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Congenital heart defects (CHDs) are common birth defects and result in significant morbidity and global economic impact. Genetic factors play a role in most CHDs; however, identification of these factors has been historically slow due to technological limitations and incomplete understanding of the impact of human genomic variation on normal and abnormal cardiovascular development. The advent of chromosome microarray (CMA) brought tremendous gains in identifying chromosome abnormalities in a variety of human disorders and is now considered part of a standard evaluation for individuals with multiple congenital anomalies and/or neurodevelopmental disorders. Several studies investigating use of CMA found that this technology can identify pathogenic copy-number variations (CNVs) in up to 15–20% of patients with CHDs with other congenital anomalies. However, there have been fewer studies exploring the use of CMA for patients with isolated CHDs. Recent studies have shown that the diagnostic yield of CMA in individuals with seemingly isolated CHD is lower than in individuals with CHDs and additional anomalies. Nevertheless, positive CMA testing in this group supports chromosome variation as one mechanism underlying the development of isolated, non-syndromic CHD – either as a causative or risk-influencing genetic factor. CMA has also identified novel genomic variation in CHDs, shedding light on candidate genes and pathways involved in cardiac development and malformations. Additional studies are needed to further address this issue. Early genetic diagnosis can enhance the medical management of patients and potentially provide crucial information about recurrence. This information is critical for genetic counseling of patients and family members. In this review, we review CMA for the non-genetics cardiology provider, offer a summary of CNV in isolated CHDs, and advocate for the use of CMA as part of the cardiovascular genetics evaluation of patients with isolated CHDs. We also provide perspective regarding the benefits and challenges that lie ahead for this model in the clinical setting.
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INTRODUCTION

Congenital heart defects (CHDs) are a common group of human malformations with significant morbidity and economic impact (1–3). The prevalence of CHDs in the general population has increased with ongoing advancements in medical and surgical care so that survival to adulthood is relatively common (4). In fact, the population of adults with CHDs is now larger than the number of children with CHDs. Despite the birth incidence of CHDs remaining relatively stable over the last half-century, the true global prevalence of CHDs is likely underestimated (2, 5). As more individuals with CHDs survive and reach reproductive age, questions regarding heritability, etiology, and recurrence risks will be common.

The majority of all CHDs are isolated or non-syndromic, but about 20–30% of infants with CHDs have extracardiac malformations (6). These cases often constitute well-known chromosomal and single-gene syndromes (e.g., trisomy 21, trisomy 18, and Noonan syndrome). However, complex rare diseases with CHDs and multiple congenital anomalies may remain undiagnosed, despite expert evaluation and/or the use of genetic testing. The underlying causes for the vast majority of CHDs remain unknown, especially in the case of apparently isolated or non-syndromic CHDs.

Approximately 20–30% of CHDs can be attributed to a single identifiable genetic or environmental cause (6–8), while the remaining cases are thought to be multifactorial. Examples of environmental risk factors include maternal disease (like maternal hyperphenylalaninemia, rubella, diabetes) and fetal teratogens (like alcohol, retinoic acid, and lithium) (9–11). CHDs are genetically heterogeneous, with numerous confirmed or proposed genetic risk factors, including single-gene variation, aneuploidy, chromosome rearrangements, and chromosome deletions/duplications. There are at least 55 human genes implicated in CHDs, but over 500 have been identified in mouse models (12). It is likely that the same magnitude will be eventually identified in humans. However, it is estimated that about 70–80% of CHDs have an unknown or multifactorial basis (13, 14). The complexity of genetic contributions probably reflects the complexity of cardiac development, and it is accepted that CHD development is influenced by multiple genetic (and environmental) factors. A multifactorial etiology emphasizing genetic contributions has been proposed for CHDs based on recurrence risk data (~1–4% across all lesions) and that the fact that family history is a consistent risk factor for CHDs (15–21). These recurrence risks generally increase as the number of affected first-degree relatives increases. Heritability estimates have been relatively high for specific classes of CHDs, namely, the left ventricular outflow tract obstructions (LVOTO) (22–24). The available evidence suggests that most CHDs have some genetic basis, but this is complicated further by variable expressivity and incomplete penetrance, even in families with an identified gene mutation or chromosome abnormality predisposing to the development of CHDs. Additionally, variants in the same genes can result in a spectrum of cardiac phenotypes.

As more individuals with CHDs survive and reach reproductive age, questions regarding inheritance and recurrence risk become increasingly important for reproductive planning and counseling. The recent advent of genomic technologies like chromosome microarray (CMA) and next-generation sequencing are providing additional diagnostic ability and refining recurrence information. As knowledge of the genetic bases of CHDs increases, genetic evaluation, testing, and counseling will continue to be important parts of the management of patients with CHDs. Current understanding of the multifactorial basis of CHDs is growing but far from complete, and cytogenetic analysis remains a valuable tool in the evaluation of patients with CHDs.

CYTOGENETICS AND CHROMOSOME MICROARRAY FOR THE CARDIOLOGIST: A REVIEW

Chromosome analysis has been a standard for investigating causes for developmental delay/intellectual disability, autism spectrum disorder, and congenital anomalies (25, 26). However, standard chromosome analysis (i.e., karyotype) has an estimated 3% detection rate for pathogenic chromosome abnormalities. Conventional chromosome analysis detects well-known chromosome aneuploidies (like trisomies 13, 18, and 21 or Turner syndrome) in about 10% of cases of CHDs (27). The innovation of CMA technology has increased the detection of chromosome abnormalities thought to be causative in individuals with developmental delay and congenital anomalies from 3% to about 15–20% (25). Karyotype has a genomic resolution of ~5–10 million base-pairs (megabases, or Mb); chromosome anomalies smaller than this are not consistently or reliably detected. Current CMA platforms generally have a genomic resolution of ≥250 thousand base-pairs (kilobases, or kb), though some platforms may have a resolution down to individual genes (1 kb).

One evident challenge of this increased genomic resolution is that smaller chromosome variations that have unknown clinical significance can be identified (28). This contrasts conventional chromosome testing (karyotype) in which large imbalances that are detected are all likely pathogenic, and it is uncommon to identify variants of unknown significance. Due to the increased diagnostic ability of CMA, Miller et al. (25) suggested that they be used as a first-line test over standard karyotype – though there are certain scenarios in which karyotype may be an ideal test (balanced chromosome rearrangements, family histories with multiple miscarriages, and/or reduced fertility).

Chromosome microarray is ideal for detecting chromosomal imbalances and copy-number variations (CNVs) in patients with birth defects and early developmental impairments (25, 29, 30). CNVs are generally defined as chromosomal deletions or duplications that cannot be detected using traditional chromosome analysis, generally sized 1 kb or greater. These CNVs are also referred to as “microdeletions” and “microduplications.” Additionally, other chromosomal imbalances can be detected like gross aneuploidy and higher-order amplifications like triplications. Interpretation of the clinical significance of CNVs is typically based on the overall size, gene content, location of breakpoints, and deletion vs. duplication of a chromosome region. Because the clinical significance of many CNVs may be uncertain, the American College of Medical Genetics and Genomics published guidelines to assist in predicting the pathogenicity of CNVs (31). Importantly, when a dose-sensitive gene is involved in the CNV region, deletion or duplication may have profound effects on the function of the gene and its protein products and potentially affect other downstream gene functions.

Chromosome microarray is performed by two strategies: array-based comparative genomic hybridization (aCGH) platforms or by single-nucleotide polymorphism (SNP) platforms. Array-based CGH utilizes short DNA sequence oligonucleotide probes, whereas SNP-based arrays use SNPs as probes. SNP microarrays also provide genotype information by detecting allelic copies of single base-pairs throughout the genome. Loss/gain of oligonucleotide probes on the aCGH platform and loss/gain of SNPs on the SNP-based platform, both indicate deletions and duplications, respectively. Current CMA platforms may merge these two strategies in the form of “oligo-SNP” microarrays. It is imperative that ordering providers understand the benefits and limitations of CMA platforms and be able to interpret and communicate results to patients/families.

COPY-NUMBER VARIATION AND CHD: A REVIEW OF THE LITERATURE

While many CNVs are associated with well-described genetic syndromes, the role of CNVs in the development of all CHDs is not entirely known at this time. A few examples of well-characterized syndromes with CHDs caused by CNVs include Williams syndrome (7q11.23 deletion), DiGeorge syndrome (22q11.2 deletion syndrome), and Smith–Magenis syndrome (17p11.2 deletion). It should be noted that these conditions typically include other congenital anomalies, dysmorphic features, and neurodevelopmental disorders. Assessment by a clinical geneticist should be standard in these and similar cases with CHDs due to the presence of congenital anomalies and/or developmental delay.

It is estimated that pathogenic CNVs are present in 15–20% of patients with CHDs and extracardiac features (32–35). The submicroscopic deletions and duplications associated with these syndromes generally are not detected by routine chromosome analysis; therefore, emphasizing the importance of CMA as a part of the diagnostic workup in patients with CHDs. Although CNVs play an important role in the development of genetic syndromes with CHDs, most CHDs do not occur in the context of a genetic syndrome. While the exact contribution of CNVs to isolated CHDs is unclear, studies show that ~4–14% of individuals with isolated CHDs have pathogenic or suspected pathogenic CNVs (36, 37), though others have suggested 3–10% (13, 38). Geng et al. (39) retrospectively reviewed 514 CHD cases that had CMA testing, contrasting the yields between isolated and syndromic cases. They found pathogenic or likely pathogenic results for 4.3–9.3% of isolated CHD cases. The yield was higher for syndromic cases when excluding aneuploidies. Additional large-scale studies are necessary to further specify and support these estimates.

The few studies that have investigated the contribution of CNV to the development of isolated CHDs are providing insight into additional genes and pathways involved in cardiovascular development and malformation. These studies can also provide additional understanding about heritability, recurrence, variable expression, and incomplete penetrance of CHDs in families. In the studies summarized in Table 1, there are examples of apparently isolated CHDs that were found to have CNVs overlapping known syndromic regions [e.g., 22q11.2 deletion and duplication, 16p11.2 duplication; see Silversides et al. (40)]. It is unclear if those patients had been evaluated for and/or diagnosed clinically with a genetic syndrome, or they had been unrecognized or only presented with mild features. These studies have not only provided additional information about candidate genes and pathways associated with CHDs or risk of CHDs but also highlight that even apparently isolated CHDs may actually be syndromic. This information can inform patient evaluation and may lead to early diagnosis, which can have positive impact on management and genetic counseling. Utility of genetic testing depends largely on accurate phenotyping of the CHD lesion and the presence of extra-cardiac features. Further studies with meticulous phenotyping and goals to assess broad classes of CHDs lesions should be undertaken to further refine this estimate. This also highlights the critical importance of involvement of clinical geneticists in the evaluation of seemingly isolated CHDs.

TABLE 1 | A summary of CNVs identified by CMA in non-syndromic CHDs reported in the literature.
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CMA FOR THE CHD POPULATION: INTERPRETATION OF RESULTS

Chromosome microarray is recommended as a first-tier clinical genetic test in cases of isolated CHDs due to the relatively high rate of detection of pathogenic CNVs. Positive results in the patient with isolated CHDs can provide important information for practitioners and family members when making decisions regarding ongoing care and family planning. The negative CMA result can also be critical in guiding next steps for care and in limiting the differential for any given patient. Many well-described chromosomal conditions can be eliminated as diagnoses by a normal CMA result. This elimination can guide further genetic testing decisions and options for additional clinical testing to hone in on the exact diagnosis for the patient.

While implementing the use of CMA in the diagnostic evaluation of patients with CHDs has uncovered previously unknown pathogenic chromosome variation, it has also presented the unique challenges of interpreting variants of uncertain significance (VUS). Designation of VUS is typically reserved for deletions or duplications that have not been previously described, have not been seen in studied control populations, and for which there are incomplete data regarding genes in the affected region (45). Adding to this difficulty are the concepts of incomplete penetrance and variable expressivity. Some VUS results have been reported in the literature with highly variable phenotypic features due to variable expressivity, adding further complexity to the interpretation of the contribution of any given VUS to the phenotype of the patient. Incomplete penetrance of CNVs also complicates the recommendations and counseling provided to families, as accurate risk prediction for certain health concerns cannot be provided. Of particular concern is the patient with significant morbidity who inherits a CNV of unknown significance from a typical-appearing parent. This situation requires discernment from both the calling laboratory and the health care team in order to provide an accurate risk assessment to the “unaffected” parent as well as the affected child and the significance of the familial CNV. It may also be difficult to provide accurate recurrence risk information for reproductive decision-making if the contribution of the CNV to the affected patient’s phenotype is unclear. Parental studies should be offered in the event that a VUS is found in a child in order to aid in interpretation and significance of the CNV regardless of whether the parents have similar or dissimilar phenotypes. However, insurance coverage and justification of how this information will impact the parental medical management may prove to be difficult and require the adamant support from the health care team in order to secure insurance coverage. The likelihood of discovering a VUS should be outlined to the family as part of the pretest informed consent process.

Another challenge when using CMA in the CHD population is the “one-hit fallacy” or the notion that any specific CHD is caused by one particular genetic variation alone. CHD is a multifactorial disease caused by both environmental and genetic factors. The contribution of any one CNV to the overall risk for CHDs is difficult to assess. While ~20% of CHDs can be attributed to a known cause (syndromic, teratogenic, etc.), the vast majority of CHDs is non-syndromic, isolated defects exhibiting a multifactorial inheritance pattern. In any one case of isolated CHD, there may be multiple genes involved, each providing a minimal contribution to the patient’s risk, interacting with various environmental factors to form a complex model of CHD development.

One area in which health care providers can aid in the interpretation of a CNV is to provide accurate and thorough phenotyping prior to the completion of genetic testing. By performing CMA for a patient, a genome-wide net is cast in the hopes of finding an explanation for the patient’s particular phenotype. By casting such a wide net, results can often be complicated by overlapping clinical diagnoses and lack of genotype/phenotype correlations. CNVs must also be considered in the context of size, location, and gene involvement. Understanding of the clinical significance of a CNV involving genes that have yet to be well described or that have yet to be implicated in a particular phenotype can prove to be difficult. One example of distinguishing cardiac phenotypes is the presence of an atrial septal defect (ASD) and the classification of primum vs. secundum ASD. Primum ASDs are within the spectrum of atrioventricular canal defects, whereas secundum ASDs are a malformation of the atrial septum (46). This classification distinguishes the CHDs from a developmental perspective and can aid in the interpretation by narrowing focus on genes associated with the responsible developmental process. Accurate and specific phenotyping will require coordinated efforts from cardiologists and clinical geneticists.

The process of interpretation of CNVs is ongoing and constantly evolving. As CMA continues to be performed as a first-line test for patients with CHDs, CNVs classified as VUS will continue to present challenging clinical scenarios for health care providers. While it is important that both the laboratory and the health care team work together to interpret CNVs and assign appropriate labels of pathogenicity, it is also important to acknowledge current limitations in our understanding of the human genome and the contribution of variation to cardiovascular disease phenotypes. As our knowledge continues to increase, the opportunity to further refine and identify novel phenotypes presents an exciting challenge for the cardiovascular genetics community.

THE IMPORTANCE OF GENETICS CARE PROVIDER INVOLVEMENT WITH CHD

Our understanding of the association between CNVs and syndromic genetic diagnoses is increasing. There are many examples of newly described microdeletion and microduplication conditions with CHDs (47). Variable expressivity of these conditions and the generally small number of patients described in the literature can make it difficult to recognize associated features and make an accurate diagnosis. Even more well-described syndromes, such as DiGeorge syndrome, 1p36 deletion syndrome, and Williams syndrome, can go undetected for many years in patients with mild or variable presentations. Early involvement of the clinical genetics team provides the opportunity for earlier recognition of syndromic conditions, which can result in more comprehensive medical interventions and therapies as well as improved prognosis, compared to those patients who receive a syndromic diagnosis later in life. There is also increasing recognition that many delineated syndromes have broader phenotypic variability than previously thought (34, 35, 48). Many syndromes may not be recognized earlier in life due to absence of the “classic” defining features (49). CHD, which is present at birth, can provide a framework for the genetics provider to begin the process of creating a differential for the patient due to the higher prevalence of certain types of CHD lesions in certain genetic conditions (50, 51). CMA, as a first-line genetic test, can detect causative CNVs for many syndromic conditions with a CHD component well before other hallmark features of the diagnosis can be recognized. When CMA is negative, additional genetic testing, including sequencing of genes associated with known conditions and/or whole-exome sequencing, may be warranted for patients with multi-system involvement or features suggestive of a particular genetic condition.

Clinical geneticists and genetic counselors serve as valuable resources to family members of patients with CHD. Early syndromic recognition by the geneticist physician and continued follow-up by a genetic counselor can provide valuable information to the family regarding the anticipation of developmental delays and disabilities, available therapies, and social services that might benefit their child. Early diagnosis can also refine recurrence risk estimates and allow families to make informed reproductive planning decisions. Genetic evaluation and risk assessment can prove to be a powerful tool for empowering families to use genetic information to make informed health decisions. A unique role of the genetics team is the ability to clearly communicate familial risk for CHDs and recommendation of family screening protocols. First-degree family members with certain types of CHDs are at an increased risk to also have undetected CHDs. For example, LVOTO heart defects are understood to be a heritable class of defects, and family members have an increased risk of also having a CHD (22). Studies show that in up to 20% of cases, there is at least one other affected relative in the family with variability in type of LVOTO present. Therefore, screening by echocardiogram is recommended for all first-degree family members of someone affected with an LVOTO class of heart defect (23, 52).

An emphasis must be placed on the coordinated efforts of the cardiologist, clinical geneticist, and genetic counselor in the evaluation, management, and follow-up with patients with CHDs and their family members. This same approach should be used when considering CMA testing and interpretation in this population. A multidisciplinary approach provides a comprehensive care model for patients and families. Genetic testing through the use of CMA, even in patients with apparently isolated CHDs, can aid in delineation of diagnosis, accurate risk assessment for family members, and refinement of recurrence risk estimates for reproductive decision-making. Accurate phenotyping and diagnosis can improve patient outcomes and access to necessary evaluations, therapies, and social services. Genetic counseling and education can empower patients with CHDs and their relatives to use their understanding of the genetic basis of cardiovascular disease to in turn choose effective strategies for health maintenance and appropriate psychosocial coping mechanisms.

AUTHOR CONTRIBUTIONS

BH conceived this review article and provided 50% of the work presented in the manuscript. SF completed the remaining 50% of the manuscript. Both authors contributed significant effort in the writing process.

ACKNOWLEDGMENTS

This publication was made possible by the Indiana University Health – Indiana University School of Medicine Strategic Research Initiative. The authors thank Stephanie Ware, MD, PhD for her assistance with this work.

REFERENCES

1. Hoffman JI, Kaplan S, Liberthson RR. Prevalence of congenital heart disease. Am Heart J (2004) 147(3):425–39. doi:10.1016/j.ahj.2003.05.003

2. Hoffman JI, Kaplan S. The incidence of congenital heart disease. J Am Coll Cardiol (2002) 39:1890–900. doi:10.1016/S0735-1097(02)01886-7

3. Boneva RS, Botto LD, Moore CA, Yang Q, Correa A, Rickson JD. Mortality associated with congenital heart defects in the United States: trends and racial disparities, 1979-1997. Circulation (2001) 103(19):2376–81. doi:10.1161/01.CIR.103.19.2376

4. Brickner ME, Hillis LD, Lange RA. Congenital heart disease in adults: first of two parts. N Engl J Med (2000) 342:256–63. doi:10.1056/NEJM200002033420507

5. Marelli AJ, Ionescu-Ittu R, Mackie AS, Guo L, Dendukuri N, Kaoucahe M. Lifetime prevalence of congenital heart disease in the general population from 2000 to 2010. Circulation (2014) 130:749–56. doi:10.1161/CIRCULATIONAHA.113.008396

6. Ferencz C, Boughman JA, Neill CA, Brenner JI, Perry LW. Congenital cardiovascular malformations: questions on inheritance. Baltimore-Washington infant study group. J Am Coll Cardiol (1989) 14:756–63. doi:10.1016/0735-1097(89)90122-8

7. Meberg A, Hals J, Thaulow E. Congenital heart defects – chromosomal anomalies, syndromes and extracardiac malformations. Acta Paediatr (2007) 96:1142–5. doi:10.1111/j.1651-2227.2007.00381.x

8. Grech V, Gatt M. Syndromes and malformations associated with congenital heart disease in a population-based study. Int J Cardiol (1999) 68:151–6. doi:10.1016/S0167-5273(98)00354-4

9. Seagraves NJ, McBride KL. Cardiac teratogenicity in mouse maternal phenylketonuria: defining phenotype parameters and genetic background influences. Mol Genet Metab (2012) 107(4):650–8. doi:10.1016/j.ymgme.2012.08.001

10. Corrigan N, Brazil DP, McAuliffe F. Fetal cardiac effects of maternal hyperglycemia during pregnancy. Birth Defects Res A Clin Mol Teratol (2009) 85(6):523–30. doi:10.1002/bdra.20567

11. Botto LD, Correa A. Decreasing the burden of congenital heart disease: an epidemiologic evaluation of risk factors and survival. Prog Pediatr Cardiol (2003) 18:111–21. doi:10.1016/S1058-9813(03)00084-5

12. Andersen TA, Troelsen KDL, Larsen LA. Of mice and men: molecular genetics of congenital heart disease. Cell Mol Life Sci (2014) 71:1327–52. doi:10.1007/s00018-013-1430-1

13. Cowan JR, Ware SM. Genetics and genetic testing in congenital heart disease. Clin Perinatol (2015) 42(2):373–93. doi:10.1016/j.clp.2015.02.009

14. Blue GM, Kirk EP, Sholler GF, Harvey RP, Winlaw DS. Congenital heart disease: current knowledge about causes and inheritance. Med J Aust (2012) 197:155–9. doi:10.5694/mja12.10811

15. Lalani SR, Belmont JW. Genetic basis of congenital cardiovascular malformations. Eur J Med Genet (2014) 57:402–13. doi:10.1016/j.ejmg.2014.04.010

16. Gill HK, Splitt M, Sharland GK, Simpson JM. Patterns of recurrence of congenital heart disease: an analysis of 6,640 consecutive pregnancies evaluated by detailed fetal echocardiography. J Am Coll Cardiol (2003) 42:923–9. doi:10.1016/S0735-1097(03)00853-2

17. Loffredo CA, Hirata J, Wilson PD, Ferencz C, Lurie IW. Atrioventricular septal defects: possible etiologic differences between complete and partial defects. Teratology (2001) 63:87–93. doi:10.1002/1096-9926(200102)63:2<87::AID-TERA1014>3.0.CO;2-5

18. Oyen N, Poulsen G, Wohlfahrt J, Boyd HA, Jensen PK, Melbye M. Recurrence of discordant congenital heart defects in families. Circ Cardiovasc Genet (2010) 3(2):122–8. doi:10.1161/CIRCGENETICS.109.890103

19. Oyen N, Poulsen G, Boyd HA, Wohlfahrt J, Jensen PK, Melbye M. Recurrence of congenital heart defects in families. Circulation (2009) 120:295–301. doi:10.1161/CIRCULATIONAHA.109.857987

20. Burn J, Brennan P, Little J, Holloway S, Coffey R, Somerville J, et al. Recurrence risks in offspring of adults with major heart defects: results from first cohort of British collaborative study. Lancet (1998) 351:311–6. doi:10.1016/S0140-6736(97)06486-6

21. Zavala C, Jimenez D, Rubio R, Castillo-Sosa ML, Diaz-Arauzo A, Salamanca F. Isolated congenital heart defects in first degree relatives of 185 affected children. Prospective study in Mexico City. Arch Med Res (1992) 23:177–82.

22. Hinton RB, Martin LJ, Tabangin ME, Mazwi ML, Cripe LH, Benson WB. Hypoplastic left heart syndrome is heritable. J Am Coll Cardiol (2007) 50:1590–5. doi:10.1016/j.jacc.2007.07.021

23. McBride KL, Pignatelli R, Lewin M, Ho T, Fernbach S, Menesses A, et al. Inheritance analysis of congenital left ventricular outflow tract obstruction malformations: segregation, multiplex relative risk, and heritability. Am J Med Genet A (2005) 134(2):180–6. doi:10.1002/ajmg.a.30602

24. Cripe L, Andelfinger G, Martin LJ, Shooner K, Benson DW. Bicuspid aortic valve is heritable. J Am Coll Cardiol (2004) 44:138–43. doi:10.1016/j.jacc.2004.03.050

25. Miller DR, Adam MP, Aradhya S, Biesecker LG, Brothman AR, Carter NP, et al. Consensus statement: chromosomal microarray is a first-tier clinical diagnostic test for individuals with developmental disabilities or congenital anomalies. Am J Hum Genet (2010) 86(5):749–64. doi:10.1016/j.ajhg.2010.04.006

26. Rauch A, Hoyer J, Zweier C, Kraus C, Becker C, Zenker M, et al. Diagnostic yield of various genetic approaches in patients with unexplained developmental delay or mental retardation. Am J Med Genet (2006) 140(19):2063–74. doi:10.1002/ajmg.a.31416

27. Wimalasundera RC, Gardiner HM. Congenital heart disease and aneuploidy. Prenat Diag (2004) 24:1136–42. doi:10.1002/pd.1068

28. Wincent J, Anderlid BM, Lagerberg M, Nordenskjold M, Schoumans J. High-resolution molecular karyotyping in patients with developmental delay and/or multiple congenital anomalies in a clinical setting. Clin Genet (2011) 79(2):147–57. doi:10.1111/j.1399-0004.2010.01442.x

29. Kharbanda M, Tolmie J, Joss S. How to use… microarray comparative genomic hybridisation to investigate developmental disorders. Arch Dis Child Educ Pract Ed (2015) 100(1):24–9. doi:10.1136/archdischild-2014-306022

30. Moeschler JB, Shevell M; The Committee on Genetics. Comprehensive evaluation of the child with intellectual disability or global developmental delays. Pediatrics (2014) 134(3):903–18. doi:10.1542/peds.2014-1839

31. Kearney HM, Thorland EC, Brown KK, Quintero-Rivera F, South ST; Working Group of the American College of Medical Genetics Laboratory Quality Assurance Committee. American College of Medical Genetics standards and guidelines for interpretation and reporting of postnatal constitutional copy number variants. Genet Med (2011) 13(7):680–5. doi:10.1097/GIM.0b013e3182217a3a

32. Breckpot J, Thienpont B, Peeters H, de Ravel T, Singer A, Rayyan M, et al. Array comparative genomic hybridization as a diagnostic tool for syndromic heart defects. J Pediatr (2010) 156(5):e811–7. doi:10.1016/j.jpeds.2009.11.049

33. Goldmuntz E, Paluru P, Glessner J, Hakonarson H, Biegel JA, White PS, et al. Microdeletions and microduplications in patients with congenital heart disease and multiple congenital anomalies. Congenit Heart Dis (2011) 6(6):592–602. doi:10.1111/j.1747-0803.2011.00582.x

34. Lalani SR, Shaw C, Wang X, Patel A, Patterson LW, Kolodziejska K, et al. Rare DNA copy number variants in cardiovascular malformations with extracardiac abnormalities. Eur J Hum Genet (2013) 21(2):173–81. doi:10.1038/ejhg.2012.155

35. Lalani SR, Ware SM, Wang X, Zapata G, Tian Q, Franco LM, et al. MCTP2 is a dosage-sensitive gene required for cardiac outflow tract development. Hum Mol Genet (2013) 22(21):4339–48. doi:10.1093/hmg/ddt283

36. Erdogan F, Larsen LA, Zhang L, Tumer Z, Tommerup N, Chen W, et al. High frequency of submicroscopic genomic aberrations detected by tiling path array comparative genome hybridisation in patients with isolated congenital heart disease. J Med Genet (2008) 45(11):704–9. doi:10.1136/jmg.2008.058776

37. Soemedi R, Wilson IJ, Bentham J, Darlay R, Topf A, Zelenika D, et al. Contribution of global rare copy-number variants to the risk of sporadic congenital heart disease. Am J Hum Genet (2012) 91(3):489–501. doi:10.1016/j.ajhg.2012.08.003

38. Lander J, Ware SM. Copy number variation in congenital heart defects. Curr Genet Med Rep (2014) 2:168–78. doi:10.1007/s40142-014-0049-3

39. Geng J, Picker J, Zheng Z, Zhang X, Wang J, Hisama F, et al. Chromosome microarray testing for patients with congenital heart defects reveals novel disease causing loci and high diagnostic yield. BMC Genomics (2014) 15:1127. doi:10.1186/1471-2164-15-1127

40. Silversides CK, Lionel AC, Costain G, Merico D, Migita O, Liu B, et al. Rare copy number variations in adult with tetralogy of Fallot implicate novel risk gene pathways. PLoS Genet (2012) 8(8):e1002843. doi:10.1371/journal.pgen.1002843

41. Thienpont B, Mertens L, de Ravel T, Eyskens B, Boshoff D, Maas N, et al. Submicroscopic chromosomal imbalances detected by array-CGH are a frequent cause of congenital heart defects in selected patients. Eur Heart J (2007) 28:2778–84. doi:10.1093/eurheartj/ehl560

42. Greenway SC, Pereira AC, Lin JC, DePalma SR, Israel SJ, Mesquita SM, et al. De novo copy number variants identify new genes and loci in isolated sporadic tetralogy of Fallot. Nat Genet (2009) 41(8):931–5. doi:10.1038/ng.415

43. Fakhro KA, Choi M, Ware SM, Belmont JW, Towbin JA, Lifton RP, et al. Rare copy number variants in congenital heart disease patients identify unique genes in left-right patterning. Proc Nat Acad Sci U S A (2011) 108(7):2915–20. doi:10.1073/pnas.1019645108

44. Zhao W, Niu G, Shen B, Zheng Y, Gong F, Wang X, et al. High-resolution analysis of copy number variants in adults with simple-to-moderate congenital heart disease. Am J Med Genet A (2013) 161A:3087–94. doi:10.1002/ajmg.a.36177

45. Reiff M, Bernhardt BA, Mulchandani S, Soucier D, Cornell D, Pyeritz RE, et al. “What does it mean?” uncertainties in understanding results of chromosomal microarray testing. Genet Med (2012) 14(2):250–8. doi:10.1038/gim.2011.52

46. Webb G, Gatzoulis MA. Congenital heart disease for the adult cardiologist recent progress and overview. Circulation (2006) 114:1645–53. doi:10.1161/CIRCULATIONAHA.105.592055

47. Nevado J, Mergener R, Palomares-Bralo M, Souza KR, Vallespin E, Mena R, et al. New microdeletion and microduplication syndromes: a comprehensive review. Genet Mol Biol (2014) 37(1 Suppl):210–9. doi:10.1590/S1415-47572014000200007

48. Verhagen JM, de Leeuw N, Papatsonis DN, Grijseels EW, de Krijger RR, Wesssels MW. Phenotypic variability associated with a large recurrent 1q21.1 microduplication in a three-generation family. Mol Syndromol (2015) 6(2):71–6. doi:10.1159/000431274

49. Krepischi-Santos ACV, Vianna-Morgante AM, Jehee FS, Passos-Bueno MR, Knijnenburg J, Szuhai K, et al. Whole-genome array-CGH screening in undiagnosed syndromic patients: old syndromes revisited and new alterations. Cytogenetic Genome Res (2006) 115:254–61. doi:10.1159/000095922

50. Burch M, Sharland M, Shinebourne E, Smith G, Patton M, McKenna W. Cardiologic abnormalities in Noonan syndrome: phenotypic diagnosis and echocardiographic assessment of 118 patients. J Am Coll Cardiol (1993) 22(4):1189–92. doi:10.1016/0735-1097(93)90436-5

51. Goldmuntz E, Clark BJ, Mitchell LE, Jawad AF, Cuneo BF, Reed L, et al. Frequency of 22q11 deletions in patients with conotruncal defects. J Am Coll Cardiol (1998) 32(2):492–8. doi:10.1016/S0735-1097(98)00259-9

52. Kerstjens-Frederikse WS, Du Marchie Sarvaas GJ, Ruiter JS, Van Den Akker PC, Temmerman AM, Van Melle JP, et al. Left ventricular outflow tract obstruction: should cardiac screening be offered to first-degree relatives? Heart (2011) 97(15):1228–32. doi:10.1136/hrt.2010.211433

Conflict of Interest Statement: The authors declare no conflicts of interest, financial or otherwise, in the writing of this manuscript. This is a focused review article that did not involve any human or animal subjects’ research and was exempt from IRB review.

Copyright © 2016 Helm and Freeze. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cover.jpg
, frontiers

in Cardiovascular Medicine

Genetic Evaluation and Use of
Chromosome Microarray in
Patients with Isolated Heart

Defects: Benefits and Challenges
of a New Model in Cardiovascular
Care





OPS/images/fcvm-03-00019-t001.jpg
Study  CNVs (imited list) ‘Confirmed or putative candidate  CHD types instudy  Other notes
genes for CHDS noted by authors.
(imited fist)
Thenpont 4G4 deleion S, TOF, CoA, VS0,
otal. (41)  5q35.1 deleion no2s tuncus arterosus, PS
96343 deleton NoTCHI
22112 duplcation
Edogan 1211 dektion G5 Any CHO: majorty were  The 17p11.2 deeton s causative for Smith-
otal(36) 29223 dupication wBPr VSD: TOF, PS, CoA, ASD,  Magenis syndrome. Features ofthis sorder
17p11.2 deletion (500 note nast coumn) AS,HLHS, and AVSD  were not appreciated unt afe th tet resut
22q11.2 duplcation TBX1, CAKL
Groenway 16212 doleion and duplcation  GUAS, PAKAB, CHDIL, BCL9  TOF Stucyinvived only subjects with TOF
tal.(i2) 26233 dupication ASXL2, KIFSC, RABTO
30251 dupication AT
96343 deleton NoTCH1
20p12.2 deeton” JAG1
22q11.2 delton® TBX1, CRKL
Siversides  1G21.1 dupication ams ToF Study invoived only subjects with TOF
oal.(40) 16322 detion LA
3025.1 geletion AaF1
7q21.11 ddetion SEMAE, SEMAID
7p15:3 deetion onar1
79222 deleion @
8023.1 acletion® GATAG, ANGPT2
8020.3 dupication ARHGEFI0
Sosmedi  1G21.1 dupication auns TOF, ASD, VSD, GoA,  Other rare CNVs denified vith uncoriimed
el (37)  4q34 deletion HAND2 complexleft-sded defect,  candidate genes associaed with cargac
5q14.114.3 dupication SSBP2, TMEMIGTA VCAN, EDIL3 TAPVR development; TOF overl represented
5635.3 dupication cnors
8p23.1 GATAs
Fakdvoet . 1432.3 dupication NeK2 Hetorotaxy with: O-TGA;  Study involved CHDS with heterotaxy
) 2025.1 upication AOCK2 Goxrocarda; VSD, ASD,
3024.1-p23 geetion TGFBR2, RBMS3, GADLT PAPVR; malposed great
3p24.1 cupication TGFBRZ, GADL1 aneries, CoA
7636.1 deletion GANTI1
8020.1 dletion GaTAd
9G34.11 duplcation NuP1Es
Zaoetal.  3a21.3 dupication PLoAT ASD, VSD, PDA, TOF,  Study involved 100 Han Chineso subjects
(@2) 16023.1 dupication wwox Epsten anomay tricuspid
18023 dupication NFATCT incompetence
22q11.2 doeton” TBXI, CAKL

4S, aorc stenasis; ASD, atria eptal defoct; AVSD, atroventriculr septaldefect; CHD, congenita heartdefec; CoA, coarctation of the aota; D-TGA, dextro-anspositon o he.
great arteis; HLHS, hypoplasticleft heart syncrome; PAPVR, partal anomalous pulmonary venous retu; PDA, patent ductus artenosus; PS, pulmonary stenosis; TAPVR, total
anomaious pumonary venous retu; TOF, etralogy of Fallo; VSO, ventrculr septaldefect.
"t was unclar f these reports inclced pationts with clricalclagnoses of syncomic dsorders ie., DiGeorge syndrome for 22q11/2 deeton or Alsgi synatome forthe 20912.2
deletion). & coukd De el #1606 RO were elher nrecoonizsd swdkomes or idividuals who were mildly alfecied.





OPS/images/logo.jpg
e S S0





