leukocytes of SMA patients determined by absolute real-time PCR. Eur. J. Hum. Genet. 2010, 18, 52-58.
[CrossRef] [PubMed]

Crawford, T.O.; Paushkin, S.V.; Kobayashi, D.T.; Forrest, S.J.; Joyce, C.L.; Finkel, R.S.; Kaufmann, P.; Swoboda, K.J.; Tiziano, D;
Lomastro, R.; et al. Evaluation of SMN protein, transcript, and copy number in the biomarkers for spinal muscular atrophy
(BforSMA) clinical study. PLoS ONE 2012, 7, 33572. [CrossRef] [PubMed]

Vezain, M.; Saugier-Veber, P.; Melki, J.; Toutain, A.; Bieth, E.; Husson, M.; Pedespan, ].M.; Viollet, L.; Pénisson-Besnier, I.;
Fehrenbach, S.; et al. A sensitive assay for measuring SMN mRNA levels in peripheral blood and in muscle samples of patients
affected with spinal muscular atrophy. Eur. J. Hum. Genet. 2007, 15, 1054-1062. [CrossRef] [PubMed]

Mattis, V.B.; Rai, R.; Wang, J.; Chang, C.W.T.; Coady, T.; Lorson, C.L. Novel aminoglycosides increase SMN levels in spinal
muscular atrophy fibroblasts. Hum. Genet. 2006, 120, 589—-601. [CrossRef] [PubMed]

Grigor’eva, E.V,; Valetdinova, K.R.; Ustyantseva, E.I; Shevchenko, A.L; Medvedev, S.P.; Mazurok, N.A.; Maretina, M.A;
Kuranova, M.L.; Kiselev, A.V.; Baranov, V.S,; et al. Neural differentiation of patient-specific induced pluripotent stem cells from
patients with a hereditary form of spinal muscular atrophy. Genes Cells 2016, 11, 70-79.

Bustin, S.A. Absolute quantification of mrna using real-time reverse transcription polymerase chain reaction assays. J. Mol.
Endocrinol. 2000, 25, 169-193. [CrossRef] [PubMed]

Thomsen, G.; Burghes, A.H.M.; Hsieh, C.; Do, J.; Chu, B.T.T,; Perry, S.; Barkho, B.; Kaufmann, P.; Sproule, D.M.; Feltner, D.E.; et al.
Biodistribution of onasemnogene abeparvovec DNA, mRNA and SMN protein in human tissue. Nat. Med. 2021, 27, 1701-1711.
[CrossRef] [PubMed]

Baranello, G.; Darras, B.T.; Day, ].W.; Deconinck, N.; Klein, A.; Masson, R.; Mercuri, E.; Rose, K.; El-Khairi, M.; Gerber, M.; et al.
Risdiplam in Type 1 Spinal Muscular Atrophy. N. Engl. ]. Med. 2021, 384, 915-923. [CrossRef] [PubMed]


http://doi.org/10.15690/vramn1768
http://doi.org/10.1056/NEJMoa1702752
http://www.ncbi.nlm.nih.gov/pubmed/29091570
http://doi.org/10.1016/j.nmd.2019.09.007
http://www.ncbi.nlm.nih.gov/pubmed/31704158
http://doi.org/10.1002/mus.27363
http://www.ncbi.nlm.nih.gov/pubmed/34196026
http://doi.org/10.4161/rna.6.3.8723
http://www.ncbi.nlm.nih.gov/pubmed/19430205
http://doi.org/10.1101/gad.1941310
http://www.ncbi.nlm.nih.gov/pubmed/20624852
http://doi.org/10.1002/ana.20836
http://www.ncbi.nlm.nih.gov/pubmed/16607616
http://doi.org/10.1038/ejhg.2009.116
http://www.ncbi.nlm.nih.gov/pubmed/19603064
http://doi.org/10.1371/journal.pone.0033572
http://www.ncbi.nlm.nih.gov/pubmed/22558076
http://doi.org/10.1038/sj.ejhg.5201885
http://www.ncbi.nlm.nih.gov/pubmed/17609673
http://doi.org/10.1007/s00439-006-0245-7
http://www.ncbi.nlm.nih.gov/pubmed/16951947
http://doi.org/10.1677/jme.0.0250169
http://www.ncbi.nlm.nih.gov/pubmed/11013345
http://doi.org/10.1038/s41591-021-01483-7
http://www.ncbi.nlm.nih.gov/pubmed/34608334
http://doi.org/10.1056/NEJMoa2009965
http://www.ncbi.nlm.nih.gov/pubmed/33626251

	Introduction 
	Materials and Methods 
	Materials 
	RNA Isolation and cDNA Synthesis 
	Real-Time PCR 
	Semiquantitative and Quantitative Fluorescence RT-PCR 
	Transfection 

	Results 
	Determination of Relative Full-Length and 7 SMN Transcripts Level in Patients, SMA Carriers, and Healthy Individuals by Means of Quantitative Real-Time PCR 
	Full-Length and 7 SMN Transcripts Percentage Detected in Patients, SMA Carriers, and Healthy Individuals by Semiquantitative and Quantitative Fluorescence RT-PCR 
	Full-Length SMN Transcripts Percentage Increase after SMN2 Splicing Correction 

	Discussion 
	References

