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Abstract
In 2012, we published guidelines summarizing and evaluating late 2011 evidence for
diagnosis and therapy of urea cycle disorders (UCDs). With 1:35 000 estimated inci-
dence, UCDs cause hyperammonemia of neonatal (~50%) or late onset that can lead
to intellectual disability or death, even while effective therapies do exist. In the 7 years
that have elapsed since the first guideline was published, abundant novel information
has accumulated, experience on newborn screening for some UCDs has widened, a
novel hyperammonemia-causing genetic disorder has been reported, glycerol
phenylbutyrate has been introduced as a treatment, and novel promising therapeutic
avenues (including gene therapy) have been opened. Several factors including the
impact of the first edition of these guidelines (frequently read and quoted) may have
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increased awareness among health professionals and patient families. However, under-
recognition and delayed diagnosis of UCDs still appear widespread. It was therefore
necessary to revise the original guidelines to ensure an up-to-date frame of reference
for professionals and patients as well as for awareness campaigns. This was accom-
plished by keeping the original spirit of providing a trans-European consensus based
on robust evidence (scored with GRADE methodology), involving professionals on
UCDs from nine countries in preparing this consensus. We believe this revised guide-
line, which has been reviewed by several societies that are involved in the manage-
ment of UCDs, will have a positive impact on the outcomes of patients by establishing
common standards, and spreading and harmonizing good practices. It may also pro-
mote the identification of knowledge voids to be filled by future research.
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1 | INTRODUCTION

The first version of the urea cycle disorders (UCDs) guide-
lines were intended for all involved care providers, including
metabolic specialists, pediatricians, dietitians, neonatologists,

intensive care specialists, adult physicians, neurologists,
nurses, psychologists, pharmacists, and patients and their
families.1 These guidelines covered the deficiencies of the
five “classical” urea cycle enzymes (Figure 1), carbamoyl-
phosphate synthetase 1 (CPS1), ornithine transcarbamylase

FIGURE 1 The urea cycle and
associated pathways. ALT, alanine
aminotransferase; ARG1, arginase 1; ASL,
argininosuccinate lyase; ASS,
argininosuccinate synthetase; AST,
aspartate aminotransferase; CAVA,
carbonic anhydrase Va; citrin,
mitochondrial aspartate/glutamate carrier;
CPS1, carbamoyl phosphate synthetase 1;
FUM, fumarase; GDH, glutamate
dehydrogenase; GLS, glutaminase; LDH,
lactate dehydrogenase; MDH, malate
dehydrogenase; NAGS, N-acetylglutamate
synthase; ORNT1, ornithine/citrulline
antiporter; OTC, ornithine
transcarbamylase. Modified from
Reference342
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(OTC), argininosuccinate synthetase (ASS), argininosucci-
nate lyase (ASL), and arginase 1 (ARG1). In addition, they
dealt with the deficiencies of N-acetylglutamate synthase
(NAGS), the enzyme that provides N-acetylglutamate (NAG)
needed to activate CPS1, and of the mitochondrial
ornithine/citrulline antiporter (ORNT1), necessary for entry
of ornithine into the mitochondrion and for exit of citrulline
to the cytosol for further conversion to arginine. A deficiency
of the latter causes the hyperornithinemia-hyperammonemia-
homocitrullinuria (HHH) syndrome (Figure 1).

Although all these deficiencies (abbreviated with “D” fol-
lowing the enzyme acronym) were already well-
characterized before 2012, all of them having individual
MIM entries (in the same order as the indicated catalysts
#237300; #311250; #215700; #207900; #207800, #237310,
and #238970), their relative rarity (recent estimates of their
cumulative incidences, 1:35 000-1:69 0002,3) and dispersion
among centers prompted us to make an effort to gather all
the significant published evidence on them to try to draw
evidence-based guidelines for diagnosis and treatment. The
2012 publication was evaluated ex post confirming high and
sustained interest in the guidelines,4 as reflected by the con-
siderable number of reads and citations. Thus, they may
have increased awareness and enabled streamlining and har-
monization of procedures for diagnosis and effective treat-
ment. These represent important advances since UCDs are
serious disorders presenting in 50% of the cases as neona-
tal hyperammonemia with high mortality (25%-50%) and,
frequently, with severe neurological sequelae in survi-
vors.5-11 The more variable clinical manifestations
observed in later presentations (that may occur at any age)
are also burdened with significant morbidity and mortal-
ity.6,12-14 Furthermore, prompt diagnosis and specific
treatment are imperative15,16 to prevent subsequent cogni-
tive impairment, known to correlate with duration and
severity of hyperammonemia.7,17-19

Nearly 7 years after the initial publication, it was desir-
able to revise our guidelines, given the many changes in the
UCD field and advances made. This is reflected by the addi-
tion of 151 new publications reporting significant advances.
The advances encompass many clinically relevant aspects,
including epidemiology, clinical course, and outcomes;
pathogenetic mechanisms with potential to base novel thera-
pies, exemplified with ASLD20; increased experience with
newborn screening (NBS) for some UCDs; and a novel
genetically caused hyperammonemia impacting on the urea
cycle, carbonic anhydrase Va (CAVA) deficiency.21 Further-
more, several new information has emerged, especially the
availability of novel treatment options including a new drug
(glycerol phenylbutyrate) and the development of novel
therapeutic avenues (including gene therapy).

A postpublication criticism to our initial guidelines was
the use of the Scottish Intercollegiate Guideline Network
(SIGN, http://www.sign.ac.uk) methodology, which inevita-
bly resulted in poor ratings of the strength of the guidelines'
recommendations.22 The Grading of Recommendations,
Assessment, Development and Evaluation (GRADE; http://
www.gradeworkinggroup.org/society/index.htm) system
offered an alternative that may be more suitable for rare dis-
eases. This first extensive revision of the UCD guidelines
therefore uses the GRADE methodology for all recommen-
dations, also those that required little update compared to the
initial publication.

As in the 2012 guideline, the present revision focuses on
the seven classical enzymopathies of the urea cycle and on
NAGS and ORNT1 deficiencies, but also considers in the
differential diagnosis citrin deficiency (citrullinemia type
2, MIM #605814 and #603471), lysinuric protein intolerance
(LPI, MIM #222700), pyrroline 5-carboxylate synthetase
(MIM #610652) and ornithine aminotransferase (OAT,
MIM #258870) deficiencies, and CAVAD (MIM #615751),
which are rare in European populations and with yet limited
evidence for their management.

2 | METHODOLOGY AND
OBJECTIVES

This revision is the result of a formalized consensus process
from 2011 onwards, incrementing by 151 new publications
the already used 263 publications of the first version of these
guidelines (details on literature accretion and judgment are
in Reference 1). A 17-expert panel was assembled from
eight different European countries and Israel, in which
R.S. was the moderator and J.H. the chairperson, and which
included 10 additional pediatric metabolic specialists (A.B.,
A.C., C.D.-V., M.H., D.K., M.L., H.M., D.M., A.S., G.T.), a
pediatric nephrologist (G.P.-M.), a metabolic specialist for
adults (A.S.), and one each of the following: medical bio-
chemist (V.R.), psychologist (M.H.), and metabolic dieti-
tian (M.D.).

A criticism of the first version of the guideline22 led the
panel to adopt the GRADE methodology for scoring evi-
dence levels (Grading of Recommendations Assessment,
Development and Evaluation, http://www.gradeworking
group.org/) as High (++++), Moderate (+++), Low (++),
and Very low (+).

The panel reached a consensus on the importance of the
outcome parameters and key questions listed below. Out-
comes were rated on a scale from 1 to 9 in increasing degree
of importance for decision-making. Scores of 9 to 7 were
considered to be of critical importance, 6 to 4 of importance
but not critical and 3 to 1 of low importance.
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Outcome/key question
Importance/
score given

1. Survival in early onset disease Critical

How can survival be improved? 9

• How can patients be identified early and reliably? 9

• Which parameters are prognostic in the short and
long-term?

8

• What interventions are appropriate in which
situations?

8

2. Survival in late-onset disease Critical

• How can survival be improved? 8

• How can patients be identified early and reliably? 8

• Which parameters are prognostic in the short and
long-term?

7

• What interventions are appropriate in which
situations?

8

3. Cognitive outcome Critical

• How to preserve cognitive function? 8

4. Neurological outcome Critical

• How to prevent neurological disease? 8

5. Liver disease Important

• How to prevent significant liver disease? 6

6. Psychiatric outcome Important

• How to prevent psychiatric manifestations? 6

7. Quality of life Critical

• How to preserve quality of life? 8

• How to reduce the burden of disease? 7

• What is the burden of dietary and drug treatment? 7

8. Auxology Important

• How to achieve normal growth and weight? 6

Medline, Web of Science, Embase, Cochrane Library,
MedLink, and Orphanet were used for systematic literature
searches.

The panel examined the recommendations of the first
version, re-phrased and changed them as required by the
updated evidence. Based on the strength of the evidence
derived from the literature, recommendations are phrased
according to GRADE (we strongly recommend …; we rec-
ommend …; we suggest …). Expert opinions (ie, no publi-
shed evidence, result of a consensus-oriented discussion of
the panelists) are labeled as such.

2.1 | Statement of intent

The goal of these guidelines remains the same, to facilitate
informed decision-making in the process of UCD patient
care and to be considered an evidence-based instrument to

help optimize care. In dealing with individual patients, the
guidelines should not substitute prudent clinical decision-
taking, but they can provide an informed background for dis-
cussing diagnostic and therapeutic options. Despite the use
of as sound evidence as available, they cannot guarantee by
themselves satisfactory diagnosis and outcome in every
patient, neither can they be considered to exhaustively cover
all possibilities for diagnosis and care; they do not exclude
in principle other nonmentioned but acceptable methods that
have not been included.

3 | SUGGESTED GUIDELINES

3.1 | Diagnostic aspects of UCDs

3.1.1 | The clinical picture

The majority of the UCDs covered in this guideline were
already well known in 2011 and thus their clinical presenta-
tions were fully represented in the first version of these
guidelines, with little substantial change since then. There-
fore, we refer to the earlier version for more detail and we
provide a slightly modified table (Table 1) to summarize the
clinical features and triggering factors in these disorders.

In short, UCDs can have acute, chronic, and intermittent
clinical manifestations occurring at any age,23-29 having as
clinical hallmark the hyperammonemic crisis, which is
mostly triggered by the change from intrauterine to neonatal
life and by catabolic events, protein overload or intake of
certain drugs (Table 1). Concerning drugs, a novel realiza-
tion is that attention should be payed to inhibitors of car-
bonic anhydrases (like topiramate30), since bicarbonate is a
substrate of CPS1 and its local production in liver mitochon-
dria by CAVA can limit the rate of CPS1. This has been rev-
ealed by the report of hyperammonemia due to CAVAD.21

The fragility and structural alterations of hair
(trichorrhexis nodosa) of ASLD23,31-33 and the progressive
spastic diplegia of ARG1D and HHH syndrome (frequently
without a history of hyperammonemia)29,34-36 are relatively
specific manifestations of UCDs that are apparent on clinical
examination.

As symptoms of UCDs are nonspecific and they are
manifestations of ammonia-triggered encephalopathy, UCDs
should be immediately suspected when unexplained ence-
phalopathy occurs at any age, but particularly in neo-
nates.37,38 Table 1 reflects the occurrence of less frequent
and largely nonspecific hepatic-digestive and other neuro-
logical and/or psychiatric manifestations in UCDs, including
acute or chronic liver failure as presenting manifestation in
OTCD, ASSD, ARGD, and HHH syndrome39-46 and, more
rarely, stroke-like episodes (metabolic strokes; detectable by
diffusion magnetic resonance imaging [MRI]) that can be
reversed with prompt treatment of the UCD17,47-51; chorea52;
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cerebral palsy without patent hyperammonemia or cerebral
edema53,54; episodic cortical visual losses55,56; autism-like
symptoms13,57; behavioral problems during childhood13 and

in postpuberal patients; and other episodic psychiatric symp-
toms that may be the only manifestation of a UCD.58 The
dermatitis observed in some UCD patients likely reflects
protein malnutrition.59,60

Concerning severity, symptoms can be subtle in partial
deficiencies, even with spontaneous resolution of acute epi-
sodes without targeted intervention. This is quite characteris-
tic for female carriers for OTCD, in whom there is ample
variability of disease expression largely due to variable
lyonisation, since this is an X-linked defect.15,61 Postpartum
coma has been reported as a first manifestation in females
with partial OTCD, CPS1D, and ASSD.62-64 Manifestations
of partial UCDs can vary among individuals having the
same mutant genotype, exemplified best with partial OTCD
and CPS1D in different members of the same family.65-67

The family history may indicate X-linked inheritance for
OTCD and show consanguinity in other UCDs, all of which
are autosomal recessive conditions. It is mandatory with
suspected UCD patients to take a careful medical history,
investigating the occurrence in the family of unexplained
neonatal deaths, of neurological disorders, or of protein
avoidance, and asking about drug intake by the patient.

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #1: We strongly recommend
considering a UCD at any age in any acute or inter-
mittent neurological deterioration or psychiatric ill-
ness, acute liver failure, suspected intoxication, or
in the differential diagnosis of neonatal sepsis.
Catabolism or protein load may represent triggering
factors.
Quality of evidence: moderate (8/12 panelists
voted “moderate,” 4/12 panelists voted “high”)

3.1.2 | Laboratory findings

Hyperammonemia is the hallmark of UCDs with peak
ammonia concentrations >500 μmol/L in most neonatal
patients at presentation.38 Normal ammonia virtually
excludes a UCD in a symptomatic newborn (but not in an
older patient). Immediate ammonia measurement in an emer-
gency setting is crucial since patient outcome correlates with
the length of hyperammonemia.5,7,19 To shorten the time to
diagnosis, an electronic medical record-based warning sys-
tem to consider ammonia measurement has been suggested
for neonates aged 2 to 7 days, on whom blood gas analyses

TABLE 1 Clinical signs and symptoms of acute and chronic
presentations of UCDs, and triggering factors for hyperammonemia in
UCD patients

Acute presentation Chronic presentation

• Altered level of
consciousness (from
lethargy and somnolence to
coma) mimicking
encephalitis or drug
intoxication

• Acute encephalopathy (see
below)

• Seizures (mostly under
situation of altered level of
consciousness)

• Ataxia: mostly under situation
of altered level of
consciousness

• Stroke-like episodes
• Transient visual loss
• Vomiting and progressive

poor appetite
• Liver failure, coagulopathy

(esp. in OTCD and HHH)
• Multiorgan failure
• Peripheral circulatory

failure
• Psychiatric symptoms

(hallucinations, paranoia,
mania, emotional or
personality changes)

• “Post-partum psychosis”
• In neonates: sepsis-like

picture, temperature
instability, respiratory
distress, hyperventilation

• Confusion, lethargy, dizziness
• Headaches, migraine-like,

tremor, ataxia, dysarthria
flapping tremor (in adults)

• Learning disabilities, cognitive
impairment

• Epilepsy
• Chorea, cerebral palsy
• Protracted cortical visual loss
• Progressive spastic diplegia or

quadriplegia starting in childhood
(described in ARG1D and HHH
syndrome)

• Protein aversion, self-selected
low-protein diet

• (Recurrent) abdominal pain,
vomiting

• Failure to thrive
• Hepatomegaly, elevated liver

enzymes
• Psychiatric symptoms:

hyperactivity, mood alteration,
behavioral changes,
aggressiveness

• Self-injurious behaviour
• Autism-like symptoms
• Fragile hair (mainly in ASLD)
• Dermatitis
• Episodic character of signs and

symptoms
• Specific neuropsychological

phenotype in heterozygous OTC
females

Potential triggers of hyperammonemic crises in UCD patients

• Birth of the patient: passage from intrauterine to extrauterine life
• Infections
• Fever
• Vomiting
• Gastrointestinal or internal bleeding
• Decreased energy or protein intake (eg, fasting pre surgery, major weight

loss in neonates)
• Catabolism and involution of the uterus during the postpartum period

(mostly OTC females)
• Chemotherapy, high-dose glucocorticoids
• Prolonged or intense physical exercise
• Surgery under general anesthesia
• Unusual protein load (eg, a barbecue, parenteral nutrition)
• Drugs: Mainly valproate and L-asparaginase/pegaspargase.

Topiramate, carbamazepine, phenobarbitone, phenytoine, primidone,
furosemide, hydrochlorothiazide and salicylates have also been
associated with hyperammonemic decompensation.

Bold: typical signs and symptoms; standard: uncommon signs and symptoms;
italics: signs and symptoms only reported in single patients.
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are undertaken.68 Respiratory alkalosis in a newborn is pre-
sent in up to 50% of acute UCDs and should prompt imme-
diate ammonia measurement.69 There are clinically relevant
pre-analytical pitfalls with respect to collection, handling,
storage, and analysis of blood samples for ammonia
analysis.70,71

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #2: We strongly recommend
determining ammonia in all conditions defined by
recommendation #1 as an emergency analysis. Be
aware of pre-analytical pitfalls.
Quality of evidence: high (9/12 high, 3/12
moderate)

If hyperammonemia is confirmed, plasma amino acids,
blood or plasma acylcarnitines, and urine organic acids and
orotic acid should be analyzed urgently. The results should
be available within 24 hours, but treatment must not be del-
ayed due to pending results. In patients with fatal outcome,
it is recommended to obtain anticoagulated blood for DNA
isolation and to keep frozen aliquots of plasma, serum, urine,
and cerebrospinal fluid (CSF) samples.26,72

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #3: If ammonia is elevated, we
strongly recommend taking blood samples for
urgent analysis of amino acids and acylcarnitines.
Then start treatment while awaiting the results.
Urine for analysis of organic acids and orotic acid
should also be requested.
Quality of evidence: moderate (6/12 moderate,
5/12 high, 1/12 low)

3.1.3 | Differential diagnosis

Neonatal sepsis is the most common misdiagnosis in UCD
patients with early manifestation. Several other conditions,
by increasing ammonia production and/or impairing ammo-
nia detoxification, can mimic a UCD.26,73-77 Neonatal
hyperammonemia, can also be secondary in other inborn

errors,78 liver failure, or congenital infection. Premature
infants can have a transient hyperammonemia of the new-
born.79-82 Late-onset hyperammonemia can be triggered by
most conditions causing neonatal hyperammonemia and by
increased protein catabolism (eg, post-partum, chemother-
apy, steroids, trauma, gastrointestinal hemorrhage), acute or
chronic liver failure, exogenous intoxications, drugs (eg,
valproic acid), porto-systemic shunting, “Reye syndrome,”
and by conditions that vastly increase direct ammonia pro-
duction (eg, asparaginase treatment, urease-positive bacteria
overgrowth, or genito-urinary infection), or excessive nitro-
gen supply (reported in total parenteral nutrition or after
glycine-solution irrigations in transurethral prostate resec-
tion).6,31,83-89 Table 2 lists inborn errors of metabolism caus-
ing hyperammonemia and guides bedside differentiation.

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #4: As the most common mis-
diagnosis of early onset UCD patients is neonatal
sepsis, we strongly recommend considering the pos-
sibility of a UCD in the differential diagnosis.
Quality of evidence: moderate (8/12 moderate,
4/12 high)

3.1.4 | Biochemical and enzymatic analysis

Standard clinical and analytical procedures can generally dif-
ferentiate between hyperammonemia due to inborn errors or
due to other conditions.26,90-93 Figure 2 provides an algo-
rithm for differential diagnosis of hyperammonemia. Identi-
fication is mainly based on plasma/urine analytical
parameters. Importantly, the metabolite pattern generally is
more informative than absolute levels of single metabolites.
Only some UCDs have a specific biochemical pattern:

ARG1D: plasma arginine >300 μmol/L
ASLD: elevated plasma/urinary argininosuccinate (ASA)
ASSD: high plasma citrulline in the absence of ASA
HHH syndrome: high urinary homocitrulline
OATD: high plasma ornithine
If the metabolite pattern is not diagnostic, the final

diagnosis can be achieved by activity assays of urea cycle
enzymes mainly in liver (all urea cycle enzymes), red blood
cells (ASL and ARG194), intestinal mucosa (CPS1, OTC),
or fibroblasts (ASS, ASL, HHH). However, enzyme analysis
is not considered the method of choice if genetic testing is
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available, but still has a role in situations where molecular
analysis is negative and/or for research for validating unclear
genetic results.

3.1.5 | Molecular genetic analysis

For all urea cycle enzyme genes (homonymous with the
enzymes) and the genes for citrin (SLC25A13 ) and the orni-
thine transporter (SLC25A15) involved in citrullinemia type
II and the HHH syndrome, respectively, mutations have
been reported in many patients (see https://www.ncbi.nlm.
nih.gov/omim). Although sensitivity is less than 100%
(~80% in OTCD studies95 but probably higher for other
UCDs), mutation detection is the preferred method for

diagnosis when metabolite profiles are not informative. To
improve genetic diagnosis, additional methods such as
array-comparative genomic hybridization (CGH), RNA-
based sequencing, or MLPA are necessary.96-99 Genotyping
allows for pedigree analysis, carrier identification, prenatal
diagnosis, and genetic counseling. It is the basis for esta-
blishing genotype-phenotype correlations25,100-103 and for,
conceivably, future therapies such as nonsense read-through
approaches or use of chaperones.

DNA (from peripheral blood cells, tissues, cultured cells,
or dried blood spots) is the preferred sample. RNA is fre-
quently used for CPS1 mutation analysis given the numbers
of exons of this gene.104 RNA from liver tissue can be useful
in OTCD and other UCDs when routine DNA analysis is

FIGURE 2 Diagnostic algorithm for neonatal hyperammonemia. Unless indicated, with (U) to indicate urine, plasma is used for the analytical
determinations. α-FP, α- fetoprotein; Ala, alanine; ASA, argininosuccinic acid; ASL, argininosuccinate lyase; Arg, arginine; ARG1, arginase 1;
ASS, argininosuccinate synthetase; CAVA, carbonic anhydrase Va; CPS, carbamoylphosphate synthetase; Def., deficiency; DLD, dihydrolipoamide
dehydrogenase; FAO, fatty acid oxidation; Gln, glutamine; GS, glutamine synthetase; HHH, hyperornithinemia-hyperammonemia-
homocitrullinuria; HI-HA, hyperinsulinism-hyperammonemia; HMG, 3-hydroxy-3-methylglutaryl-CoA lyase; LPI, lysinuric protein intolerance;
Met, methionine; 3-MGA, 3-methylglutaconic acid; MMA, methylmalonic aciduria; NAGS, N-acetylglutamate synthase; OAT, ornithine
aminotransferase; Orn, ornithine; OTC, ornithine transcarbamylase; PA, propionic acidemia; PC, pyruvate carboxylase; PEPCK,
phosphoenolpyruvate carboxykinase; P5CS, Δ1−pyrroline-5-carboxylate synthetase; Pro, proline; SERAC1, serine active site-containing protein 1;
THAN, transient hyperammonemia of the newborn; TMEM70, transmembrane protein 70; Tyr, tyrosine; U, urine. *, this asterisk indicates that
3-MGA was only found in few CPS1D patients but not yet in NAGSD
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negative.97,105,106 Mutation analysis should include investi-
gations of known regulatory domains.107,108

Outcome: Survival
Key questions: How can UCD patients be identi-
fied reliably and early? Which measures are
prognostic?
Recommendation #5: We strongly recommend
genetic testing in UCDs to confirm the diagnosis,
allow for genetic counseling and in some instances
provide information on the disease course. We
strongly recommend preserving DNA, fibroblasts,
and/or frozen liver tissue from deceased patients
with a suspicion of UCD.
Quality of evidence: moderate (9/12 moderate,
3/12 high)

3.1.6 | Prenatal testing

Prenatal testing requires the confirmed diagnosis in an index
patient. In following pregnancies, early, fast, and safe prena-
tal testing is of interest since most UCDs are considered
severe conditions. Even in milder disease variants expected
to require less intensive treatment and to achieve a good out-
come or for NAGSD (for which curative life-long substitu-
tive therapy exists), prenatal testing may be considered by
parents and physicians to prepare for peri- and postnatal
management.109-111 The method of choice is mutation/
disease allele-tracking in chorionic villus samples or in
amniotic fluid cells (or in cultures thereof).112,113 Citrulline
and ASA determinations in amniotic fluid are also highly
reliable for prenatal diagnosis of ASSD and ASLD, respec-
tively, but require the prior definition of ranges in amniotic
fluid from carrier mothers.113-116 Table 3 lists recommended
analyses and sample requirements.

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #6: We strongly recommend
molecular genetic analysis as the preferred prenatal
testing method for all UCDs.
Quality of evidence: high (8/12 high, 4/12
moderate)

3.1.7 | Newborn screening

The current knowledge on possible benefits of NBS for
UCDs relies on a small number of publications.117,118 It is a
general concern that UCD patients with severe
hyperammonemia very early in life would not benefit from
NBS given their limited prognosis and the very early onset
often prior to the result of NBS.117,119,120 Although
efforts are made to establish analytical algorithms for NBS
of NAGSD, CPS1D, and OTCD,121 most programs do
not currently screen for these conditions, given the general
instability of glutamine and the low specificity and sensitiv-
ity of low citrulline levels.122 The benefits of screening for
ASSD, ASLD, and ARG1D remain to be evaluated. For
severe ASSD and ASLD there appear to be few false posi-
tive and no false negative cases.123-125 Nevertheless, screen-
ing for ASLD was abandoned in Austria in 2000 because of
the high rate of identified newborns with partial deficiency
who remained asymptomatic.126 It is not known how many
and which of these mild cases are at risk of decompensation
later in life.28,127 The sensitivity of NBS for ARG1D is
unknown, since in this disease arginine levels may be within
the normal range in the first days of life. The same may be
true for ornithine in HHH patients.128 Concerning HHH,
another obstacle is the potential production of ornithine by
red cell arginase during blood spot drying. If NBS for UCDs
is performed, follow-up should be done in specialized meta-
bolic units.

Outcome: Survival
Key question: How can UCD patients be identi-
fied reliably and early?
Recommendation #7: As patients with UCDs may
benefit from early diagnosis, reliable NBS is desir-
able. We recommend considering NBS for ASSD
and ASLD. At present, there are insufficient data for
a recommendation on NBS programs for NAGSD,
CPS1D, OTCD, ARG1D, and HHH syndrome.
Quality of evidence: moderate (6/12 moderate,
4/12 low, 2/12 high)

4 | MANAGEMENT OF ACUTE
HYPERAMMONEMIA

4.1 | Initial management

Since the prognosis is strongly influenced by the duration of
coma at presentation7,19 and peak ammonia levels,18,118,129-131
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therapy must not be delayed. Hospitals should always have
available the first-line medications and consensus-based writ-
ten protocols on how to proceed.

First actions should be

1. Stop protein intake
2. Start intravenous (IV) glucose with appropriate electro-

lytes (Na+, K+)
3. Initiation of first-line medications as outlined in Table 4
4. Collection of plasma and urine for diagnostic purposes

without postponing initiation of treatment
5. Transfer the patient with a hyperammonemic crisis to a

specialist center without delay

Outcomes: Survival, cognitive outcome
Key questions: How can survival of an acute
hyperammonemic episode be improved? How
can we preserve cognitive function?
Recommendation #8: We strongly recommend
immediately commencing measures to reverse
endogenous protein catabolism and to promote
ammonia detoxification (as detailed in Table 4).
Quality of evidence: moderate (8/12 moderate,
4/12 high).

Before treatment of acute hyperammonemia, the progno-
sis regarding neurodevelopmental outcome needs to be con-
sidered and may influence the decision whether to continue
specific treatment or to start palliative care.

The prognosis is considered very poor in patients with
any of the following characteristics:

1. Coma >3 days
2. Significantly elevated intracranial pressure
3. Ammonia concentration in plasma >1000 μmol/L

generally correlates with a less favorable prognosis.5,19

However, very high ammonia concentrations are not an
absolute criterion, they always have to be evaluated in
association with the clinical situation and the duration of
hyperammonemia. Single patients with a normal out-
come despite initial ammonia >1000 μmol/L have been
reported.16,132

4.2 | Drugs and dosages in acute UCDs
decompensations

The nitrogen scavengers benzoate and phenylacetate are the
mainstay drugs for bypassing the urea cycle. Benzoate con-
jugates with glycine to form hippurate and glutamine is
converted to phenylacetylglutamine (PAGN) by phen-
ylacetate or its prodrug phenylbutyrate (PBA). Both conju-
gated metabolites are excreted into urine.26,90,91,93,129,133,134

The administration of arginine and/or citrulline aims at max-
imizing ammonia excretion through the urea cycle.23-26,135

N-carbamylglutamate replaces the CPS1 activator N-
acetylglutamate.23-26,135 The doses given in Table 5 reflect a
consensus based on available literature.26,90,91,93,129,133,134 If a
nitrogen scavenger bolus is given, ondansetron (0.15 mg/kg)
may be administered to prevent vomiting.134,136 Repeated
boluses or very high doses of benzoate or phenylacetate can
saturate the scavenger-converting systems, increasing the risk
of drug accumulation and toxicity.136,137

TABLE 3 Prenatal testing of UCDs: Recommended analyses and
sample requirements

Disorder Tests recommended

NAGSD Mutation analysis using DNA from CVS or
AFCa

CPS1D Mutation analysis using DNA from CVS or
AFC

Enzyme analysis, late fetal liver biopsyb

OTCD Mutation analysis using DNA from CVS or
AFCc

Enzyme analysis, late fetal liver biopsyb,d

ASSD Mutation analysis using DNA from CVS or
AFC

Citrulline in amniotic fluid (calculation of
ratios)

Enzyme analysis, intact or cultured CVS or
cultured AFC

ASLD Mutation analysis using DNA from CVS or
AFC

Argininosuccinate and its anhydrides in
amniotic fluid

Enzyme analysis, intact or cultured CVS or
cultured AFC

ARG1D Mutation analysis using DNA from CVS or
AFC

Enzyme assay in fetal blood erythrocytes
(mid-gestation sampling)

HHH
syndrome

Mutation analysis using DNA from CVS or
AFC

Functional assay in CVS or cultured AFC

Abbreviations: CVS, chorionic villous sample; AFC, amniotic fluid cells.
Bold: first choice.
aIn case of a request for prenatal testing one should keep in mind that NAGSD is
a treatable disorder.
bDescribed in single patients but not widely available and very limited
experience.
cIn the female fetus the genotype is only able to exclude OTC mutations.
Because of the lyonisation it has no predictive value for the resulting phenotype
if affected.
dFeasible in male, but interpretation not clear in females due to X-mosaicism.
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4.3 | Management of a neonate at risk of a
UCD at birth

These recommendations adapt the “BIMDG Management
Protocol of a baby at risk of a urea cycle disorder” (http://
www.bimdg.org.uk/).

When the previous sibling had early onset presentation:

• Take the “metabolic history” of the index case including
specific diagnosis

• Perform pedigree analysis
• Consider measures for minimizing stress of delivery
• Plan delivery at a hospital with a specialized meta-

bolic unit

• Transfer newborn to the neonatal unit immediately
• Start IV glucose 10% (4 mL/kg/h; 6-8 mg/kg/min) with

appropriate electrolytes (Na+, K+) within 30 minutes and
initiate protein-free feed/infant formula. Express breast
milk initially.

• Start 6-hourly 50 mg/kg of both sodium benzoate and L-
arginine

• Measure plasma ammonia at 6 hours and if <80 μmol/L
again every 6 hours; if ammonia reaches 80 to
150 μmol/L, re-assay in 4 hours; if ammonia >150 μmol/L
or if the baby becomes unwell repeat ammonia assay
immediately, stop feeds and see Table 4 for actions to be
taken

TABLE 4 Levels of hyperammonemia and suggested actions in case of symptomatic patients

Ammonia
level (μmol/L) Action in undiagnosed patient Action in known UCD patient Comments

Increased above upper
limit of normal

• Stop protein intake
• Give IV glucose at an appropriate

dosage to prevent catabolism
(10 mg/kg/min in a neonate,
8 mg/kg/min in infants, and
6 mg/kg/min in all others) ± insulinb

• Monitor ammonia blood levels
every 3 h

• Stop protein intake
• Give IV glucose at an appropriate

dosage to prevent catabolism
(10 mg/kg/min in a neonate,
8 mg/kg/min in infants, and
6 mg/kg/min in all others) ± insulinb

• Monitor ammonia blood levels
every 3 h

• Stop protein for maximum 24 h
• Avoid exchange transfusions as

cause of catabolism
• Hyperglycemia can be extremely

dangerous (hyperosmolarity)
• If major hyperglycemia occurs with

high lactate (>3 mmol/L) reduce
glucose infusion rate rather than
increase insulin

• Avoid hypotonic solutions
• Add sodium and potassium

according to the electrolyte results
• Consider the sodium intake if sodium

benzoate or sodium PBA are usedd

• L-arginine not to be given in ARG1D
• Some concerns of sodium benzoate

use in OAs
• Avoid repetitive drug boluses
• Monitor phosphate levels and

supplement early especially during
hemodialysis

In addition when >100
and <250a

• Start drug treatment with IV
L-arginine and sodium benzoate (see
Table 5)

• Start carbamylglutamate, carnitine,
vitamin B12, biotin (see Table 5 and
its legend)

• Continue drug treatment with
L-arginine (plus continue or add
L-citrulline for mitochondrial UCDs)
and sodium benzoate ± sodium
PBA/phenylacetatec (see Table 5),
increase dose or give IV

• Consider protein free energy (glucose
polymer and lipid emulsions) by NG
tube unless the child is vomiting
(10 g CHO from glucose polymer
and 4 g lipids = ~76 kcal/100 mL)

In addition when 250 to
500

• As above
• Prepare hemo(dia)filtration if

significant encephalopathy and/or
early high blood ammonia level or
very early onset of disease (day 1
or 2)

• Begin hemo(dia)filtration if no rapid
drop of ammonia within 3-6 h

• As above, but all drugs per IV
• Prepare hemo(dia)filtration if

significant encephalopathy and/or
early high blood ammonia level or
very early onset of disease (day 1
or 2)

• Begin hemo(dia)filtration if no rapid
drop of ammonia within 3-6 h

In addition when 500 to
1000

• As above
• Start hemo(dia)filtration immediately

• As above
• Start hemo(dia)filtration as fast as

possible

In addition when >1000 • Evaluate whether to continue specific
treatment or to start palliative care

• Evaluate whether to aim at curative
treatment or palliative care

aThis limit of action applies for patients outside the neonatal period; for neonates use >150 and <250.
bMonitor blood glucose after 30 minutes and subsequently every hour, because some neonates are very sensitive to insulin.
cIf available, an IV equimolar solution of sodium benzoate and sodium phenylacetate can be used: 250 mg/kg as bolus IV/90-120 minutes, then 250 mg/kg as
continuous IV infusion over 24 hours. The combination of sodium benzoate and sodium phenylacetate is available as a drug, registered by the FDA (available in the EU
on Named Patient Basis) and indicated as adjunctive therapy for the treatment of acute hyperammonemia and associated encephalopathy in patients with deficiencies in
enzymes of the urea cycle.
d1g sodium benzoate and sodium PBA contain 7 and 5.4 mmol Na, respectively.
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• Measure plasma amino acids (quantitatively) urgently at
12 hours

When the previous sibling had late-onset presentation:

• Start glucose infusion only if birth was complicated (birth
asphyxia, etc.)

• Give first stage infant formula ≤6 g protein/d
(corresponding to 130 mL infant formula/kg/d for a 3.5 kg
baby). Newborn babies usually take around 50 to 60 mL/kg
on day 1, then increase over a few days to 150 mL/kg/d.

• Breast feeding on demand is possible, but top-up feeds
are required to compensate for low volume and low
energy on days 1and 2

• Determine plasma ammonia and amino acids (quantita-
tively) at 24 hours of age

• If ammonia <60 μmol/L, reanalyze in 24 hours
• If ammonia 60 to 150 μmol/L, reanalyze in 12 hours
• If ammonia >150 μmol/L or if the baby becomes unwell

repeat ammonia assay immediately and see Tables 4 and
5 for actions to be taken

• If at 48 hours ammonia is <80 μmol/L, continue infant
formula at 3-hourly intervals up to 150 mL/kg/d and
observe

• If ammonia is 80 to 150 μmol/L at 48 hours or at any
other time after 24 hours and the baby is well, reanalyze
at 12-hourly intervals, request results of plasma amino
acids, and change to protein-free formula

TABLE 5 Dosages of drugs to be used in acute hyperammonemia and acute decompensations of UCDs

Disorder

Sodium benzoate
(to be given IV in
glucose 10%)

Sodium PBA/Sodium
phenylacetate (to be given
IV in glucose 10%)

L-arginine
hydrochloride (to be given IV
in glucose 10%)

N-carbamylglutamate
(only available as
oral/enteral drug)

Undiagnosed
patienta

250 mg/kg as bolus in
90-120 minutes, then
maintenance
250-500 mg/kg/dc>20 kg bw:
5.5 g/m2/d

250 mg/kg as bolus in
90-120 minutes, then
maintenance:
250-500 mg/kg/dc

250(-400) mg/kg
(1–2 mmol/kg) as bolus in
90-120 minutes, then
maintenance 250 mg/kg/d
(1.2 mmol/kg/d)

100 mg/kg bolus per NG tube
then 25-62.5 mg/kg every 6 h

NAGSD Samec Samec 250 mg/kg (1.2 mmol/kg) as
bolus in 90-120 minutes, then
maintenance 250 mg/kg/d
(1.2 mmol/kg/d)

Same

CPS1D and
OTCD

Samec Samec Same -

ASSD Samec Samec Same -

ASLDd Samec Samec 200-400 mg/kg (1–2 mmol/kg)
as bolus in 90-120 minutes,
then maintenance
200-400 mg/kg/d
(1–2 mmol/kg/d)

-

ARG1Db Samec - AVOID -

HHH
syndrome

Samec Samec 250 mg/kg (1.2 mmol/kg) as
bolus in 90-120 minutes, then
maintenance 250 mg/kg/d
(1.2 mmol/kg/d)

-

Cave: The doses indicated in this table can be used at the start of treatment but must be adapted depending on plasma ammonia and amino acids. Sodium benzoate and
sodium PBA/phenylacetate should be given in parallel in severe acute decompensation. In less severe cases, a step-wise approach with initial sodium benzoate and, if
hyperammonemia persists or worsens, the addition of sodium PBA/phenylacetate can be chosen. Since hyperammonemia causes brain edema, sufficient NaCl should be
added so that solutions are not hypotonic. The sodium load in the other intravenous medications should be taken into account.
Maximal daily drug dosages: sodium benzoate 12 g/d, sodium PBA 12 g/d, L-arginine 12 g/d.
aIn undiagnosed patients, use of a combination of the drugs in this table seems justified, consider additional use of carnitine 100 mg/kg IV/d, hydroxycobalamin 1 mg
IM/IV/d, and biotin 10 mg IV/PO/d.
bThe risk for acute hyperammonemic decompensation is low in ARG1D.
cIf on hemodialysis/hemodiafiltration, doses should be increased to 350 mg/kg/d (maintenance dose).
dIn ASLD, L-arginine therapy for acute decompensations might be sufficient for some patients.
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4.4 | Extracorporeal detoxification

In neonates and children, the response to emergency medi-
cal management should be evaluated after 4 hours (the esti-
mated time window for alerting the dialysis team and to
prepare vascular access129,138). If considered inadequate, con-
tinuous renal replacement therapy should be started. Perito-
neal dialysis is much less effective19 and should therefore
only be used if no other form of dialysis is available and the
patient cannot be rapidly transferred. Patients receiving effi-
cient extracorporeal detoxification may still have a poor cog-
nitive prognosis.16,18 A recent systematic review of clinical
and biochemical data from published neonatal onset UCD
patients found that following current practice, dialysis did not
improve outcome. Authors concluded that “it may be essen-
tial for improving outcome to initiate all available treatment
options, including dialysis, as early as possible.”16 Kido et al
even advocate that patients with a “peak ammonia level >180
μmol/L at the onset should receive hemodialysis.”18

Outcomes: Survival, cognitive outcome, neuro-
logical situation
Key questions: How can survival be improved by
the use of extracorporeal detoxification? How
can we preserve cognitive function? How can we
prevent neurological disease?
Recommendation #9. In parallel with medical
treatment, we strongly recommend preparing extra-
corporeal detoxification in patients with severe neu-
rological symptoms induced by hyperammonemia.
Extracorporeal detoxification should be started as
soon as possible, unless initial medical treatment
has already led to sufficient improvement of ammo-
nia levels and the clinical situation.
Quality of evidence: moderate (10/12 moderate,
2/12 high)

In adults, hemodialysis (HD) or continuous veno-venous
hemofiltration (CVVH) is the first-line treatment in acute
decompensations in many institutions since it is readily
available in most intensive care units. It can be started
quickly even before transfer to a specialized center and it is
a low-risk procedure. It may be recommended even if the
diagnosis is not yet certain. Since intracranial hypertension
and cerebral edema appear earlier in adults than in children,
extracorporeal detoxification should be considered if ammo-
nia exceeds 200 μmol/L under consideration of com-
orbidities, availability of and tolerance to medication.

Outcomes: Survival, cognitive outcome, neuro-
logical situation
Key questions: Can survival be improved in adults
by the use of extracorporeal detoxification? How
can we preserve cognitive function? How can we
prevent neurological disease?
Recommendation #10: We recommend extracorpo-
real detoxification be considered as a first-line treat-
ment in acute hyperammonemic decompensations
in adults.
Quality of evidence: low (no voting as recommen-
dation follows BIMDG advice)

HD provides the highest ammonia extraction, as solute
clearance is related to dialysate flow rate and blood flow
rate, in addition to the surface area of the dialytic membrane.
After discontinuation of HD, some patients may have an
acute relapse of hyperammonemia.

In neonates, frequent technical and hemodynamic com-
plications related to HD may hamper ammonia removal,139

but, if feasible, intermittent HD is safe and efficient.140 Con-
tinuous veno-venous hemodialysis (CVVHD) or continuous
hemodiafiltration (CVVHDF) may be better tolerated, pro-
viding a continuous extraction with excellent ammonia
clearance and can be considered as the first-line therapy in
young infants.19,130,141,142

Outcomes: Survival, cognitive function, neuro-
logical situation
Key questions: Can survival be improved by the
use of extracorporeal detoxification? How can
we preserve cognitive function? How can we pre-
vent neurological disease?
Recommendation #11: We recommend continuous
veno-venous hemodialysis or hemodiafiltration as
the method of choice for ammonia detoxification in
newborns. We recommend considering peritoneal
dialysis, which is less effective for ammonia
removal, as a bridging technique when no hemodi-
alysis is available and for transfer of patients to a
metabolic center. We strongly recommend against
performing exchange transfusion to treat
hyperammonemia.
Quality of evidence: high (7/12 high, 4/12 moder-
ate, 1/12 low)
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4.5 | Dietary management of acute
decompensation

It is crucial to stop/prevent catabolism by promoting and
maintaining anabolism in any patient with an acute
hyperammonemia. In most, oral feeding will not be feasible
during the acute phase because of impaired consciousness
and vomiting. While a 10% glucose infusion (with appropri-
ate electrolytes, ie, Na+, K+) via a peripheral IV line is
started, a central venous line should be inserted in the
severely ill patient, to help maximize energy intake. A glu-
cose infusion should be started as quickly as possible; if
hyperglycemia occurs, continuous IV insulin should be
given (see Table 5). Administration of lipids (1-2 g/kg/d)
will provide additional energy and help promote anabolism.
The reintroduction of protein/amino acids/essential amino
acids (EAA) must not be delayed for more than 24 (−48)
hours. Some authors advocate to consider supplementation
with EAA or branched chain amino acids (BCAA) at the
start of acute treatment; supplementation should preferably
be given via the enteral route because of the contribution of
the splanchnic system to protein retention and metabo-
lism.143,144 If the patient cannot be fed enterally, IV amino
acids (using a standard parenteral amino acid solution)
should be commenced at 0.5 g/kg/d, and, based on ammonia
results, increased daily by 0.5 g/kg/d to at least the final safe
intake of protein for age.145

Enteral feeding should be restarted as soon as possible. It
may initially have to be protein-free (Table 6), and naso-
gastric (NG) feeding may temporarily be needed. Enteral
fluids/feeds (with the same energy and protein content)
should be increased as IV/PN fluids are decreased, so an
adequate intake be constantly provided and tolerance
assessed. Consider the sodium content in nitrogen scaven-
gers (see Table 4) when calculating total electrolyte intake.
Over-concentrated feeds can cause osmotic diarrhea. Dietary
protein is usually reintroduced over 2 to 4 days based on
ammonia results. If ammonia increases with protein

reintroduction, EAA supplements for UCDs can be used in
combination with natural protein. Energy intake should be
approximately 120% of age-adjusted requirements, initially
to promote anabolism.

Outcomes: Survival, metabolic stability
Key questions: What dietary interventions are
appropriate in acute hyperammonemia? How
can we improve metabolic stability?
Recommendation #12: For the treatment of acute
hyperammonemia we strongly recommend esta-
blishing and maintaining anabolism by providing
high-dose glucose ± insulin with appropriate elec-
trolytes (Na+, K+). Lipids should be added as soon
as fatty acid oxidation disorders have been
excluded. We recommend protein-free nutrition
should not exceed 24 (−48) hours.
Quality of evidence: moderate (7/12 moderate,
3/12 high, 2/12 low)

5 | LONG-TERM MANAGEMENT
OF UCDS

5.1 | General aspects

Long-term treatment of UCDs is challenging for patients
and families because of the poor palatability (particularly of
EAA supplements), the volume and frequency of diet and
drug administrations; all these are serious barriers to adher-
ence.146 The aims are to maintain stable metabolic control,
to eliminate chronic complications,23,26,147 and to achieve
normal development and growth. Patients will need a combi-
nation of:

TABLE 6 Emergency regimen for protein-free feeding in infants and children (adapted from Dixon et al., 2015343)

Age
Glucose polymer
concentration (%)

Energy/100 mL
Suggested daily
intake (ml/kg) Feeding frequencykcal kJ

Up to
6 mo

10 40 167 150 mL/kg up to a maximum
of 1200 mL

2 to 3 hourly oral/bolus day and night or continuous
tube feeds using enteral feeding pump

7-12 mm 10-15 40-60 167-250 120 mL/kg up to a maximum
of 1200 mL

1 y 15 60 250 Estimate as indicateda

2-9 y 20 80 334 Estimate as indicateda

>10 y 25 100 418 Estimate as indicateda

aFor children >10 kg emergency regimen fluid requirements can be calculated as.11-20 kg: 100 mL/kg for the first 10 kg, plus 50 mL/kg for the next 10 kg.
>20 kg: 100 mL/kg for the first 10 kg, plus 50 mL/kg for the next 10 kg, plus 25 mL/kg thereafter up to a maximum of 2500 mL/d.
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• medications to increase waste nitrogen excretion
• low-protein diet
• supplementation of arginine and/or citrulline
• supplementation of essential nutrients such as vitamins

and minerals
• supplementation of EAA (some patients)
• emergency regimen for treatment of intercurrent illnesses

A detailed management plan in writing should be made
available to parents/caregivers and to the nursery/school. The
management plan should include instructions on when and
how to contact the metabolic team or the local hospital, where
a written prescription for emergency treatment should be
available. Instruction visits in nurseries and schools by a clini-
cal nurse specialist or metabolic dietitian are recommended.

5.2 | Low protein diet

Although not supported by controlled studies, this corner-
stone of long-term management is firmly based on physio-
logical rationale, the patients' self-selection of low-protein
foods, and the existing clinical experience. The low protein
diet should minimize protein supply without compromising
growth and prevent endogenous catabolism. Adequate pro-
tein and energy supply can be based on the
FAO/WHO/UNU 2007 “safe levels of protein intake” (sum-
marized in Table 7 for patients with normal physical
activity),145 although lower protein and/or energy intakes
may be adequate for example, for less active patients.148

Over-restriction of protein may compromise growth and
well-being and can cause metabolic instability.54,149 Optimal
protein intake must be determined by individual titration in
every patient. If protein tolerance is very low, EAA have to
be supplemented (see below). NG tube or gastrostomy feed-
ing (see below) may be necessary to ensure sufficient energy
and/or protein intake. Ideally the diet should be provided by
a combination of low and some high biological value protein
to ensure adequate intake of all EAA as some low biological
value protein foods have limited amounts of certain amino
acids, such as lysine in cereals. Protein from food rather than
EAA supplements will help maximize palatability, improve
quality of life, and minimize cost, although EAA may be
needed by some to achieve metabolic stability.

The daily protein is divided equally between three to four
meals, and a late-night snack shortens the overnight fast. Reg-
ular review and monitoring of diet, growth, and clinical status
are essential, as protein requirements and tolerance vary with
age, growth velocity, nature and severity of the disorder, and
the frequency of intercurrent illnesses.150 Metabolic control
may be easier in early infancy, when rapid growth results in
increased protein tolerance, than in older children.26,145

TABLE 7 Safe levels of protein intake for different age groups,
as well as during pregnancy and lactation, according to FAO/WHO/
UNU145

PROTEIN INTAKE

Age (months) Intake (g/kg bw/d)

1 1.77

2 1.50

3 1.36

6 1.14 (if weaned: 1.31)

12 1.14

years g/kg bw/d

1.5 1.03

2 0.97

3 0.90

4–6 0.87

7–10 0.92

Years Females (g/kg bw/d) Males (g/kg bw/d)

11 0.90 0.91

12 0.89 0.90

13 0.88 0.90

14 0.87 0.89

15 0.85 0.88

16 0.84 0.87

17 0.83 0.86

18 0.82 0.85

>18 0.83 0.83

Pregnancy:

Total extra protein intake per trimester in g/d

First 1

Second 10

Third 31

Lactation:

Total extra protein intake per months in g/d

1-6 19

>6 13

Energy requirements

Age Females Males Females Males

Years kJ/kg bw/d kcal/kg bw/d

0.5 340 335 81.3 80.0

2.5 334 348 79.8 83.2

5.0 305 315 72.9 75.3

10 248 275 59.3 65.7

15 193 230 46.1 55.0
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Outcomes: Metabolic stability, cognitive out-
come, neurological situation, liver disease
Key questions: How can we improve metabolic
stability? How can we preserve cognitive func-
tion and prevent neurological or liver disease?
Recommendation #13: Deficiencies of energy
and/or essential amino acid and other nutrients can
cause metabolic instability and morbidity. We
strongly recommend involving a specialist meta-
bolic dietitian to balance nutritional requirements
with metabolic stability, following the
FAO/WHO/UNU 2007 guidelines for protein and
energy requirements.
Quality of evidence: moderate (7/12 moderate,
4/12 high, 1/12 low)

5.3 | Supplementation of EAA and of other
essential nutrients

EAA supplementation is essential when protein tolerance is
too low (less than the safe intake of protein) to provide an
overall adequate EAA intake from natural foods and supple-
ments. The use and amount of EAA supplements does, how-
ever, vary markedly between centres.150 If EAA are
necessary, a reasonable approach is to provide up to 20% to
30% of the total protein intake. Because of the severe natural

protein restriction necessary in ARG1D (see below), up to
50% of the protein supply may be offered as EAA.150,151

A subgroup of the EAA, the BCAA, was found decreased
in the plasma of patients treated with (high doses of) sodium
PBA.152,153 Thus BCAA supplementation may be useful in
these patients.154,155 EAA supplements should be rich in
BCAA but not in tryptophan, phenylalanine, and tyrosine,
which are precursors of the neurotransmitters serotonin and
dopamine that may be high in hyperammonemia.155

EAA are given with meals for maximal use of these
amino acids. BCAA supplements can be given as either sin-
gle amino acids or as a complete mixture.

Outcome: Metabolic stability
Key question: How can we improve metabolic
stability?
Recommendation #14: We recommend consider-
ing supplementation of essential amino acids, espe-
cially of branched-chain amino acids, if natural
protein tolerance is very low and/or if the patient
receives phenylbutyrate.
Quality of evidence: moderate (7/12 moderate,
4/12 low, 1/12 high)

The low protein diet also places UCD patients at risk of
Fe, Zn, Cu, Ca, and cobalamin deficiencies.148 Furthermore,
patients on a very low protein diet or receiving most of the
protein as EAA mixtures are at risk of essential fatty acid
(EFA) deficiency and may benefit from EFA/LCPUFA-
enriched infant formulas or oils (eg, walnut, rapeseed, or
sunflower) rich in polyunsaturated fatty acids.156,157 Vitamin
and trace element supplementation may also be required.

5.4 | Practical aspects of dietary management

Since there is no new information regarding breast feeding,
bottle feeding, weaning, nutrition in childhood, adolescence,
and adult patients, the reader is referred to the first
guidelines.1

Successful pregnancies in UCD patients158-162 require
addressing the special nutritional needs of pregnancy and
lactation (Table 7), avoiding undernutrition of protein. Close
monitoring during and early after delivery is essential to rec-
ognize hyperammonemia within the first 5 days after
delivery.

In all patients, the last meal before the night sleep should
contain ~25% of the daily intakes of energy, natural protein,
EAA, citrulline, and/or arginine (see below) to minimize
catabolism during the overnight fast.

TABLE 7 (Continued)

Energy requirements

Adults, moderate activity level, 70 kg body weightb

Years kJ/kg bw/d kJ/kg bw/d

18-29 159 183 38.0 43.7

30-59 148 175 35.4 41.8

Adults, moderate activity level, 50 kg body weight

Years kJ/kg bw/d kJ/kg bw/d

18–29 180 212 43.0 50.7

30–59 183 212 43.7 50.7

Pregnancy total extra energy requirements

Trimester kJ/d kcal/d

First 375 90

Second 1200 287

Third 1950 466

Lactation total extra energy requirements

months kJ/d kcal/d

1-6 2800 669

>6 1925 460
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Outcomes: Metabolic stability, quality of life
Key questions: How can we improve metabolic sta-
bility? How can we reduce the burden of disease?
Recommendation #15: We recommend individual-
ized dietary management, and parents' and patients'
training to strengthen their competence for a life-
long dietary treatment.
Quality of evidence: moderate (5/12 moderate,
4/12 low, 3/12 high)

Tube feeding is essential in cases of:

• Inability to suck or swallow due to neurological handicap
or severe developmental delay

• Difficulty with the daily administration of EAA and drugs
with an unpleasant taste

• Poor appetite and/or food refusal with resultant inade-
quate energy intake

• Gastrointestinal problems—vomiting, reflux, retching
• Emergency management during intercurrent illnesses

NG tubes are used both in the hospital and at home. In
acute episodes, they can expedite the transfer from paren-
teral to enteral nutrition. Oral food and fluids should be
offered unless swallowing is compromised. A gastrostomy
is recommended if long-term tube feeding and/or continu-
ous overnight feeds are needed, despite the lack of con-
trolled studies and the risk of tube feeding-dependence.163

Feed tolerance and patient daily routine should determine
the pattern of tube feeding (bolus, continuous, during the
day and night). Some hospitals do not support continuous
NG feeding at night due to the risk of tube
displacement/aspiration.

Outcomes: Metabolic stability, quality of life
Key questions: How can we improve metabolic
stability? How can we preserve quality of life?
How can we reduce the burden of disease?
Recommendation #16: We recommend early con-
sideration of tube feeding to ensure nutritional ade-
quacy, administration of medications and
supplements, prevention of catabolism, and/or
maintenance of metabolic stability.
Quality of evidence: low (8/12 low, 4/12 moderate)

5.5 | Pharmacotherapy for long-term
treatment

Drugs which are routinely used for long-term treatment of
UCDs include nitrogen scavengers (sodium benzoate,
sodium PBA or sodium phenylacetate, glycerol
phenylbutyrate), L-arginine, L-citrulline, and carbamylglu-
tamate. Some of the medications are available as powder,
capsule, tablet, or liquid. This might cause practical prob-
lems for the patient if no unambiguous prescription is
provided.93,164

Outcomes: Metabolic stability, quality of life
Key questions: How can we improve metabolic
stability? How can we preserve quality of life?
How can we reduce the burden of disease?
Recommendation #17: We suggest providing writ-
ten drug treatment sheets to parents, pharmacists,
and persons involved in patient care.
Quality of evidence: low-moderate (5/12 low, 5/12
moderate, 2/12 high)

Among the nitrogen scavengers, sodium benzoate is
not a registered drug, but it has been used for decades in
UCDs. In contrast, sodium PBA, the precursor of the
active agent phenylacetate, is a licensed drug of more
recent introduction. The theoretical superiority of sodium
PBA over sodium benzoate in reducing the risk of hyper-
ammonemic episodes because of two nitrogen atoms
excreted as PAGN instead of only one in hippurate110,165

has been questioned.166 A slow-release more taste-
friendly formulation of sodium PBA in the form of taste-
masked granules has recently been introduced and
approved by the EMA.167,168 A novel chemical esterified
form of PBA, glycerol phenylbutyrate (GPB), has been
introduced with FDA and EMA approval, after nonin-
feriority to sodium PBA was shown.169 GPB avoids
sodium intake and is a tasteless liquid. In a phase 3, ran-
domized, double-blind, cross-over trial GPB showed
good metabolic control and may exhibit more favorable
pharmacokinetics than sodium PBA.170-173 Using the rec-
ommended dosing, GPB results in phenylacetic acid
plasma concentrations in the therapeutic range in the
majority of patients.174 This new drug formulation thus
offers the chance to improve the management of UCD
patients.170
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Outcome: Metabolic stability
Key question: How can we improve metabolic
stability?
Recommendation #18: Nitrogen scavengers are a
mainstay of therapy in UCD patients. We recom-
mend individualized dosing for each patient.
Quality of evidence: moderate (6/11 moderate,
4/11 high, 1/11 low)

There are no consistent recommendations regarding drug
treatment and it should be emphasized that the majority of
patients treated in the United States receive sodium or
glycerol PBA alone, whereas many centers in Europe con-
sider sodium benzoate as first-line medication because of
long-term experience, less side effects, fewer safety con-
cerns, and lower price.

Sodium benzoate is toxic only at a plasma concentra-
tions >2 mmol/L.175 In theory, both sodium benzoate and
sodium PBA could cause acetyl-CoA depletion (both are
esterified to CoA), with secondary mitochondrial dysfunc-
tion176 and reduced NAG production (acetyl-CoA is
needed to form NAG). PBA is a histone 1,2 deacetylase
inhibitor177 that may have unclear effects on long-term use.
Sodium PBA causes amenorrhea or menstrual dysfunction
in ~25% of females134; less frequently, it can: decrease
appetite, cause taste disturbances, or result in a disagree-
able body odor. It can deplete BCAA, thereby increasing
the risk of endogenous protein catabolism. Decreased leu-
cine and glutamine availability possibly account for the
low albumin levels reported in some sodium PBA-treated
patients.152-154,178 Either sodium benzoate and sodium
PBA granules, tablets, or undiluted liquid preparations can
cause mucositis or gastritis, therefore four dosages with
meals and abundant fluids are recommended.91,164 In the
case of GPB, three equally divided daily dosages are rec-
ommended. Hypokalemia (resulting from increased renal
K+ loss) can occur after repeated bolus doses but also dur-
ing long-term treatment. Metabolic acidosis has been
observed especially on high doses of one or the other
agent.133,134 Although there are anecdotal reports on suc-
cessful pregnancies of women taking sodium
PBA,134,160,179 the working group of this guideline regards
sodium benzoate to be the safer choice if medication has to
continue (expert opinion).

Outcome: Metabolic stability
Key question: What needs to be done during
pregnancy?
Recommendation #19: Continuation of treatment
with nitrogen scavengers is generally necessary in
pregnant UCD patients. Based on biochemical
mechanisms, we suggest the use of sodium benzo-
ate. There is insufficient evidence to comment on
fetal outcomes after nitrogen scavenger therapy in
pregnancy.
Quality of evidence: low (5/11 low, 4/11 moderate,
2/11 high)

L-arginine becomes an essential amino acid in all UCDs
because of its impaired synthesis, except in ARG1D, and
thus is supplemented (as such or as its precursor L-citrul-
line).180 These intermediates become limiting particularly
when they are massively excreted into the urine as in ASLD
and to a lesser extent in ASSD. In these diseases, ASA and
citrulline serve as vehicles for nitrogen removal via their
excretion in the urine, and thus the provision of arginine
reduces the frequency of hyperammonemic epi-
sodes.164,181-183 Fasting plasma arginine concentrations
should be about 70 to 120 μmol/L.164 In NAGSD, CPS1D,
OTCD, and the HHH syndrome L-citrulline may be sup-
plemented instead of L-arginine but there are no studies
comparing the efficacy of the two.

Outcomes: Metabolic stability, cognitive out-
come, neurological situation, liver disease, psy-
chiatric outcome
Key questions: How can we improve metabolic
stability? How can we prevent neurological or
liver disease, or psychiatric complications?
Recommendation #20: We strongly recommend L-
arginine and/or L-citrulline supplementation in
UCD patients (may not be required in mild pheno-
types, L-arginine is contraindicated in ARG1D).
We recommend monitoring plasma arginine levels
in all UCD patients.
Quality of evidence: moderate (6/12 moderate,
5/12 high, 1/12 low)
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N-carbamyl-L-glutamate (also called carglumic acid or
carbamylglutamate) is a deacylase-resistant NAG analogue
that is taken up enterally and is able to enter liver mitochon-
dria where it can replace NAG in the activation of CPS1, thus
being the specific substitutive therapy for NAGSD.184-186 Its
use has been suggested as a tool for differential diagnosis in
unclear neonatal hyperammonemia.187 Despite the lack of
controlled studies, its use should be considered in severe
hyperammonemic decompensations of unknown origin. In
addition to primary NAGSD, N-carbamyl-L-glutamate is
licensed by the EMA for treatment of hyperammonemia in
organic acidurias.188-190 There are no reports on long-term
safety or on adverse effects of this drug other than high dose-
triggered Chinese restaurant syndrome.186

Outcomes: Survival, cognitive outcome, neuro-
logical situation, psychiatric outcome
Key questions: Can we improve metabolic stabil-
ity by using N-carbamyl-L-glutamate? How can
we prevent neurological disease or psychiatric
complications?
Recommendation #21: We recommend using N-
carbamyl-L-glutamate as the first-line medication
for treatment of NAGSD and as an emergency drug
during acute hyperammonemia of unknown
etiology.
Quality of evidence: high (7/11 high, 4/11
moderate)

The plasma carnitine status of all UCD patients should be
monitored to detect and treat (in case of severe) secondary
carnitine deficiency, related to the low protein diet and to the
conjugation of nitrogen scavengers with carnitine.191-193

Some members of this guideline group have used neomy-
cin or metronidazole to decrease the load of ammonia pro-
ducing bacteria in the colon; as there are no controlled
studies no recommendation can be made on the use of oral
antibiotics.

5.6 | Caring for special situations and
emergency regimen in intercurrent illnesses

During intercurrent illness or other events with the risk of
hyperammonemia, the emergency regimen (Table 6) should
be immediately started at home. If there is no prompt
improvement the metabolic unit should be contacted urgently.

Despite the potential risks of fever, vaccinations have not
been identified as relevant causes of metabolic
decompensation.194,195

Outcome: Metabolic stability
Key question: What needs to be done during
special situations?
Recommendation #22: We strongly recommend per-
forming vaccinations following national schedules.
Quality of evidence: moderate (7/12 moderate,
5/12 high)
We suggest antipyretic treatment if temperature
exceeds 38!C.
Quality of evidence: low (8/12 low, 4/12 moderate)

Given the risk in UCDs of acute metabolic decompensa-
tion during surgery and general anesthesia,147 elective sur-
gery should only be carried out in centers able and prepared
to deal with hyperammonemic decompensations. The patient
should be well, with normal preoperative ammonia and
amino acid concentrations and without even minor intercur-
rent illness. The day before surgery, drug treatment should
be switched to IV and 10% glucose with appropriate electro-
lytes (Na+, K+) administered IV to ensure anabolism. The
patient should be the first on the schedule. Midazolam, s-
ketamine, fentanyl, and isoflurane in combination with sur-
gical field infiltration with ropivacaine have been reported196

to be safe anesthetic agents for these patients. Postsurgical
close monitoring of the clinical status and of ammonia is
required; the shift to oral medications from IV administra-
tion and the termination of IV glucose infusion should only
be done in a stable metabolic situation.

Outcome: Metabolic stability
Key question: What needs to be done during
surgery and anesthesia?
Recommendation #23: We suggest performing
elective surgery in UCD patients in centers with a
metabolic expertise and resources including emer-
gency treatment options for hyperammonemia.
Expert opinion

6 | LIVER TRANSPLANTATION FOR
UCD PATIENTS

6.1 | The curative nature of liver
transplantation

Liver transplantation (LT) has been performed in all UCDs
except NAGSD. It provides a practical cure and allows for a
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normal diet without taking nitrogen scavengers.197,198 The
same overall posttransplant survival has been found in
OTCD and in non-UCD patients.199,200 Survival rates in
large pediatric programs attain now ~95% at 1 year and
~90% at 5 years, with self-reported “good” or “excellent”
quality of life posttransplant.198,200-205 Thus, LT offers
severely affected UCD patients a favorable alternative to
medical treatment. This procedure may maintain or improve
quality of life, which otherwise requires a very disciplined
lifestyle, intake of large amounts of drugs, but with perma-
nent impending risk of hyperammonemia and a largely
uncertain prognosis.

LT, however, in general will not revert preexisting neuro-
logical damage.206-214 LT has been performed during acute
encephalopathy and/or acute liver failure, which are high
risk situations requiring case-by-case discussions of the need
to transplant. After LT, the lack of citrulline recycling in
ASSD and ASLD and of de novo arginine synthesis persists
in all UCDs except ARG1D, with arginine becoming an
EAA.215 In most patients these metabolic aberrations have
no clinical impact.

Outcomes: Survival, metabolic stability, cogni-
tive outcome
Key questions: Can survival be improved by per-
forming liver transplantation? What interven-
tions are appropriate in which situations? How
can we improve metabolic stability? How can we
preserve cognitive function?
Recommendation #24: We recommend to consider
liver transplantation in patients with severe UCDs
without sufficient response to standard treatment
and with poor quality of life, without severe neuro-
logical damage and ideally while in a stable meta-
bolic condition.
Quality of evidence: moderate (8/12 moderate,
4/12 high)

6.2 | Indications and age for liver
transplantation

Patient survival rises with increased age at transplantation:
the 5-year patient survival rate was 88% for children with
UCDs who were <2 years old at transplant and 99% for chil-
dren who were ≥2 years old at transplant (P = .006; total
number of patients: 186).214 If possible, LT in UCD patients
should not be performed in children younger than 3 months
or below 5 kg bodyweight because of higher rates of

complications and lower survival rate in this popula-
tion.214,216 The patient should be fully immunized. Regard-
ing the neurological outcome, patients transplanted within
the first 12 months of life might benefit more than children
who were transplanted later in life.211

Outcomes: Survival, metabolic stability, cogni-
tive outcome, quality of life
Key questions: Can survival be improved by per-
forming liver transplantation? What interven-
tions are appropriate in which situations? How
can we improve metabolic stability? How can we
preserve cognitive function?
Recommendation #25: In patients with neonatal
onset UCD (except NAGSD) being considered for
liver transplantation, we strongly recommend this is
undertaken before the onset of irreversible neuro-
logical damage. Transplantation between 3 and
12 months of age and when body weight
exceeds 5 kg is associated with a more favorable
outcome.
Quality of evidence: moderate (8/12 moderate,
4/12 high)
We strongly recommend considering liver trans-
plantation in patients with severe progressive liver
disease and/or with recurrent metabolic decompen-
sations requiring hospitalizations despite standard
medical therapy.
Quality of evidence: high (9/12 high, 3/12
moderate)

6.3 | Transplant type, donor, and ethical
issues

Orthotopic LT is the standard recommended procedure.
Auxiliary LT has been performed in some patients but was
associated with a higher rate of complications.200 The use
of liver lobes from living relatives gives comparable
results to the use of organs from deceased donors, albeit
entailing a small risk to donors.217 It can reduce waiting
times,205 allows better organ preservation and thorough
testing of donor and organ, and it permits the transplant to
be performed electively when the recipient is in the best
clinical and metabolic condition. In living related LT, het-
erozygosity seems not to be a problem and even asymp-
tomatic OTC heterozygotes have been successful donors
although symptomatic heterozygous donors should not be
considered.218-221
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Decisions on whether or not to perform LT are
influenced by ethical considerations which require an indi-
vidualized process of decision, in particular when the child
is already handicapped or when living donor LT is
considered.

7 | MONITORING OF PATIENTS
WITH UCDS

Medically treated UCD patients require lifelong monitoring
by the entire multidisciplinary metabolic team. Clinical and
biochemical monitoring depends on age and metabolic sta-
bility of the patient. Infants will need more frequent monitor-
ing and adjustment of their diet and treatment than older
stable patients.

In practice, young and severely affected patients should
be seen at least every 3 months while older or less severely
affected patients may only need annual appointments.

Clinical monitoring should record growth and head cir-
cumference, include inspection for thin sparse hair or hair
loss, skin rashes, and other signs of protein/vitamin defi-
ciency. Neurological and neurocognitive assessments should
be performed at regular intervals depending on the clinical
situation of the patient. Liver size and structure should be
assessed by ultrasound scan, especially in OTCD, ASSD,
ASLD, ARG1D, and HHH syndrome. Regular dietary
assessment (by recall or diet diary) is essential, to review the
nutritional adequacy of the diet and when nutritional prob-
lems are suspected. Records of the diet, supplements, and
drugs taken in the 3 to 5 days preceding the visit are most
helpful. Adherence to EAA, vitamin and mineral supplement
prescriptions should be checked, and the diet adjusted
according to age and growth (see below).31,54,148 Patients
following a low protein diet may have an increased risk for
osteoporosis and should be monitored accordingly. How-
ever, there are no studies of this in UCDs.

Outcomes: Metabolic stability, auxology
Key questions: How can we improve metabolic
stability? How can we achieve normal growth
and weight?
Recommendation #26: We strongly recommend
regular clinical, biochemical, and nutritional moni-
toring for all UCD patients by a multidisciplinary
metabolic team following individualized schedules.
Expert opinion

Laboratory monitoring must include plasma ammonia
determination.222 The goal is a concentration of <80 μmol/L

for patients outside the neonatal period (assuming an upper
normal limit of 50 μmol/L).26,133 Venous samples should be
used as capillary samples may result in falsely elevated
values because of cell content and sweat contamination.
Spurious elevations can occur due to poor sample
processing, tourniquet use, crying, struggling, or convul-
sions.70,223 Sequential ammonia determinations for 24 hours
including preprandial, postprandial, and fasting samples are
carried out in some centers, but the value of this approach is
uncertain. For rapid approximate blood ammonia assessment
bed-side methods are available using as little as 20 μL blood
and yielding results within 3 to 5 minutes. These methods
are recommended only to be used with caution and in the
hospital environment, but not in a home setting due to the
inaccuracy of the method and the upper limit of detection of
some devices of only ~280 μmol/L.

A second pillar of laboratory monitoring is the determi-
nation of the plasma amino acid profile, to monitor
arginine-, citrulline-, and EAA/BCAA supplementation.
Plasma arginine should be in the high normal and EAA and
BCAA in the normal ranges.223 Rising plasma glutamine
may indicate impending hyperammonemia. Glutamine levels
not exceeding 1000 μmol/L are considered tolera-
ble.26,91,133,224 Since glutamine concentrations change with
the fasting/feeding status, they are highest after an overnight
fast.225 Blood sampling should therefore be as standardized
as possible, ideally 3 to 4 hours after the last meal and at
about the same time of the day.226,227 UCD patients fre-
quently have their glutamine levels in the higher normal
range and their BCAA levels decreased.226 The latter sup-
ports the need for more natural protein or for EAA/BCAA
supplements, although decreasing the nitrogen scavenger
dose may also increase BCAA values.

Outcomes: Metabolic stability, auxology
Key questions: How can we improve metabolic
stability? How can we achieve normal growth
and weight?
Recommendation #27: We recommend the follow-
ing target concentrations for long-term manage-
ment: of ammonia <80 μmol/L, glutamine
<1000 μmol/L, arginine in the high normal range,
EAA and BCAA in the normal range.
Quality of evidence: high (8/12 high, 4/12
moderate)

Other blood assays can include determination of vita-
mins, minerals, trace elements, carnitine, ferritin, cholesterol,
and triglycerides in plasma, alpha-fetoprotein, and of EFA in
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red blood cells and plasma. Creatine may be assessed espe-
cially in patients with OTCD, ASSD, and HHH syndrome,
as in these disorders low creatine concentrations were found
along with other changes in creatine metabolism228,229 but
the practical consequences of low creatine values are
unclear. The blood urea concentration is of little value as it
depends mainly on arginine intake, body hydration, and
tubular urine flow rate. Blood benzoate and/or
PBA/phenylacetate assays may be helpful to prevent toxicity
in patients receiving high dosages or repeated boluses.136

These scavenger determinations are already available in
some metabolic centers and their value is being evaluated.

Urine determinations can include ketone body assay
(done easily at home) in a spot urine sample to detect cata-
bolism. Hippurate determination in urine can be used to
assess compliance with benzoate treatment. Urinary PAGN
was shown in patients treated with GPB to be a useful clini-
cal biomarker for determining the dose and for monitor-
ing.172 Urinary amino acid profiling is not recommended for
monitoring. The value of orotate and orotidine excretion
measurements (given in relation to creatinine in the second
morning void) is dubious, although in principle increasing
orotate excretions should reflect greater carbamoylphosphate
accumulation indicating an excessive ammonia load.

Neuroimaging in UCDs may reveal brain MRI abnormali-
ties with a variable pattern and extent depending on the stage of
disease and correlating with neurological outcome.230-232 MRI
should ideally be performed between days 1 and 4 of a coma-
or stroke-like episode, to follow the changes in the apparent dif-
fusion coefficient (ADC). It should be used also in patient mon-
itoring at 2 year-intervals (if patients do not require anesthesia),
to correlate motor/language/cognitive development with ana-
tomic changes. MRI sequences should include diffusion tensor
imaging, axial T2 and FLAIR, sagittal and axial T1, and mag-
netic resonance spectroscopy (MRS).231,233,234 In acute presen-
tations, a diffuse cerebral edema is reflected by abnormal signal
intensity with infarct-like aspect and restricted diffusion in areas
of cortex and underlying white matter that are often multiple
and asymmetrical235,236 in one or both hemispheres. Basal
ganglia involvement is revealed on T2-weighted images by
high intensity signals in the caudate nucleus, putamen, and/or
globus pallidus. The deep sulci of the insular and perirolandic
regions may also display T1 shortening.235 MRS can reveal
highly elevated brain glutamine levels.237,238 These elevations
are helpful to detect subtle changes in OTC females.233,234,239

The thalamus, brainstem, the occipital region, and the cerebel-
lum tend to be relatively spared, and a few months after acute
hyperammonemia a very moderate residual hypersignal on the
insula and Rolando region may be visible. Chronic
hyperammonemia may be associated with defective mye-
lination and progressive cerebral atrophy, and with nonspecific
punctate white matter hyperintensities in some patients.

Outcome: Metabolic stability
Key question: What are prognostic markers for
acute and long-term management?
Recommendation #28: We recommend brain MRI,
if possible together with spectroscopy, in UCD
patients, even in the absence of neurological and/or
cognitive impairment, as this may help to adjust
treatment. Timing should be decided on a case by
case evaluation.
Quality of evidence: moderate (6/12 moderate,
4/12 high, 2/12 low)

8 | COGNITIVE OUTCOMES AND
PSYCHOSOCIAL ISSUES IN UCDS

The cognitive outcome of patients with UCDs depends pre-
dominantly on the extent and duration of
hyperammonemia.24 Children presenting with neonatal onset
have poorer outcome concerning cognitive, adaptive, and
behavioral functioning. The relationship between peak blood
ammonia levels during the first hyperammonemic crisis and
brain involvement seems to be linear: absence of mental
retardation and changes in brain images was recorded in
64% of patients with ammonia <180 μmol/L in contrast to
8% of patients with initial ammonia concentrations
>360 μmol/L.18

Outcome can vary in different UCDs: 33% of ASSD
patients had an average or above average IQ compared to
40% in ASLD and 66% in OTCD (81% of the OTCD
patients presented with a late-onset).120 However, even in
late-onset OTCD patients with normal IQ, deficits of motor
planning and execution were reported.240 A specific
neurocognitive pattern was identified that included weakness
in fine motor dexterity/speed and a trend toward weakness
in nonverbal intelligence, visual memory, attention/execu-
tive skills, and mathematics while verbal intelligence, mem-
ory, learning, and reading were preserved.120 These findings
stress the importance of assessing not only IQ and develop-
ment but also the specific neuropsychological strengths and
weaknesses in UCD patients.120 Behavioral and emotional
problems were frequent in 52 patients with UCD from the
European Registry and Network of Intoxication-type meta-
bolic diseases (E-IMD) registry and highly associated with
intellectual functioning.241 Clinically asymptomatic OTC
heterozygotes outperformed symptomatic heterozygotes, and
the performance improved with higher levels of residual urea
synthesis activity (assessed by 15N stable isotope studies),
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whereas neither the allopurinol loading test results nor the
mutation type correlated with neuropsychological perfor-
mance in these patients.61

Outcomes: Cognitive outcome, neurological
situation
Key questions: How can we preserve cognitive
function and prevent neurological disease?
Recommendation #29: We recommend testing for
IQ, development and specific strengths/weaknesses
in all patients, including those with milder disease
or female OTCD heterozygotes. They may develop
specific weaknesses in executive functions even if
the IQ is normal.
Quality of evidence: moderate (8/12 moderate,
4/12 high)

Until recently, only little attention has been given to the
psychological status of patients and families affected by
inborn errors of metabolism including UCD. Studies investi-
gating health-related quality of life (HrQoL), psychological
adjustment, and adaptive functioning in UCDs are sparse
and their comparability is limited due to the frequent lack of
coherence of methodological approaches and assessment
instruments.242

Patients with UCDs and their parents may have a low
HrQoL because the disease is chronic and stressful.243 This
may be amplified by delays in diagnosis and treatment, which,
in turn, may be attributed to low awareness toward these rare
conditions.241,244 A cross-sectional study including 10 children
and 14 parents with intoxication-type inborn errors including
UCDs revealed lower “general well-being” and less leisure
activities when compared to leukemia survivors. Parents physi-
cal QoL was lower compared to the general population and die-
tary constraints were a major issue.245 In patient and caregiver
focus groups, dietary restrictions and stigmatization/social
exclusion were the factors considered most relevant for HrQoL.
Parents and patients stated a need for comprehensive informa-
tion on disease and treatment mechanisms.246 Recently, a
disease-specific assessment tool for HrQoL in UCDs and other
intoxication-type metabolic diseases was developed,247 which
may be a promising option to study aspects specifically rele-
vant to patients with UCDs and their caregivers.

Clearly, psychologists should be involved in the care of
the patient of any age from the very moment of diagnosis to
cope with initial anxiety and with later-developing psycho-
logical problems248 and also to regularly assess the cognitive
level and neuropsychological function of the patient.

Outcome: Quality of life
Key question: How can we reduce the burden of
disease?
Recommendation #30: We recommend including
psychological monitoring and counseling as an
important component of the care of UCD patients
and their families since health-related quality of life,
anxiety, stress, and psychosocial factors are impor-
tant outcome parameters.
Quality of evidence: high (6/12 high, 3/12 moder-
ate, 3/12 low)

9 | RECOMMENDATIONS FOR
SPECIFIC DISORDERS

Unless indicated otherwise, the diseases described in the fol-
lowing in more detail require the nutritional management
given above. Table 8 gives specific recommendations for
chronic drug use in each disorder.

9.1 | NAGS and CPS1 deficiency

These two diseases have identical clinical and laboratory
manifestations (Figure 2), consisting in primary
hyperammonemia with concomitantly elevated plasma glu-
tamine and decreased plasma citrulline and arginine.
Orotic acid in urine is not elevated. In neonates, CPS1D
can be associated with significant elevation of
3-methylglutaconic acid excretion as detected by urinary
organic acid analysis.249 In NAGSD, carbamylglutamate
can substitute the missing NAG, and thus a positive thera-
peutic response to this compound should be diagnostic for
NAGSD.187 However, the sensitivity and specificity of the
initial response to carbamylglutamate is not 100%, since a
negative response was reported in a case of NAGSD250

and a positive response in patients with CPS1D.251,252

Therefore, the confirmation of NAGSD or CPS1D
requires either enzyme or mutation analysis.102,253 The
invasiveness of tissue procurement (liver for both CPS1
and NAGS; or intestinal mucosa for CPS1) for enzyme
assay and their technically challenging nature (particularly
for NAGSD254), as well as lower liver CPS1 activity
levels in patients with genetically proven NAGSD255,256

and HIHA syndrome257 are the main reasons why enzyme
analysis is nowadays used only in individual cases in
which genetic diagnosis is inconclusive or not readily
available.258 Figure 3 provides an algorithm on how to
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proceed with differentiation between NAGSD and/or
CPS1D.

Outcomes: Survival, cognitive outcome
Key questions: How can patients with NAGS
and CPS1 deficiencies be identified reliably and
early? How can we preserve cognitive function?
Recommendation #31: We strongly recommend
genetic analysis for the diagnosis of NAGSD and
for CPS1D, since NAGS activity assay is not gener-
ally available and enzymatic diagnosis of CPS1D
requires liver or intestinal mucosa.
Quality of evidence: high (8/12 high, 4/12
moderate)

Except during metabolic crises NAGSD is treated with
only carbamylglutamate (available exclusively as oral medi-
cation).37 The recommended oral/enteral loading dose of
100 to 250 mg/kg is followed by an initial daily maintenance
dose of 100 to 200 mg/kg divided into (3-)4 doses (based on
a T½ = 5-6 hours), which is then titrated down to the mini-
mum required (as low as 10-15 mg/kg).259,260 Although
long-term outcome data are scarce,259,261 20 NAGSD
patients known to this guideline group members are doing
well thus far under this treatment. CPS1D therapy is as for
other UCDs (Tables 5 and 8) although the use of L-citrulline
instead of L-arginine would appear preferable since L-
citrulline should allow for incorporation of one extra nitro-
gen atom in ASA and consequently arginine and urea. How-
ever, L-citrulline is more expensive than arginine and not
available as an IV drug. Furthermore, its potential superior-
ity to L-arginine has not yet been studied and single reports

TABLE 8 Dosages of peroral drugs for long-term treatment of UCDs

Disorder Sodium benzoatee Sodium PBAa,e, or GPB

L-argininee

(hydrochloride and/or
free base) L-citrullinee Carbamyl-glutamatee

NAGSD - - - - 10–100 mg/kg/d

CPS1D Up to 250 mg/kg/db,c

max. 12 g/d
<20 kg: up to 250 mg/kg/db,c

>20 kg: 5 g/m2/dc

max. 12 g/d

<20 kg: 100-200b mg/kg/d
or: 0.5-1 mmol/kg/d

>20 kg: 2.5-6 g/m2/d,
max. 6 g/d

100-200 mg/kg/dd

max. 6 g/d
-

OTCD Same Same Same 100–200 mg/kg/dd

max. 6 g/d
-

ASSD Same Same <20 kg: 100-300b,c mg
/kg/dor:
0.5-1.5 mmol/kg/d

>20 kg: 2.5-6 g/m2/dc,
max. 8 g/d

- -

ASLD Same Same <20 kg: 100–300b,c

mg/kg/d or:
0.5-1.5 mmol/kg/d

>20 kg: 2.5-6 g/m2/dc,
max. 8 g/d

- -

ARG1D Same Same AVOID - -

HHH syndrome Same Same <20 kg: 100–200b mg/kg/d
>20 kg: 2.5-6 g/m2/d, max.
6 g/d

100–250 mg/kg/dd

max. 6 g/d
-

All medications should be divided into three to four doses daily taken with meals and distributed as far as possible throughout the day.
aSodium phenylbutyrate (PBA) was considered of second choice for long-term treatment by most guideline group members. It should be given together with sodium
benzoate in patients in which benzoate alone is not enough. GBP, glycerol phenylbutyrate, has essentially the same content (5% more) of phenylbutyrate as sodium
phenylbutyrate.
bSerum/plasma levels of benzoate/PBA and plasma levels of arginine should be monitored.
cIn some patients higher doses are needed (the US FDA studies consider doses up 450-600 mg/kg/d in children weighing less than 20 kg and 9.9 to 13.0 g/m2/d in
children weighing more than 20 kg, adolescents and adults), according to expert advice.
dIf citrulline is given, there is usually no need for concomitant use of L-arginine.
e100 mg equal, respectively, 0.694 mmol sodium benzoate, 0.537 mmol sodium PBA, 0.566 mmol esterified phenylbutyrate in GPB, 0.475 mmol arginine
hydrochloride, 0.574 mmol arginine base, 0.571 mmol citrulline, 0.532 mmol carbamylglutamate.
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indicate similar efficacy.181 Treatment using
carbamylglutamate was reviewed190,262 and was tested in
five patients with late-onset CPS1D. In four patients,
ureagenesis was improved, and one patient showed marked
improvement in nitrogen metabolism.263

Outcome: Metabolic stability
Key question: How can we improve metabolic
stability in NAGS deficiency?
Recommendation #32: We strongly recommend
monotherapy with carbamylglutamate as the treat-
ment of choice outside acute decompensations in
NAGSD.
Quality of evidence: high (9/11 high, 2/11
moderate)

9.2 | OTC deficiency

Diagnosis of this X-linked disorder is based on the clinical
and family history, hyperammonemia, increased plasma glu-
tamine and alanine, low plasma citrulline, and high urinary
orotic acid excretion (Figure 2). OTCD may present with

acute liver dysfunction or even acute liver failure, or with
chronic liver disease.45,46,264 In some patients, acute liver
failure did resolve with metabolic management of the OTCD
but in other patients emergency LT had to be performed.39

Three OTCD patients with recurrent pancreatitis have been
reported. Only one of them had an additional mutation in a
gene associated with hereditary pancreatitis and so the rela-
tion between recurrent pancreatitis and OTCD is still
unexplained.265 Male OTCD patients mostly present as neo-
nates. They belong to the group of UCD patients with the
highest mortality (60%) during initial presentation. In female
OTCD, neonatal onset was only 7% in a large meta-
analysis.11

Mutation identification is the preferred approach to con-
firm diagnosis, allowing prenatal testing, carrier identifica-
tion266 and even genotype-based prognosis.95,267,268 In
~20% of OTCD patients standard molecular techniques fail
to reveal a mutation.95,269 To increase the detection rate in
these patients, liver tissue-derived RNA-based studies97 or
use of oligonucleotide array CGH have been successfully
applied.98 Liver or intestinal mucosa OTC activity assays
may be helpful for diagnostic confirmation but may fail in
female patients. A recently described LC MS/MS assay of
OTC activity in plasma can demonstrate OTCD in hemizy-
gous males and in the majority of symptomatic heterozygous
females.270

FIGURE 3 Algorithm for the
differential diagnosis of NAGSD and
CPS1D. CPS1, carbamoylphosphate
synthetase 1; DD, differential
diagnosis; NAGS, N-acetylglutamate
synthase; NCG, N-carbamylglutamate
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Outcome: Survival
Key question: How can patients with OTC defi-
ciency be identified reliably and early?
Recommendation #33: We strongly recommend
genetic analysis for diagnosis of OTCD. We recom-
mend determining OTC enzyme activity assay in
plasma, liver, or intestinal mucosa if genetic analy-
sis is inconclusive.
Quality of evidence: high (8/12 high, 4/12
moderate)

When mutation detection, pedigree analysis and enzyme
activity assays are uninformative or unavailable, the allopuri-
nol test may be performed to identify female carriers.271,272

Elevated orotic acid and orotidine concentrations determined
in four consecutive 6-hour fractionated urine samples collected
after oral intake of allopurinol may be diagnostic but specific-
ity and sensitivity are rather limited.273 Patients with ASSD,
ARG1D, LPI, and the HHH syndrome can also produce posi-
tive allopurinol test results, stressing the need for accurate bio-
chemical differential diagnosis of these disorders.274 For
children, age-related reference values have been developed but
not for infants below 6 months.275 Interpretation of the test
result based on normalization to the allopurinol dose has been
suggested, but again there are only scarce data on newborns
and young infants.276 As an alternative, a modified protein
load proved to have increased sensitivity277 while being less
dangerous compared to older protein loading test protocols.23

Treatment of OTCD is as for CPS1D. The considerations
of a theoretical preference for L-citrulline over L-arginine also
apply to OTCD. Although a large fraction of female patients
has mild deficiency requiring little or no protein restriction,
the risk of decompensation dictates lifelong adoption of pre-
ventive measures for emergency situations and monitoring of
these patients. Measurement of plasma ammonia and gluta-
mine levels every 6 months is recommended.

9.3 | ASS deficiency (citrullinemia type 1)

The diagnosis is generally straightforward (Figure 2) because
of the combination of hyperammonemia and/or elevated
plasma glutamine with very strong elevation of plasma citrul-
line and increased urinary orotic acid, without ASA in plasma
or urine. ASSD can also present with signs of liver damage
and even with acute liver failure.43,278 Confirmation with
genetic or enzymatic methods is necessary to allow for prena-
tal testing279 but sometimes also to rule out citrullinemia type
2 (citrin deficiency). Since enzymatic analysis is complex,280

mutation identification is preferred and may help to decide on
the necessity of dietary therapy.100,101,279 It is remarkable that

certain genotypes are associated with a mild phenotype but
these individuals may show up in NBS.100 In single patients
with such a mild phenotype, fatal hyperammonemia occurred
in severe catabolic circumstances.62,63,101,281 Thus, these
patients may neither need a protein-restricted diet nor drug
therapy but should nevertheless be followed in metabolic cen-
ters and have an emergency protocol.

Outcome: Survival
Key questions: How can patients with ASS defi-
ciency be identified reliably and early? What
interventions are appropriate in prenatal testing
of ASS deficiency?
Recommendation #34: We strongly recommend
genetic analysis for diagnostic confirmation and for
prenatal testing in citrullinemia type 1.
Quality of evidence: high (8/12 high, 4/12 moderate)

9.4 | ASL deficiency (argininosuccinic
aciduria)

The pathognomonic elevation of ASA levels in plasma and
urine proves ASLD. Nevertheless, mutation identification
and even the determination of the enzyme activity (measured
radiometrically in cultured fibroblasts as in ASSD59) are
desirable. Genetic testing facilitates prenatal testing
(although the amniotic fluid ASA level can also be used, see
Table 3) and can guide prognosis by associating mutations
with clinical severity.25,282-284 The level of residual ASL
activity can influence management decisions.59,285

Outcome: Survival
Key questions: How can patients with ASL defi-
ciency be identified reliably and early?
Recommendation #35: We recommend metabolite
analysis for confirmation of ASLD since presence
of ASA in high concentrations in plasma or urine is
diagnostic. We strongly recommend genetic confir-
mation for family counseling and as method of
choice for prenatal testing.
Quality of evidence: high (10/12 high, 2/12
moderate)

The risk of hyperammonemia in ASLD is low with argi-
nine treatment, as two waste nitrogen atoms are excreted
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with each ASA molecule. However, a significant proportion
of ASLD patients has a poor cognitive outcome even with-
out hyperammonemic decompensation.28,38,69,286 This raises
concerns regarding brain toxicity of ASA,183,287 of increased
guanidinoacetate concentrations,288 nitric oxide
(NO) production, or a role of altered arginine metabolism.
This “beyond hyperammonemia” phenotype may in part be
explained by the fact that ASL is required for systemic NO
production.289 ASLD patients developed complications that
were possibly related to systemic NO deficiency. Particular
attention should be given to monitoring blood pressure
levels as arterial hypertension was more commonly observed
in ASLD.290,291 One patient showed improvement in some
neuropsychological parameters when given a NO donor (iso-
sorbide dinitrate).292 ASLD can also be associated with pro-
gressive liver disease and hepatomegaly, the latter associated
with an elevation of plasma triglycerides (Dionisi-Vici
C. and Leonard J., personal communications). Hypokalemia
(presumably due to tubular loss) is another complication in
ASLD requiring monitoring and particular attention at risk
circumstances such as gastroenteritis, heat, and other causes
of dehydration.

For long-term treatment (Table 8) the same L-arginine
dosages as for other UCDs are recommended. Plasma argi-
nine concentrations of <200 μmol/L are targeted.147,293

Outcomes: Metabolic stability, cognitive, and
hepatic outcome
Key questions: How can we improve metabolic
stability in ASL deficiency? How can we pre-
serve cognitive function and how can we prevent
significant liver disease in ASL deficiency?
Recommendation #36: We recommend against
high-dose L-arginine supplementation in ASLD
because of neurological and hepatic complications.
We recommend using L-arginine for long-term
management at the same dosages as for other UCDs
in combination with nitrogen scavengers and pro-
tein restriction.
Quality of evidence: moderate (8/11 moderate,
3/11 high)

9.5 | Arginase 1 deficiency (argininemia)

ARG1D markedly differs from other UCDs because patients
rarely present in the neonatal period. Between 2 and 4 years
of age, progressive spastic paraplegia and developmental
delay evolve, with hepatomegaly and in some patients,

hyperammonemic episodes.35,294 Although increased plasma
arginine is the disease hallmark, arginine may not always be
exceedingly high.295 The diagnosis can be confirmed by
enzymatic assays (in erythrocytes)94 or by genetic analy-
sis.296-298 The observation of increased urine orotic acid
levels also supports the diagnosis.

Since arginine and its metabolites (eg, guanidinoacetate,
also elevated in ARG1D35,299,300) are most likely toxic,
treatment aims at reducing plasma arginine concentrations
below 200 μmol/L.294 This requires extreme restriction of
natural protein150,295 with up to 50% of the required protein
being supplied as an EAA mixture (see above). ARG1D
patients are less prone to hyperammonemic crises than
patients with other UCDs,35,297 but they can occur301-303 and
may require use of nitrogen scavengers.344 It is uncertain
whether adherence to treatment, which should halt disease
progression,35,300 can reverse the spastic diplegia.

Outcomes: Metabolic stability, neurological situ-
ation of patients, quality of life
Key questions: How can we improve metabolic
stability in ARG1 deficiency? How can we pre-
vent neurological disease and how can we reduce
the burden of dietary treatment in ARG1
deficiency?
Recommendation #37: We recommend following
standard UCD dietary and medical treatment in
ARG1D but without the use of L-arginine. We sug-
gest adherence to a strict protein restriction to
reduce plasma arginine levels to as low as possible
aiming for the upper reference range.
Quality of evidence: moderate (9/12 moderate,
2/12 low, 1/12 high)

10 | HHH SYNDROME

The manifestations of this mitochondrial ornithine transport
syndrome differ from those of other UCDs and, as a nearly
constant finding, they include spastic paraparesis, which sets
in more slowly than in ARG1D, being preceded by hyperre-
flexia and other pyramidal signs.29,36,304 While most symp-
toms are similar to those seen in all other UCDs, liver
dysfunction and coagulopathy (with defects of factors VII,
IX, and X) are more common in HHH syndrome.40,304,305

The biochemical profile in this syndrome shows
hyperammonemia and homocitrullinuria frequently accom-
panied by increased orotic acid excretion.29,306 The disease
should be confirmed by assessing isotopically labeled
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ornithine incorporation into protein in cultured skin fibro-
blasts (or liver tissue)307 or by identifying the mutation36,308

allowing prenatal testing and carrier detection.
For long-term treatment a low protein diet combined with

citrulline supplementation is recommended (Table 8), which
prevents hyperammonemia and liver disease but apparently
not the spastic paraparesis,36,162,304,305 although more stud-
ies are needed to assess the impact of treatment on the neu-
rological derangements. Since secondary creatine deficiency
was reported in this syndrome,228,305,309 creatine supplemen-
tation can be used in patients with low plasma creatine
levels.

Outcome: Metabolic stability
Key question: How can we improve metabolic
stability in HHH syndrome?
Recommendation #38: We recommend low-
protein diet and citrulline or arginine supplementa-
tion in HHH syndrome. The impact of these mea-
sures on pyramidal dysfunction is unclear.
Quality of evidence: moderate (5/12 moderate,
5/12 low, 2/12 high)

11 | NEW MODELS AND EMERGING
THERAPIES

Several animal models with inducible or hypomorphic phe-
notypes have recently been developed for some of the
UCDs. In contrast to previous models with knock-out ani-
mals that died early,310 this strategy allows testing of novel
therapeutic strategies.289,311-313 Such tests for novel thera-
peutic approaches will further benefit from the recent devel-
opment of a simplified protocol allowing urea cycle flux
studies with stable isotopes and the use of dried blood
spots.314 In addition, the structure of human CPS1315 and of
a robust system for in vitro production of this enzyme316

have become available, providing models for rationalizing
and experimentally testing the effects of the numerous muta-
tions reported in patients with CPS1D,106 and the efficacy of
potential pharmachaperones and artificial activators
of CPS1.

Advances in the treatment of hyperammonemia were
recently reviewed including existing treatment alternatives
and novel promising alleys.317

11.1 | Experimental therapies

As the brain is the main target of ammonia toxicity,318 the
use of systemic hypothermia as a neuroprotective measure
was investigated in a pilot study (with historical case con-
trols) in seven acutely encephalopathic, hyperammonemic
neonates with UCDs (n = 6) and OAs (n = 1) requiring dial-
ysis.319 Adjunct whole-body hypothermia was added to stan-
dard treatment. Patients' body temperature was maintained at
33.5!C ± 1!C for 72 hours, then rewarmed by 0.5!C every
3 hours over 18 hours. Adjunct therapeutic hypothermia was
feasible and safe. This observation adds to an older case
report on mild systemic hypothermia (rectal temperature of
34!C for 48 hours together with hemofiltration) which
resulted in a striking fall in plasma ammonia in a neonatal
patient with hyperammonemic coma.320 However, no further
systematic data are available.

In the field of cell-based therapies, hepatocyte transplan-
tation has been suggested in recent years as a therapeutic
option for UCDs.321-325 Since 1997, only a small number of
UCD patients are reported who were treated with cell infu-
sions. Some of them experienced serious complica-
tions.325-331 The principle of hepatocyte transplantation was
not only considered attractive with respect to organ shortage
but also because it offers the option to bridge the time span
to a later LT.323,325

As an alternative approach to hepatocytes, stem cell
transfer has been suggested. Liver derived progenitor cells
were reported to have some advantages over stem cells
derived from other tissues.332 The track from the first hepa-
tocyte transplantation in 2000 to products issued from stem
cell technology, and the start of EMA approved clinical trials
was recently reviewed.333

Gene therapy has recently seen many years of preclinical
evaluation,334-339 as reviewed.340 It has now reached the
stage of clinical trials341 and its value is currently (as of
April 2019) being evaluated in adult OTCD (ClinicalTrials.
gov Identifier: NCT02991144).

Enzyme replacement therapy (ERT) has been proposed
as treatment for ARG1D since the arginase reaction is
merely hydrolytic. PEGylated human recombinant arginase
1 (PEG-BCT-100) has been tested in a phase 1 clinical trial
for cancer (http://clinicaltrials.gov/ct2/show/NCT00988195).
This study was completed in August 2009, but no results
have been posted on ClinicalTrials.gov. Currently (as of
April 2019), an open-label, multicenter extension study to
evaluate the long-term safety, tolerability and effects of
intravenous PEGylated human arginase I (pegzilarginase) is
open and recruiting ARG1D patients (ClinicalTrials.gov
Identifier: NCT03378531).
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12 | CLOSING REMARKS

These guidelines aim at delivering the best available level of
evidence for any given recommendation. As the field moves
forward, the working group of this guideline commits itself
to review and revise the work in the future to preserve the
achieved quality. Indeed, it is hoped that many of the state-
ments will be substituted in forthcoming years by even more
precise and effective recommendations to the benefit of the
patients.
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