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Abstract

Aim: Analysis of electrophysiological changes in children with spinal muscular atrophy (SMA) type 1, 2 and 3 before starting 
specific treatment and establishing clinical-electrophysiological correlations. 

Patients and method: Retrospective study of patients with SMA type 1, 2 and 3 genetically confirmed between 1-16 years 
of age. The relationship between the amplitude of the Compound Muscle Action Potential (CMAP) and the type of disease, 
respectively the number of SMN2 copies, as well as the correlations with the scores on the functional scales applied according 
to the SMA form (The Children’s Hospital of Philadelphia Infant Test of Neuromuscular Disorders/CHOP INTEND and 
Hammersmith Functional Motor Scale Expanded/HFMSE) were followed. 

Results: A significant correlation was demonstrated between CMAP and HFMSE for type 2 SMA (p <0.01, r = 0.687), a good 
statistical correlation between CMAP and CHOP for type 1 SMA (p <0.05, r = 0.586). Needle electromyography (EMG) 
showed active denervation in both early (1st, 2nd) and late (3rd) forms, demonstrating the ongoing degenerative process, along 
with elements of collateral reinnervation much more evident in the late form (3rd). 

Conclusions: Retrospective analysis of the group of patients without specific treatment demonstrated electrophysiological 
changes suggestive of peripheral motoneuron degenerative damage. The decrease in CMAP amplitude is associated with the 
SMA type and the scores on the functional scales.
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Introduction

	 Spinal muscular atrophy (SMA) is a degenerative neu-
romuscular disorder with autosomal recessive genetic transmis-
sion characterized by progressive loss of spinal and brainstem 
motor neurons, causing amyotrophy, motor deficit, swallowing 
and respiratory disorders [1,2]. Most cases of SMA are caused 
by the biallelic mutation in the SMN1 gene (telomeric) at the cr 
5q level (homozygous deletion) [3]. There are also rare situations 
with the compound heterozygous variant or punctiform muta-
tions. The SMN2 gene (centromeric) also present on chromo-
some 5 contributes to a small extent to the production of SMN 
protein and thus to the phenotypic aspect of the disease [4].

	 The aim of this study was the analysis of a representa-
tive group of patients with SMA before initiating treatment, with 
the assessment of clinical and electrophysiological parameters 
and subsequently with their monitoring in the evolution of the 
disease. It is a retrospective study, for the first time in Romania, 
applied to children with type 1, 2 and 3 of SMA.

	 The proposed objectives are the to establish statistical 
correlations between CMAP amplitude and scores on functional 
motor scales (CHOP and HFMSE). We will also follow the re-
lationship between the clinical appearance and the number of 
SMN2 copies, between the electromyographic appearance (nee-
dle EMG) and the type of disease, between the CMAP value in 
patients with SMA/healthy children of the same age.

	 Based on previous studies that considered electrophys-
iological parameters (CMAP) as markers for disease progression 
and prognosis [5,6], we formulated the working hypothesis that 
within the proposed group of patients of CNCRNC there will be 
a correlation with statistical significance between CMAP and the 
scores on the motor scales corresponding to the type of disease.

Classification

	 Four types of spinal muscular atrophy are described 
in the pediatric population: type 0 (prenatal) with onset during 
intrauterine life, decreased fetal movements, severe generalized 
hypotonia, severe respiratory failure, joint contractions, facial 
diplegia, atrial septal defect; type 1 (infantile) characteristic of 
the infant, with the onset of symptoms from birth to 3 months, 
severe form with severe hypotonia, breathing and swallowing 
disorders, rapid motor regression, with limited life expectancy 
<2 years; type 2 (intermediate) with the onset of symptoms after 
the age of 6 months, who have acquired the sitting position but 
will not walk independently. They develop severe, progressive 

scoliosis from early childhood; type 3 (late) with symptoms after 
the age of 1 year 6 months, they acquire autonomous gait, but 
with signs of proximal impairment, motor deficit on the girdles 
(predominantly on the pelvis), swaying, unstable gait. They do 
not have bulbar dysfunction, life expectancy is not affected [7,8].

CMAP - Biomarker in SMA

	 CMAP represents the summation of the motor fibers 
action potentials in a motor area, it is obtained by the supramax-
imal stimulation of a peripheral motor nerve [9]. It is an easy-to-
obtain but non-specific parameter that does not provide enough 
information about chronic re-innervation mechanisms. The am-
plitude of CMAP can be maintained despite the reduction in the 
number of motor neurons, due to compensatory changes (collat-
eral reinnervation). This aspect is especially encountered in the 
early stages before a significant loss of the number of motor units 
[10]. 

	 Electrophysiological parameters (CMAP, needle EMG) 
brought additional information about the cause of motor regres-
sion, loss of functional motor neurons, as well as about the com-
pensatory mechanisms of reinnervation [11]. They were initially 
used as markers of the disease onset, later as follow-up markers 
in patients treated or not treated with innovative therapies (dis-
ease modifiers and gene therapy) [1].

	 CMAP has also been explored as a prognostic factor. 
Studies following the natural course of the disease have shown 
that an initial maximal (baseline) CMAP may have a prognos-
tic role in determining progression in untreated SMA patients. 
CMAP can be correlated with the pre-existence of an active de-
nervation (degenerative process in progress) and implicitly with 
the setting of realistic objectives for the therapeutic intervention 
[12,13]. 

Patients and Methods

	 We performed a retrospective study within CNCRNC 
“Dr Nicolae Robanescu” with patients with SMA type 1, 2, 3 be-
tween September 2019 and January 2021.

	 The inclusion criteria were: 1) pediatric age (0-18 
years), 2) genetically confirmed SMA (MLPA) with typical mu-
tation (biallelic mutation in the SMN1 gene) or heterozygous 
compound, 3) number of SMN2 copies> 2. Exclusion criteria: 1) 
patients undergoing drug treatment, 2) agitated, uncooperative 
patients.
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	 CMAP was recorded in the ulnar nerve, by distal supra-
maximal stimulation. Also, all these patients were assessed from a 
functional point of view and scores were established on the mo-
tor scales corresponding to the type of disease (CHOP for type 
1, HFMSE for type 2 and 3). A 6-channel EMG Keypoint device 
was used for electrophysiological examination. No sedation was 
administered. A pleasant, comfortable atmosphere was created in 
the office to ensure the relaxation of the child and of his family in 
order to have the best possible collaboration [14]. The recorded 
distal skin temperature was over 35 degrees. We used surface elec-
trodes with adhesive gel (pediatric use) located at the level of the 
hypothenar eminence - the active electrode (collection) and 3 cm 
distally from it - the reference electrode. The electrical stimulation 
was performed at the level of the fist joint, at the level of the ulnar 
nerve (2-3 cm medially from the median nerve) using, as the case 
may be, the classic/pediatric stimulator, applying progressive in-
tensities from 10-15 mA to 50 mA. The CMAP obtained was feasi-
ble, reproducible, obtained at supramaximal intensities, therefore 
the electrical stimulation was repeated 3 times. The device soft-
ware records the maximum amplitude (negative peak). 

	 Needle EMG was performed in all types of SMA (1, 2 
and 3) using 0.25x0.35 mm (orange) bipolar needle for pediat-
ric use. Information was collected about spontaneous activity, as 
well as about the recruitment of motor unit potentials (MUP) 
under conditions of voluntary contraction. The examination was 
performed in waking conditions, occasionally using local anes-
thetic cream. The muscles examined were the anterior tibialis 
muscle and the brachial biceps.

	 The functional assessment was performed by a special-
ized physiotherapist, in good collaboration conditions, with the 
mother/father, creating a familiar environment. Internationally 
approved scales were applied for SMA assessment: CHOP IN-
TEND (type 1) and HFMSE (types 2 and 3) [15,16]. 

	 CHOP INTEND scale [17] is indicated in SMA type 
1 and measures the improvement of motor function by assess-
ing active movements, mobility and muscle strength following 
16 motor functions grouped into 3 categories: head and neck, 
hands; arms and shoulders; leg, lower limb and hip. The score 
varies from 0 to 64. 

	 HFMSE scale [17,18,19] measures motor function in 
ambulatory to non-ambulatory patients (types 2 and 3). Follows 
33 motor functions grouped into 7 categories: sitting position, 
rolling, transition/crawling, orthostatism/stepping, transition/
walking on knees, jumping, stairs. The score can take values be-
tween 0-66. 

Statistical analysis

	 For data processing, the Statistical Package for the So-
cial Sciences IBM SPSS Statistics 22 program was used to estab-
lish possible correlations between CMAP and scores on func-
tional scales. The tests were considered statistically significant at 
values of p <0.05 [20].

Results 

	 The group of patients consisted of 36 cases (35 with 
SMN1 homozygous deletion and 1 case of compound heterozy-
gous) - SMA type 1 - 13 cases, SMA type 2 - 15 cases, SMA type 
3 - 8 cases.

	 From the group of 13 patients with SMA type 1, aged 
between 3 weeks - 2 years - 92% have 2 SMN2 copies and mini-
mal motor acquisitions: only 38% have head control, rolling 31%, 
but all require noninvasive ventilation (100%), and on the CHOP 
scale they obtained scores between 7-59/64 (extremely different, 
depending on the time interval from the onset of the disease).

Clinical Signs Type 1
Type  2 Type 3

Sitters Non-Sitters Walkers Non-Walkers

SMN2 copies
2 copy 12 (92%) 3 (20%) 0 (0) 2 (25%) 0 (0)
3 copy 1 (8%) 11 (73%) 1 (7%) 4 (50%) 2 (25%)

Head controlul 5 (38%) 14 (93%) 1 (7%) 6 (75%) 2 (25%)
rolling 4 (30%) 14 (93%) 1 (7%) 6 (75%) 2 (25%)

Sitting position 0 (0) 14 (93%) 1 (7%) 6 (75%) 2 (25%)
Walking with support 0 (0) 3 (20%) 0 (0) 6 (75%) 0 (0)

Walking without support 0 (0) 0 (0) 0 (0) 4 (50%) 0 (0)
Swallowing disorder 9 (69%) 0 (0) 0 (0) 0 (0) 0 (0)

Noninvasive ventilation 13 (100%) 1 (7%) 0 (0) 0 (0) 0 (0)

Table 1: Clinical signs in SMA
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	 Out of 15 patients with SMA type 2 aged 1-14 years - 
80% with 3 SMN2 copies, 93% “sitters” with motor acquisitions 
up to independent sitting, scores with values ​​between 1-36/66 
(HFMSE), and 8 patients with SMA type 3 aged 2.6-16 years, 
75% with 3 SMN2 copies and 75% ambulatory, with  scores of 
19-54/66 (HFMSE) (Table 1).

	 Comparison of CMAP amplitude in patients with SMA 
versus healthy children of the same age showed significantly low-
er values ​​in all types of SMA compared to normal (Figure 1)

1.	 In type 1 the values ​​of the CMAP amplitude were ex-
tremely low. Immediate ly after birth, slightly low values ​​were 
observed, but after 1-2 weeks, a sudden decrease was registered, 
values ​​correlated with the motor decline, subsequently remain-
ing constantly low, below 0.5 mV (Figure 2)

	 Correla t ions between  CMAP amplitude and CHOP 
scale scores:

	 Following the comparative statistical analysis between 
the value of CMAP amplitude and the scores on the CHOP scale, 
it was observed that there was a significant correlation (p <0.03) 
between the two parameters, which indicates that patients with 
SMA type 1 record low CMAP values ​​at CHOP values decrease. 
(Table 2)

2.	 In type 2 low values ​​were obtained, sometimes at the 
lower normal limit, in evolution the values ​​remained relatively 
constant/stable. Children with type 2a (“weak”/non-sitters) who 
initially sat, but later lost this ability - showed low values ​​(be-
low 1mV), have amplitudes comparable to type 1 , i.e. about 1 
mV, and type 2b (“strong”/sitters) with moderately low values, 
between 2-3 mV (Figure 3).

Figure 1: CMAP in SMA type I, II, III vs normal

Figure 2: CMAP in SMA type I vs normal
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	 Correlations between C MAP amplitude and HFMSE 
scale scores:

	 A much clearer statistical correlation (p <0.005) was 
obtained between the CMAP amplitude and the HFMSE scale 
scores of SMA type 2, indicating a significant concordance be-
tween the electrophysiological and the clinical results (Table 3).

3.	 In type 3 the amplitude of CMAP usually has normal 
values, registering decreases in the context of motor regression. 
In the presented group we had patients with form 3a (non-walk-
ers) who lost their autonomic gait relatively fast in evolution 
(within 2-4 years) who recorded low/very low CMAP amplitude 
values ​​- approximately 1-2 mV (values ​​that overlap over type 2b). 
Patients with 3b forms (walkers) who maintained independent 
gait had almost normal values ​​of CMAP amplitude (Figure 4).

	 Correlat ions between CMAP amplitude and HFMSE 
scale scores:

	 In type 3 SMA, there was no statistically significant cor-
relation between CMAP amplitude and HFMSE scale scores (p 
<0.1), indicating a heterogeneous group of patients with incon-
sistencies between electrophysiological and clinical aspects (Ta-
ble IV).

	 Comparing the value of CMAP amplitude between the 
three SM A groups I, II, III (Figure 10) it was found that they 
varied depending on the clinical form and patient’s age but also 
on the duration of time from the onset of the disease (motor re-
gression).

Figure 3: CMAP in AMS tip II vs normal

  CHOP CMAP1

CHOP
Pearson Correlation 1 *586.
)Sig. (2-tailed   035.
N 13 13

CMAP1
Pearson Correlation *586. 1
)Sig. (2-tailed 035.  
N 13 13

Table 2: CHOP and CMAP1 Values

 HFMSE2 CMAP2
HFMSE2 Pearson Correlation 1 **687.

)Sig. (2-tailed  005.
N 15 15

CMAP2 Pearson Correlation **687. 1
)Sig. (2-tailed 005.  
N 15 15

Table 3: HFMSE2 and CMAP2 Values
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	 In the group of patients, we had a presymptomatic case 
aged 1 month (no. 7, Figure 5), without clinical signs of disease 
(normal muscle tone, osteotendinous reflexes present, without 
respiratory disorders), with CMAP amplitude values ​​of 3.3 mV 
(normal for age). He appears graphically in the area of ​​patients 
with form I but with normal electrophysiological parameters.

Relationship between SMA type and Electromyo-
graphic (EMG) Changes

	 In type 1, the most common EMG aspect was the spon-
taneous activity present (fibrillation potentials, fasciculations, 
positive waves) in both the proximal and distal muscles. In type 
2 the EMG changes obtained were different depending on the 
patient’s age – 2a ones were similar to those in type 1, but with 

Figure 4: CMAP în AMS tip III vs normal

 HFMSE3 CMAP3
HFMSE3 Pearson Correlation 1 609.

)Sig. (2-tailed  109.
N 8 8

CMAP3 Pearson Correlation 609. 1
)Sig. (2-tailed 109.  

Table 4: HFMSE2 and CMAP3 Values

Figure 5: CMAP Amp_0 and tip SMA Values
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the appearance of chronic denervation and re-innervation ele-
ments - the recruitment of motor unit potentials (MUP) is re-
duced, MUP with longer duration in 2b. In the type 3 SMA, the 
EMG aspect had generally no active denervation elements, with 
the presence of re-innervation compensating elements (MUP 
with increased duration and amplitude, late recruitment and in-
complete interference). In patients with recent motor regression, 
it has been correlated with the occurrence of active denervation 
potentials.

Discussion

	 The CMAP values ​​in patients with SMA 1, 2, 3 from the 
analyzed group compared to healthy subjects of the same age was 
consistent with the data mentioned in the literature. Compared 
to the normal values ​​of CMAP in healthy subjects [21] who have 
an average value at the level of the ulnar nerve of 4-11.5 mV (in-
creasing with age), values ​​below this curve [22] (Figure 3) were 
noticed in all forms of SMA in our group.

	 The obtained CMAP values ​​raised the suspicion of mo-
toneuron disease, being significantly low in the early forms (1 
and 2), and moderately/minimally in the late form [5,11]. These 
were associated with the time interval from the onset of the dis-
ease, being significantly lower in children who already have a sig-
nificant motor regression and muscle atrophy [23].

	 Also, in the d i sea s e su b g roups we observed similar 
CMAP amplitude values ​​in type 1 and 2a, as well as for 2b and 
3a, these were associated with the severity of the clinical picture/
motor regression. The electromyographic aspects recorded in 
our group were similar to those described in the literature [23], 
with the mention that spontaneous activity with active dener-
vation potentials was directly proportional to the degenerative 
process/motor regression, and less to the type of disease. In vol-
untary contraction MUP with modified morphology were reg-
istered (increased amplitude and duration, polyphasism), with 
late recruitment and incomplete interference, these indicating a 
chronic neurogenic process of re-innervation, more common in 
late forms.

	 Similar to the data from the literature [5,8,23,25], an in-
versely proportional relationship was observed in the analyzed 
group between the clinical picture and the number of SMN2 
copies, the patients with small number of copies having a more 
severe phenotype of disease.  There were 2 exceptions - the pre-
symptomatic case with SMN1 biallelic mutation and 2 SMN2 
copies and the one with type 3b - ambulatory, heterozygous com-
pound with 2 SMN2 copies.

	 Due to the heterogeneous aspect of the examined group 
and to the relatively small number of examined patients, there 
were limitations in the statistical analysis. However, it is im-
portant to note the importance of associating clinical data with 
electrophysiological data that gave us a correct perspective on 
the onset of the disease/motor regression and the possibility of 
monitoring the natural evolution of the disease versus treatment 
[12,13,15,18]. Data from the literature have indicated that elec-
trophysiological parameters such as CMAP amplitude associat-
ed with clinical ones have been defined in the inclusion criteria 
in clinical trials such as ENDEAR and SPR1NT [12,26], items 
monitored in order to follow the evolution of patients undergo-
ing specific treatment and to demonstrate the “amount” of vi-
able motor neurons at the time of treatment initiation for the 
pre-symptomatic patient. 

	 Also, the value of CMAP amplitude below 1.5 mV in 
the ulnar nerve and active denervation present (fibrillation, pos-
itive waves), along with clinical criteria were proposed as indi-
cators of disease onset in pre-symptomatic newborns genetically 
confirmed with SMA, aspect extremely useful in daily practice 
because the definition of this category of patients is essential in 
order to initiate treatment as early as possible [25,27].

	 Compared to the data from the literature [5,10,24,25,28] 
and within our group we demonstrated correlations with statis-
tical significance only in the case of type 2/scores on the HFMSE 
scale (p <0.03, r -0.6) and in the case of type 1/CHOP scores 
(p <0.05, r-0.5) these demonstrating a synergy between the two 
parameters at a time of disease evolution. In the case of type 3 
of SMA, the lack of statistical significance between CMAP and 
HFMSE was interpreted in the context of the heterogeneous 
group of patients, most of them being non-ambulatory patients 
with long-term chronic evolution.

	 The limitations of the study consisted in the relatively 
small number of patients, aged in large intervals within each type 
of disease, heterogeneous subgroups from the perspective of the 
time interval between the onset of the disease and the clinical/
electrophysiological assessment. Due to these aspects, the statis-
tical significance was not optimal, requiring in the future the ex-
pansion of this group of patients, analysis on disease subgroups 
to ensure better homogeneity.

	 Also, the evolution of electrophysiological and clinical 
parameters in patients under new, innovative treatments (disease 
modifier and gene therapy) will be followed in subsequent stud-
ies.
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Conclusions

	 The electrophysiological study was helpful in neurope-
diatric medical practice along with the clinical examination for 
raising the suspicion of motoneuron disease (SMA), being a fea-
sible, rapid, easy way to perform investigation. Electrophysiolog-
ical parameters (CMAP, needle EMG) were used as biomarkers 
at the onset of the disease, but also in monitoring the evolution, 
providing significant data for prognosis.

Recognition

	 The present study is being linked to the whole of the 
PhD work: “Clinical and electrophysiological correlations in spi-
nal muscular atrophy in patients treated with Nusinersen”.



J Neurophysiol Neurol Disord 2021 | Vol 9: 103  JScholar Publishers                  

 
9

References

1. 	 DST Kariyawasam, A D’silva, C Lin, MM Ryan, MA 
Farrar (2019) “Biomarkers and the development of a personal-
ized medicine approach in spinal muscular atrophy,” Front  Neu-
rol 10: 1–12. 

2. 	 T Yonekawa, H Komaki, Y Saito, K Sugai, M Sasaki, 
“Peripheral nerve abnormalities in pediatric patients with spinal 
muscular atrophy,” Brain Dev 35: 165–71.

3. S Lefebvre, L Bürglen, S Reboullet, O Clermont, P Burlet, et 
al. “Identification and characterization of a spinal muscular atro-
phy-determining gene,” Cell 80: 155–65, 1995.

4. 	 MA Farrar and MC Kiernan (2015) “The Genetics of 
Spinal Muscular Atrophy: Progress and Challenges,” Neurother-
apeutics 12: 290–302.

5. 	 Kathryn J Swoboda, Thomas W Prior, Charles B Scott, 
Teresa P McNaught, Mark C Wride, et al. (2005) “Natural history 
of denervation in SMA: Relation to age, SMN2 copy number, and 
function,” Ann Neurol 57: 704–12.

6. 	 Stephen J Kolb, Christopher S Coffey, Jon W Yankey, 
Kristin Krosschell, W David Arnold, et al. (2016) “Baseline re-
sults of the NeuroNEXT spinal muscular atrophy infant biomar-
ker study,” Ann Clin Transl1 Neurol 3: 132–45.

7. 	 P Yuan and L Jiang (2015) “Clinical characteristics of 
three subtypes of spinal muscular atrophy in children,” Brain 
Dev 37: 537–41.

8. 	 SJ Kolb and JT Kissel (2015) “Spinal muscular atrophy,” 
Neurol  Clin 33: 831–46.

9. 	 Aga J Lewelt, Kristin J Krosschell, Charles Scott, Ai 
Sakonju, John T Kissel, et al. (2010) “Compound muscle action 
potential and motor function in children with spinal muscular 
atrophy,” Muscle and Nerve  42: 703-08.

10. 	 WD Arnold, LR Simard, SB Rutkove, SJ Kolb (2017)  
“Development and Testing of Biomarkers in Spinal Muscular 
Atrophy,” Spinal Muscular Atrophy Dis Mech Ther 383-97.

11. 	 PB Kang (2007) “Pediatric nerve conduction studies 
and EMG,” Clin Neurophysiol Prim 369-89.

12. 	 Richard S Finkel, Eugenio Mercuri, Basil T Darras, 
Anne M Connolly, Nancy L Kuntz, et al. (2017) “Nusinersen ver-
sus Sham Control in Infantile-Onset Spinal Muscular Atrophy,” 
N Engl J Med 377: 1723-32.

13. 	 T  Dangouloff, L Servais (2019) “Clinical evidence 
supporting early treatment of patients with spinal muscular atro-
phy: Current perspectives,” Ther Clin Risk Manag 15: 1153-61.

14. 	 MC Pitt (2012) “Nerve conduction studies and needle 
EMG in very small children,” Eur J Paediatr Neurol 16: 285–91.

15. 	 E Mercuri (2016) “The evolving natural history of SMA 
types II and III,”.

16. 	 Marika Pane, Concetta Palermo, Sonia Messina, Valeria 
A Sansone, Claudio Bruno, et al. (2018) “An observational study 
of functional abilities in infants, children, and adults with type 1 
SMA,” Neurol 91: e696–e703.

17. 	 “Physical assessments for individuals with spinal mus-
cular atrophy (SMA).” 

18. 	 Eugenio Mercuri, Richard Finkel, Jacqueline Montes, 
Elena S Mazzone, Maria Pia Sormani, et al. (2016) “Patterns of 
disease progression in type 2 and 3 SMA: Implications for clini-
cal trials,” Neuromuscul Disord 26: 126–31.

19. 	 Danielle Ramsey, Mariacristina Scoto, Anna Mayhew, 
Marion Main, Elena S Mazzone, et al. (2017)  “Revised Ham-
mersmith Scale for spinal muscular atrophy: A SMA specific cli-
nical outcome assessment tool,” PLoS One 12: 1–19.

20. 	 “StatisticsSolutions. Pearson’s Correlation Coefficient.” 
https://www.statisticssolutions.com/pearsons-correlation-co-
efficient/ (accessed May 01, 2021).

21. 	 CS Ryan, EM Conlee, R Sharma, EJ Sorenson, AJ Boon, 
et al. (2019) “Nerve conduction normal values for electrodiagno-
sis in pediatric patients,” Muscle Nerve 60: 155-60.

22. 	 Stephen J Kolb, Christopher S Coffey, Jon W Yankey, 
Kristin Krosschell, W David Arnold, et al. (2017)  “Natural His-
tory of Infantile-Onset Spinal Muscular Atrophy,” Ann Neurol 
82: 883-91. 

23. 	 W David Arnold et al. (2014)  “Electrophysiological 
biomarkers in spinal muscular atrophy: Proof of concept,” Ann 
Clin Transl Neurol 1: 34–44.



J Neurophysiol Neurol Disord 2021 | Vol 9: 103  JScholar Publishers                  

 
10

Submit your manuscript at 
http://www.jscholaronline.org/submit-manuscript.php

Submit your manuscript to a JScholar journal 
and benefit from:

¶¶ Convenient online submission
¶¶ Rigorous peer review
¶¶ Immediate publication on acceptance
¶¶ Open access: articles freely available online
¶¶ High visibility within the field
¶¶ Better discount for your subsequent articles

24. 	 WD Arnold,  D Kassar, JT Kissel (2015)  “Spinal mus-
cular atrophy: Diagnosis and management in a new therapeutic 
era,” Muscle and Nerve 51: 157-67.

25. 	 RS Finkel (2013)  “Electrophysiological and motor 
function scale association in a pre-symptomatic infant with spi-
nal muscular atrophy type I,” Neuromuscul  Disord 23: 112–15.

26. 	 “Pre-Symptomatic Study of Intravenous Onasemno-
gene Abeparvovec-xioi in Spinal Muscular Atrophy (SMA) for 
Patients With Multiple Copies of SMN2 (SPR1NT).” 

27. 	 Darryl C De Vivo, Enrico Bertini, Kathryn J Swoboda, 
Wuh-Liang Hwu, Thomas O Crawford, et al. (2019)  “Nusiner-
sen initiated in infants during the presymptomatic stage of spinal 
muscular atrophy: Interim efficacy and safety results from the 
Phase 2 NURTURE study,” Neuromuscul Disord 29: 842-56.

28. 	 Richard S Finkel, Claudia A Chiriboga, Jiri Vajsar, John 
W Day , Jacqueline Montes, et al. (2016) “Treatment of infan-
tile-onset spinal muscular atrophy with nusinersen: a phase 2, 
open-label, dose-escalation study,” Lancet 388: 3017-26 


