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Abstract

Background: Autosomal dominant polycystic kidney disease (ADPKD) is the most common inherited renal disease
with an incidence of 1 in 400 to 1000. The disease is genetically heterogeneous, with two genes identified: PKD1
(16p13.3) and PKD2 (4q21). Molecular diagnosis of the disease in at-risk individuals is complicated due to the
structural complexity of PKD1 gene and the high diversity of the mutations. This study is the first systematic
ADPKD mutation analysis of both PKD1 and PKD2 genes in Chinese patients using denaturing high-performance
liquid chromatography (DHPLC).

Methods: Both PKD1 and PKD2 genes were mutation screened in each proband from 65 families using DHPLC
followed by DNA sequencing. Novel variations found in the probands were checked in their family members
available and 100 unrelated normal controls. Then the pathogenic potential of the variations of unknown
significance was examined by evolutionary comparison, effects of amino acid substitutions on protein structure,
and effects of splice site alterations using online mutation prediction resources.

Results: A total of 92 variations were identified, including 27 reported previously. Definitely pathogenic mutations
(ten frameshift, ten nonsense, two splicing defects and one duplication) were identified in 28 families, and
probably pathogenic mutations were found in an additional six families, giving a total detection level of 52.3%
(34/65). About 69% (20/29) of the mutations are first reported with a recurrent mutation rate of 31%.

Conclusions: Mutation study of PKD1 and PKD2 genes in Chinese Hans with ADPKD may contribute to a better
understanding of the genetic diversity between different ethnic groups and enrich the mutation database. Besides,
evaluating the pathogenic potential of novel variations should also facilitate the clinical diagnosis and genetic
counseling of the disease.

Background
Autosomal dominant polycystic kidney disease (ADPKD)
is a severe inherited disorder accounting for up to 10% of
end-stage renal diseases [1]. The disease is characterized
by numerous gradually enlarging fluid-filled epithelial
cysts in bilateral kidneys. Two mapped genes, PKD1
(MIM 601313) and PKD2 (MIM 173910), are known to
cause the disease [2,3]. The former, mutated in 85% of all
cases, encodes polycystin-1 (PC1), which is a receptor

protein for cell-cell/matrix interactions in the regulation
of cell proliferation and apoptosis; the latter, mutated in
15% of the cases, encodes polycystin-2 (PC2), which
functions as a transient receptor potential ion channel
and regulates intracellular Ca2+ concentration. PC1 inter-
acts with PC2 to form a functional complex that acts as a
flow-dependent mechanosensor for regulating the differ-
entiated state of tubular epithelial cells [4-7].
Early diagnosis of ADPKD is established primarily by

ultrasound imaging with age-related cyst number criteria
[8], however, for younger at-risk individuals and those
with PKD2 mutations, ultrasonography may be insuffi-
cient for providing a definite diagnosis [9,10]. In such
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cases, linkage analysis is helpful for predicting the diag-
nosis, but it requires the participation of at least two
affected relatives. In recent years, mutation screening, a
direct and efficient approach, has been proven applicable
to all cases suspected of ADPKD. According to a recent
study, the mutation detection rate is approximately 86%
using a combination of SURVEYOR Nuclease-Wave HS
analysis and direct sequencing [11]. However, mutation
screening of PKD genes for clinical diagnostic purposes
has been proven difficult because of the structural com-
plexity of PKD genes and the high diversity of their
mutations.
The PKD1 gene encodes an approximately 14 Kb tran-

script with 46 exons extending to 50 kb of the genomic
DNA [12] and the 5’ part of this gene covering exons 1-33
is duplicated three or more times proximally on chromo-
some 16 [13]. Therefore, locus-specific amplification of
PKD1 is required to acquire a single copy of the gene’s
duplicated region. PKD2, which encodes a 3 kb open read-
ing frame with 15 exons, extends to a 70 kb genomic area
[14]. Furthermore, no hot mutation in both genes has
been reported, and distinguishing the pathogenic muta-
tions from non-pathogenic variations remains a major dif-
ficulty in direct gene diagnosis of the disease.
In the present study, a group of novel mutations discov-

ered from the direct mutation screening of both PKD1
and PKD2 in 65 Chinese families with ADPKD were
described. A total of 100 unrelated normal controls were
also recruited to differentiate between possible mutations
and polymorphic changes. All mutation data detected
would be helpful in direct gene diagnosis, as well as in
genetic counseling in clinical practice.

Methods
The patients and the normal controls
A total of 121 individuals from 65 unrelated families were
recruited from West China Hospital, Sichuan University.
Among them, 86 individuals were diagnosed with ADPKD
according to the ultrasound criteria recommended by
Ravine et al. The general clinical data of the patient cohort
are summarized in Table 1. In addition, 100 unrelated
healthy volunteers 35 to 56 years old were also recruited
as controls after exclusion of any renal cysts by ultrasound
examination. Peripheral blood samples were collected
from all participants, with prior informed consent. This
study was approved by the Institutional Ethical Review
Boards, Sichuan University.

PCR amplification
For each proband, the genomic DNA was extracted
from the peripheral blood sample using a standard phe-
nol-chloroform procedure and prepared in duplicate.
The duplicated region of PKD1 encoding exons 1-33
was amplified as five specific long fragments, and

electrophoresed on 1% agarose gel to detect the possible
large range of sequence rearrangement [15-17]. Then,
the five long-range PCR products were diluted 1:104 to
avoid genomic DNA carryover, and served as templates
for 50 nested PCR reactions. Meanwhile, exons from the
unique region of PKD1 gene and the entire PKD2 gene
were amplified from the genomic DNA by 31 additional
PCR reactions. A total of 81 PCR products, ranging
from 150 to 450 bp, were separated on 2.0% agarose gel
to check the amplification efficiency, then were prepared
for DHPLC analysis.

Mutation screening by DHPLC
DNA fragments were analyzed using an automated WAVE
Nucleic Acid Fragment Analysis System (Transgenomic,
Omaha, Nebraska). Wavemaker 4.2 software (Transge-
nomic, Omaha, Nebraska) was used to determine the opti-
mal melting temperature for the tested fragments.
Heteroduplexes of amplicons were generated prior to
DHPLC by denaturing the PCR products at 94°C for 5
min and cooling them at room temperature for 45 min.
Then, about 5-8 μL of each product was injected into a
high-throughput DNASep column and eluted with a linear
acetonitrile gradient of 2% per minute at a flow rate of 0.9
mL min-1. All chromatograms were grouped based on the
differences in profiles between the normal controls and
patients.

DNA sequencing
All fragments with aberrant elution profiles were
sequenced to confirm the possible changes using the same
forward and reverse PCR primers used for the PCR ampli-
fications. The change was checked with the duplicate sam-
ple after it was found. A necessary cloning and sequencing
of the fragment was performed if more than one sequence
changes were observed in a DNA fragment. The NCBI
RefSeq sequences were used for PKD1 [GeneBank:

Table 1 General clinical data of the studied patients

General description Rate (N = 65)a

%Female 49.3%

Average age at the time of test (years) 47.2 (range, 28-79)

%ESRDb 29.8%

Average GFR (mL/min)c 41.4 (range, 3.4-105.1)

Average Serum creatinine concentration
(μmol/L)

310.8 (range, 52.0-
1022.8)

Average BUN (mmol/L) c 12.3 (range, 3.4-41.8)

%With family historyd 72.6%
a Data summarized from 65 probands.
b ESRD defined as transplant, dialysis, or Modification of Diet in Renal Disease
(MDRD) GER < 10 mL/min.
c MDRD GFR = 186 × (Scr/88.4)-1.154 × Age-0.203 × (0.742 if female). Scr, Serum
Creatinine in μmol/L; BUN, blood urea nitrogen in mmol/L.
d Data obtained from the probands and their living family members.
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NM_001009944.2] and PKD2 [GeneBank: NM_000297.3]
in this study. The standard nomenclature recommended
by HGVS was used to number nucleotides and name
mutations or variations [18,19].

Evaluation of the pathogenicity of sequence variations
Frame-shifting deletions or insertions, nonsense, typical
splicing and in-frame changes of five or more amino acids
were defined as pathogenic mutations in this study [20].
Pathogenic potential of missense, intronic changes and
synonymous were evaluated using a method recom-
mended by Tan et al.
Firstly, gene variations were classified by analyzing

recurrence as reported in the literature, ADPKD mutation
database (PKDB) [21] and Single Nucleotide Polymorph-
ism database (dbSNP). Secondly, novel variations and pre-
vious unclassified variations were checked in family
members available and 100 unrelated normal controls.
Variations found in unaffected family members or unre-
lated normal controls were classified as polymorphisms.
Then, the functional significance of the remaining unclas-
sified variations was evaluated computationally using web-
based software programs. SIFT and PolyPhen-2 were used
to predict possible impact of substitutions on protein
function and/or structure [22-26]. The Align-GVGD pro-
gram was used to determine the Grantham Matrix Score
(GMS) for evaluating evolutionary conservation (Gran-
tham Variation[GV]) and chemical differences of resulting
amino acid substitutions (the Grantham Distance[GD])
[27-29]. Potential splice-site effects were predicted using
NNSplice and NetGene2 with default settings for mis-
sense, synonymous, and intronic changes [30-34].
All variations analyzed by these web-based software pro-

grams were finally sorted into four categories: 1) probable
pathogenic; 2) indeterminate; 3) probable polymorphism;
and 4) polymorphism. Only gene variations that were
unanimously predicted to be deleterious by SIFT, Poly-
Phen-2 and Align-GVGD or to affect splicing by NNSplice
and NetGene2 were considered to be “probably patho-
genic”, if no other definite mutation was found in the
same patient. If a definite mutation coexisted with a dele-
terious missense change or a likely atypical splicing varia-
tion in the same patient, the missense change and the
atypical splicing variation were considered to be “indeter-
minate”. Similarly, only variations that were scored as
begin or predicted to have no effect on splicing by all cor-
responding applications were considered to be “poly-
morphisms”. Otherwise, they were classified as “probable
polymorphisms”.

Results
In total, 92 different gene variations were detected. Among
them, 23 pathogenic mutations and 6 probably pathogenic
mutations, with 26 located in PKD1 and 3 in PKD2, were

found in 34 families (Table 2), giving a mutation detection
rate of 52.3% (34/65). Novel mutations were found in 69%
(20/29) of the mutations with a recurrent rate of 31% (9/
29). The most common mutation, NM_001009944.2:
c.5014_5015delAG, was found in three families. Two non-
sense mutations (NP_001009944.2: p.Tyr2796* and
NP_000288.1: p.Arg325*), one deletion (NP_001009944.2:
p.Asn2925Tyrfs*10) were found twice.
Definite mutations were found in 28 of the families

including 10 frameshift, 10 nonsense, two typical splicing
and one duplication of five amino acids. These disease-
causing mutations are reported in Table 3. Totally 28
missense changes were detected in the patients, of which
9 were reported as polymorphisms previously. Addition-
ally, NP_001009944.2: p.Ser372Asn and p.Arg2654Gly
that coexisted with a definite mutation NP_001009944.2:
p.Arg2430* in patient 09032 were found in unaffected
family members; NP_001009944.2: p.Leu1290Val that
coexisted with NP_001009944.2: p.Arg462fs in patient
08006, NP_001009944.2: p.Arg3169Gln that coexisted
with NP_001009944.2: p.Trp3785* in patient 08020, and
NP_001009944.2: p.Ala1792Thr in patient 09026 were
found in unrelated normal controls; these five missense
variations were classified as polymorphisms. The patho-
genic potential of the remaining 14 unclassified missense
changes were evaluated by SIFT, PolyPhen-2 and Align-
GVGD (see Additional file 1). Finally, additional six were
predicted to be deleterious by all three software applica-
tions, and classified as “probably pathogenic” (Table 4);
two were scored as benign unanimously and defined as
“polymorphisms"; others scored as deleterious by only
one or two of these applications were considered to be
“probable polymorphisms”.
Novel synonymous variations, intronic changes, and mis-
sense variations scored as “benign” or “unclassified” by
SIFT, PolyPhen-2 and Align-GVGD were evaluated for
splice-site effects (see Additional file 2). Three variations,
NM_001009944.2: c.7704-12C > T, NM_001009944.2:
c.7796T > G (p.Leu2599Arg), and NM_001009944.2:

Table 2 Characteristics of the detected mutations

Description PKD1 PKD2 Total

Pathogenic 21 3 23

Probably pathogenic 5 1 6

FS deletion/insertion/duplication 10 0 10

Nonsense 9 1 10

Splicing 1 1 2

IF deletion/insertion 1 0 1

Missense 5 1 6

Recurrent mutations 7 2 9 (31%)

Novel mutations 19 1 20 (69%)

Total mutations detected 26 (89.7%) 3 (10.3%) 29

FS, frame-shift; IF, in-frame.
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c.10618+16_10618+18delinsAAA were predicted to have a
slight effect on splice-site by only one of the applications
and therefore were considered to be “probable polymorph-
isms”. Based on the analysis criteria indicated above, six
variations were predicted to be “probably pathogenic”,
eight were classified as “probable polymorphisms”, and 55
were classified as “polymorphisms”. These polymorphisms

and probable polymorphisms are shown in Additional
file 3.

Discussion
Mutation analysis of PKD1 and PKD2 in Chinese ADPKD
patients previously focused on the unique region of the
genes [35-37], only one systematic mutation analysis of

Table 3 Details of pathogenic mutations observed from PKD1 and PKD2

Patient ID Region cdna Change Amino Acid Change Type Previous description

PKD1

08006 IVS7 c.1606+1G > A p.Arg462fs Splice PD

09065 EX9A c.1779delA p.Glu593Aspfs*192 Frameshift Novel

09030 EX13 c.3058C > T p.Gln1020* Nonsense PD

09041 EX15B c.3824delG p.Gly1275Valfs*71 Frameshift Novel

09052 EX15E c.4746G > A p.Trp1582* Nonsense PD

08011 EX15F c.5014_5015delAG p.Arg1672Glyfs*98 Frameshift PD

08019 EX15F c.5014_5015delAG p.Arg1672Glyfs*98 Frameshift PD

09034 EX15F c.5014_5015delAG p.Arg1672Glyfs*98 Frameshift PD

09060 EX15H c.5595delG p.Leu1866Serfs*83 Frameshift Novel

09056 EX15H c.5722C > T p.Gln1908* Nonsense Novel

08013 EX15M c.6424C > T p.Gln2142* Nonsense Novel

09024 EX15N c.6650_6664dup15 p.Val2217_Leu2221dup Duplication Novel

09069 EX15N c.6730_6731delAG p.Ser2244Hisfs*17 Frameshift Novel

08008 EX15N c.6781delG p.Glu2261Argfs*53 Frameshift Novel

09032 EX18 c.7288C > T p.Arg2430* Nonsense PD

09031 EX23A c.8388T > A p.Tyr2796* Nonsense Novel

09042 EX23A c.8388T > A p.Tyr2796* Nonsense Novel

08023 EX23B c.8614DelA p.Ile2872Serfs*3 Frameshift Novel

08002 EX23B c.8772_8776delCAACT p.Asn2925Tyrfs*10 Frameshift Novel

09066 EX23B c.8772_8776delCAACT p.Asn2925Tyrfs*10 Frameshift Novel

09037 EX29 c.9840_9843dupGGCC p.Thr3282Glyfs*109 Frameshift Novel

09035 EX35 c.10527_10528delGA p.Glu3509Aspfs*117 Frameshift Novel

08020 EX40 c.11354G > A p.Trp3785* Nonsense Novel

09063 EX44 c.12013C > T p.Gln4005* Nonsense PD

09058 EX44 c.12061C > T p.Arg4021* Nonsense PD

PKD2

09047 EX4 c.973C > T p.Arg325* Nonsense PD

09070 EX4 c.973C > T p.Arg325* Nonsense PD

09036 IVS4 c.1094+1G > C p.Ala365fs Splice PD

PD, previously described in other studies, details in the Human Gene Mutation Database (HGMD) and/or the Autosomal Dominant Polycystic Kidney Disease:
Mutation Database (PKDB).

Table 4 Details of the probably pathogenic mutations

Patient ID Region cdna change Amino Acid Change Type Previous description

PKD1

08012 EX15E c.4810G > A p.Val1604Met Substitution Novel

09049 EX26 c.9335G > T p.Cys3112Phe Substitution Novel

08009 EX26 c.9388C > T p.Arg3130Trp Substitution Novel

09028 EX29 c.9884A > G p.Asn3295Ser Substitution Novel

09040 EX40 c.11285C > T p.Pro3762Leu Substitution Novel

PKD2

09039 EX4 c.1034A > G p.Tyr345Cys Substitution Novel
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both genes in Chinese patients by single-strand conforma-
tion polymorphism (SSCP) has been reported, which con-
tained only 24 families [38]. Therefore, it is essential to
understand how mutations are distributed in all regions of
the genes in Chinese patients and the genetic diversity
between different ethnic groups. The present study has
analyzed 65 ADPKD families using DHPLC and DNA
sequencing, giving a mutation detection rate of 52.3%.
Among the 29 mutations, 69% are reported for the first
time, and recurrent mutations account for about 31%. No
hot mutation was found in this study.
Gene mutations detected in the study include frame-

shift, nonsense, missense, and splice-site changes, and
the proportion of each type of mutation is in agreement
with that reported by Rossetti et al. (P > 0.05, Chi-square
Test). In total of 62 variations detected in PKD1 gene of
the patients, 21 variations were located in exon 15, and
accounted for 33.9% (21/62) which is higher than that
recorded in PKDB (181/873) (P < 0.05, Chi-square Test).
No definitely pathogenic mutation that coexisted with
another mutation in a same patient was found in our
study of Chinese patients, only some missense, synon-
ymous, or intronic changes were found to coexist with a
definite pathogenic mutation, but were scored as benign
according to the analysis criteria. A duplication of five
amino acids (NP_001009944.2: p.Val2217_Leu2221dup)
found in patient 09024 was an exonic rearrangement that
may affect the structure of the protein, therefore, was
classified as a pathogenic mutation as recommended by
Rossetti et al.
A number of sequence changes in the 5’ replicated

region of PKD1 were also present in their homologous
locis, such as the mutations NM_001009944.2: c.7288C
> T (p.Arg2430*), c.8614DelA (p.Ile2872Serfs*3), and
four polymorphisms, NM_001009944.2: c.1849
+14_1849+26delTGGTGGGTGGTGG, c.8087T > G (p.
Leu2696Arg), c.8681_8689delCCAACTCCG (p.
Ala2894_Ser2896del) and c.9506G > A (p.Arg3169Gln).
Nucleotide sequences of PKD1 exhibiting these
changes were identical to at least one of their homolo-
gous copies on chromosome 16. A similar phenom-
enon was also observed in other ethnic groups [39,40],
especially in a population of 41 unrelated Thai and six
unrelated Korean families with ADPKD by Phakdee-
kitcharoen et al. A possible reason for the phenom-
enon is that gene conversion has happened between
PKD1 and its homologous loci [41,42]. Nevertheless,
this kind of variations should be interpreted carefully
when utilized in clinical diagnosis.
Because of the high prevalence of polymorphisms and

private mutations, particularly in PKD1, it is difficult to
determine whether a specific genetic change is a muta-
tion or a polymorphism. In the present study, all novel
variations and previous unclassified variations were first

checked in family members and unrelated normal con-
trols. Then the pathogenic potential of the remaining
variations were analyzed by web-based software applica-
tions. SIFT, PolyPhen-2, NNSplice, and NetGene2 were
used with default setting. The GMS was used to score
the GD and GV of each substitution, and this method
has been currently automated in the program Align-
GVGD. All analyses have finally identified additional six
probably pathogenic mutations, increasing the overall
detection rate to 52.3%, and this result demonstrates the
utility of bioinformatics evaluation of gene variations in
PKD genes.
DHPLC is a well-known method that could be used

for the detection of heterozygous variants. However,
DNA fragments with variants located in the GC-rich
region or the 5’ and 3’ ends nearby tend not to generate
recognizable elution peaks, which could lead to false
negative results [43]. Therefore, direct sequencing both
PKD1 and PKD2 genes of patients, especially the muta-
tion-negative cases, could be one of the most efficient
methods for mutation detection. Large deletions and
duplications were reported to account for 1%-3% of the
mutations in PKD1 patients [44,45], however, if the
rearrangement extends beyond the limits of the large
amplicons, only the wild-type would be amplified by
PCR. For this kind of mutations, multiplex ligation-
dependent probe amplification may serve as a more reli-
able detection assay [46,47]. Considering the structural
complexity of the PKD1 gene and the diversity of muta-
tion types, a combination of multiple methods rather
than a single assay is highly recommended to meet the
patients’ demand for a complete molecular genetic diag-
nosis of ADPKD.

Conclusions
The present mutation analysis of PKD1 and PKD2 genes
in Chinese Hans with ADPKD may contribute to a bet-
ter understanding of the genetic diversity between dif-
ferent ethnic groups and enrich the mutation database.
Besides, evaluating the pathogenic potential of novel
variations should also facilitate the clinical diagnosis and
genetic counseling of the disease, particularly through
the direct gene approach.

Additional material

Additional file 1: Supplementary Table S1. Evaluation of the
Pathogenic Potential of Missense Variants. The pathogenic potential
of missense variants was evaluated by SIFT, PolyPhen-2 and Align-GVGD.
For Align-GVGD analysis, an multisequence alignment (MSA) was
generated using the software T-coffee http://tcoffee.crg.cat/apps/tcoffee/
play?name=regular of PKD1 orthologs from human (GI 205360954),
monkey (GI 297283254), mouse (GI 124487380), rat (GI 293351352), dog
(GI 54792752), chicken (GI 118097923), frog (Xenopus [Silurana] tropicalis
GI 301605771), fish (Fugu, ENSTRUP0000002017). For PKD2, human (GI
4505835), monkey (GI 109074954), mouse (GI 164519057), rat (GI

Yu et al. BMC Medical Genetics 2011, 12:164
http://www.biomedcentral.com/1471-2350/12/164

Page 5 of 7

http://www.biomedcentral.com/content/supplementary/1471-2350-12-164-S1.DOC
http://tcoffee.crg.cat/apps/tcoffee/play?name=regular
http://tcoffee.crg.cat/apps/tcoffee/play?name=regular


300794239), dog (GI 74002219), chicken (GI 71896749), frog (GI
301618537), fish (Danio rerio GI50539686), cow (GI 114052611), fish
(Oryzias latipes GI 211904097), pig (Sus scrofa GI 311262841) were used.
Sequences were obtained from NCBI or Ensembl database. We entered
the two gene alignments using default settings. This method has been
currently automated in the program Align-GVGD.

Additional file 2: Supplementary Table S2. Atypical splicing
prediction. Atypical splicing prediction of novel synonymous variations,
intronic changes, and missense variations was performed using NNSplice
and NetGene2.

Additional file 3: Supplementary Table S3. Summary of PKD1 and
PKD2 Genetic Variations (Polymorphisms, Probable Polymorphisms).
A brief summary of polymorphisms and probable polymorphisms
detected from patients, unaffected family members and normal controls
in this study.

Acknowledgements
The study was supported by the National Key Technologies R&D Program of
China (Grant number: 2006BAI05A08). We would like to thank the patients
and their families for taking part in this study, and the study coordinators for
their help with patient recruitment.

Author details
1Department of Medical Genetics, and State Key Laboratory of Biotherapy,
West China Hospital, Sichuan University, Chengdu, Sichuan, 610041, P. R.
China. 2Department of Nephrology, West China Hospital, Sichuan University,
Chengdu, Sichuan, 610041, P. R. China. 3Center for Clinical Molecular
Medicine, Children’s Hospital, Chongqing Medical University, Chongqing,
400014, P. R. China.

Authors’ contributions
CY carried out the molecular genetic studies and drafted the manuscript. YY
and SZ designed the experiments and revised this article. ZH and JL
provided a part of patient subjects and the ultrasound examination of the
patients. LZ, YM, MM, DS and YL analyzed the mutation data and helped to
classify all the variations. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 20 July 2011 Accepted: 20 December 2011
Published: 20 December 2011

References
1. Wilson PD: Polycystic kidney disease. N Engl J Med 2004, 350:151-164.
2. The European Polycystic Kidney Disease Consortium: The polycystic kidney

disease 1 gene encodes a 14 kb transcript and lies within a duplicated
region on chromosome 16. Cell 1994, 77:881-894.

3. Mochizuki T, Wu G, Hayashi T, Xenophontos SL, Veldhuisen B, Saris JJ,
Reynolds DM, Cai Y, Gabow PA, Pierides A, Kimberling WJ, Breuning MH,
Deltas CC, Peter DJ, Somlo S: PKD2, a gene for polycystic kidney disease
that encodes an integral membrane protein. Science 1996, 272:1339-1342.

4. Bycroft M, Bateman A, Clarke J, Hamill SJ, Sandford R, Thomas RL,
Chothia C: The structure of a PKD domain from polycystin-1: implications
for polycystic kidney disease. EMBO J 1999, 18:297-305.

5. Distefano G, Boca M, Rowe I, Wodarczyk C, Ma L, Piontek KB, Germino GG,
Pandolfi PP, Boletta A: Polycystin-1 regulates extracellular signal-regulated
kinase-dependent phosphorylation of tuberin to control cell size
through mTOR and its downstream effectors S6K and 4EBP1. Mol Cell
Biol 2009, 29:2359-2371.

6. Wegierski T, Steffl D, Kopp C, Tauber R, Buchholz B, Nitschke R, Kuehn EW,
Walz G, Kottgen M: TRPP2 channels regulate apoptosis through the Ca2+
concentration in the endoplasmic reticulum. EMBO J 2009, 28:490-499.

7. Stekrova J, Reiterova J, Svobodova S, Kebrdlova V, Lnenicka P, Merta M,
Viklicky O, Kohoutova M: New mutations in the PKD1 gene in Czech
population with autosomal dominant polycystic kidney disease. BMC
Med Genet 2009, 10:78.

8. Ravine D, Gibson RN, Walker RG, Sheffield LJ, Kincaid-Smith P, Danks DM:
Evaluation of ultrasonographic diagnostic criteria for autosomal
dominant polycystic kidney disease 1. Lancet 1994, 343:824-827.

9. Nicolau C, Torra R, Badenas C, Vilana R, Bianchi L, Gilabert R, Darnell A,
Bru C: Autosomal dominant polycystic kidney disease types 1 and 2:
assessment of US sensitivity for diagnosis. Radiology 1999, 213:273-276.

10. Pei Y, Obaji J, Dupuis A, Paterson AD, Magistroni R, Dicks E, Parfrey P,
Cramer B, Coto E, Torra R, San Millan JL, Gibson R, Breuning M, Peters D,
Ravine D: Unified criteria for ultrasonographic diagnosis of ADPKD. J Am
Soc Nephrol 2009, 20:205-212.

11. Tan YC, Blumenfeld JD, Anghel R, Donahue S, Belenkaya R, Balina M,
Parker T, Levine D, Leonard DG, Rennert H: Novel method for genomic
analysis of PKD1 and PKD2 mutations in autosomal dominant polycystic
kidney disease. Hum Mutat 2009, 30:264-273.

12. Hughes J, Ward CJ, Peral B, Aspinwall R, Clark K, San Millan JL, Gamble V,
Harris PC: The polycystic kidney disease 1 (PKD1) gene encodes a novel
protein with multiple cell recognition domains. Nat Genet 1995,
10:151-160.

13. Loftus BJ, Kim UJ, Sneddon VP, Kalush F, Brandon R, Fuhrmann J, Mason T,
Crosby ML, Barnstead M, Cronin L, Deslattes Mays A, Cao Y, Xu RX, Kang HL,
Mitchell S, Eichler EE, Harris PC, Venter JC, Adams AD: Genome
duplications and other features in 12 Mb of DNA sequence from human
chromosome 16p and 16q. Genomics 1999, 60:295-308.

14. Harris PC, Torres VE: Polycystic kidney disease. Annu Rev Med 2009,
60:321-337.

15. Rossetti S, Chauveau D, Walker D, Saggar-Malik A, Winearls CG, Torres VE,
Harris PC: A complete mutation screen of the ADPKD genes by DHPLC.
Kidney Int 2002, 61:1588-1599.

16. Phakdeekitcharoen B, Watnick TJ, Ahn C, Whang DY, Burkhart B,
Germino GG: Thirteen novel mutations of the replicated region of PKD1
in an Asian population. Kidney Int 2000, 58:1400-1412.

17. Rossetti S, Strmecki L, Gamble V, Burton S, Sneddon V, Peral B, Roy S,
Bakkaloglu A, Komel R, Winearls CG, Harris PC: Mutation analysis of the
entire PKD1 gene: genetic and diagnostic implications. Am J Hum Genet
2001, 68:46-63.

18. Human Genome Variation Society (HGVS). [http://www.hgvs.org/
mutnomen].

19. den Dunnen JT, Antonarakis SE: Mutation nomenclature extensions and
suggestions to describe complex mutations: a discussion. Hum Mutat
2000, 15:7-12.

20. Rossetti S, Consugar MB, Chapman AB, Torres VE, Guay-Woodford LM,
Grantham JJ, Bennett WM, Meyers CM, Walker DL, Bae K, Zhang QJ,
Thompson PA, Miller JP, Harris PC, CRISP Consortium: Comprehensive
molecular diagnostics in autosomal dominant polycystic kidney disease.
J Am Soc Nephrol 2007, 18:2143-2160.

21. Autosomal Dominant Polycystic Kidney Disease: Mutation Database
(PKDB). [http://pkdb.mayo.edu/].

22. Ng PC, Henikoff S: Predicting the effects of amino acid substitutions on
protein function. Annu Rev Genomics Hum Genet 2006, 7:61-80.

23. Ng PC, Henikoff S: SIFT: Predicting amino acid changes that affect
protein function. Nucleic Acids Res 2003, 31:3812-3814.

24. 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, 7:248-249.

25. Sorts Intolerant From Tolerant (SIFT). [http://sift.jcvi.org/].
26. Polymorphism Phenotyping version 2 (PolyPhen-2), prediction of

functional effects of human nsSNPs. [http://genetics.bwh.harvard.edu/
pph2].

27. Align-GVGD. [http://agvgd.iarc.fr/references.php].
28. Tavtigian SV, Deffenbaugh AM, Yin L, Judkins T, Scholl T, Samollow PB, de

Silva D, Zharkikh A, Thomas A: Comprehensive statistical study of 452
BRCA1 missense substitutions with classification of eight recurrent
substitutions as neutral. J Med Genet 2006, 43:295-305.

29. Mathe E, Olivier M, Kato S, Ishioka C, Hainaut P, Tavtigian SV:
Computational approaches for predicting the biological effect of p53
missense mutations: a comparison of three sequence analysis based
methods. Nucleic Acids Res 2006, 34:1317-1325.

30. Hebsgaard SM, Korning PG, Tolstrup N, Engelbrecht J, Rouze P, Brunak S:
Splice site prediction in Arabidopsis thaliana pre-mRNA by combining
local and global sequence information. Nucleic Acids Res 1996,
24:3439-3452.

Yu et al. BMC Medical Genetics 2011, 12:164
http://www.biomedcentral.com/1471-2350/12/164

Page 6 of 7

http://www.biomedcentral.com/content/supplementary/1471-2350-12-164-S2.DOC
http://www.biomedcentral.com/content/supplementary/1471-2350-12-164-S3.DOC
http://www.ncbi.nlm.nih.gov/pubmed/14711914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8004675?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8004675?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8004675?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8650545?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8650545?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9889186?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9889186?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19255143?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19255143?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19255143?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19153608?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19153608?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19686598?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19686598?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7908078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7908078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10540671?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10540671?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18945943?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18837007?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18837007?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18837007?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7663510?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7663510?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10493829?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10493829?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10493829?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18947299?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11967008?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11012875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11012875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11115377?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11115377?dopt=Abstract
http://www.hgvs.org/mutnomen
http://www.hgvs.org/mutnomen
http://www.ncbi.nlm.nih.gov/pubmed/10612815?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10612815?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17582161?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17582161?dopt=Abstract
http://pkdb.mayo.edu/
http://www.ncbi.nlm.nih.gov/pubmed/16824020?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16824020?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12824425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12824425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20354512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20354512?dopt=Abstract
http://sift.jcvi.org/
http://genetics.bwh.harvard.edu/pph2
http://genetics.bwh.harvard.edu/pph2
http://agvgd.iarc.fr/references.php
http://www.ncbi.nlm.nih.gov/pubmed/16014699?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16014699?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16014699?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16522644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16522644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16522644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8811101?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8811101?dopt=Abstract


31. Brunak S, Engelbrecht J, Knudsen S: Prediction of human mRNA donor
and acceptor sites from the DNA sequence. J Mol Biol 1991, 220:49-65.

32. Reese MG, Eeckman FH, Kulp D, Haussler D: Improved splice site detection
in Genie. J Comput Biol 1997, 4:311-323.

33. Splice Site Prediction by Neural Network (NNSplice). [http://www.fruitfly.
org/seq_tools/splice.html].

34. NetGene2 Server. [http://www.cbs.dtu.dk/services/NetGene2/].
35. Ding L, Zhang S, Qiu W, Xiao C, Wu S, Zhang G, Cheng L: Novel mutations

of PKD1 gene in Chinese patients with autosomal dominant polycystic
kidney disease. Nephrol Dial Transplant 2002, 17:75-80.

36. Zhang DY, Sun TM, Zhang SZ, Tang B, Dai B, Zhang WL, Mei CL: Mutation
detection of PKD2 gene in Chinese by denaturing high-performance
liquid chromatograph. Zhonghua Yi Xue Yi Chuan Xue Za Zhi 2004,
21:211-214.

37. Li L, Li LY, Zhong CG, Gao BD, Lu GX: Mutation detection of PKD1 gene in
patients with autosomal dominant polycystic kidney diseases. Zhonghua
Yi Xue Yi Chuan Xue Za Zhi 2007, 24:666-669.

38. Zhang S, Mei C, Zhang D, Dai B, Tang B, Sun T, Zhao H, Zhou Y, Li L, Wu Y,
Wang W, Shen X, Song J: Mutation analysis of autosomal dominant
polycystic kidney disease genes in Han Chinese. Nephron Exp Nephrol
2005, 100:e63-76.

39. Watnick T, Phakdeekitcharoen B, Johnson A, Gandolph M, Wang M,
Briefel G, Klinger KW, Kimberling W, Gabow P, Germino GG: Mutation
detection of PKD1 identifies a novel mutation common to three families
with aneurysms and/or very-early-onset disease. Am J Hum Genet 1999,
65:1561-1571.

40. Thomas R, McConnell R, Whittacker J, Kirkpatrick P, Bradley J, Sandford R:
Identification of mutations in the repeated part of the autosomal
dominant polycystic kidney disease type 1 gene, PKD1, by long-range
PCR. Am J Hum Genet 1999, 65:39-49.

41. Watnick TJ, Gandolph MA, Weber H, Neumann HP, Germino GG: Gene
conversion is a likely cause of mutation in PKD1. Hum Mol Genet 1998,
7:1239-1243.

42. Afzal AR, Florencio RN, Taylor R, Patton MA, Saggar-Malik A, Jeffery S: Novel
mutations in the duplicated region of the polycystic kidney disease 1
(PKD1) gene provides supporting evidence for gene conversion. Genet
Test 2000, 4:365-370.

43. Xiao W, Oefner PJ: Denaturing high-performance liquid chromatography:
A review. Hum Mutat 2001, 17:439-474.

44. Consugar MB, Wong WC, Lundquist PA, Rossetti S, Kubly VJ, Walker DL,
Rangel LJ, Aspinwall R, Niaudet WP, Ozen S, David A, Velinov M,
Berqstralh EJ, Bae KT, Chapman AB, Guay-Woodford LM, Grantham JJ,
Torres E, Sampson JR, Dawson BD, Harris PC, Consortium: Characterization
of large rearrangements in autosomal dominant polycystic kidney
disease and the PKD1/TSC2 contiguous gene syndrome. Kidney Int 2008,
74:1468-1479.

45. Ariyurek Y, Lantinga-van Leeuwen I, Spruit L, Ravine D, Breuning MH,
Peters DJ: Large deletions in the polycystic kidney disease 1 (PKD1)
gene. Hum Mutat 2004, 23:99.

46. Sellner LN, Taylor GR: MLPA and MAPH: new techniques for detection of
gene deletions. Hum Mutat 2004, 23:413-419.

47. Kozlowski P, Bissler J, Pei Y, Kwiatkowski DJ: Analysis of PKD1 for genomic
deletion by multiplex ligation-dependent probe assay: absence of hot
spots. Genomics 2008, 91:203-208.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2350/12/164/prepub

doi:10.1186/1471-2350-12-164
Cite this article as: Yu et al.: Identification of novel mutations in
Chinese Hans with autosomal dominant polycystic kidney disease. BMC
Medical Genetics 2011 12:164.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Yu et al. BMC Medical Genetics 2011, 12:164
http://www.biomedcentral.com/1471-2350/12/164

Page 7 of 7

http://www.ncbi.nlm.nih.gov/pubmed/2067018?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2067018?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9278062?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9278062?dopt=Abstract
http://www.fruitfly.org/seq_tools/splice.html
http://www.fruitfly.org/seq_tools/splice.html
http://www.cbs.dtu.dk/services/NetGene2/
http://www.ncbi.nlm.nih.gov/pubmed/12386297?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12386297?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12386297?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15192819?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15192819?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15192819?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18067079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18067079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15775720?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15775720?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10577909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10577909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10577909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10364515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10364515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10364515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9668165?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9668165?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11216660?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11216660?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11216660?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11385705?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11385705?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18818683?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18818683?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18818683?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14695542?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14695542?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15108271?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15108271?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18060739?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18060739?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18060739?dopt=Abstract
http://www.biomedcentral.com/1471-2350/12/164/prepub

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	The patients and the normal controls
	PCR amplification
	Mutation screening by DHPLC
	DNA sequencing
	Evaluation of the pathogenicity of sequence variations

	Results
	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history

