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Organic acidurias (OAD) and urea-cycle disorders (UCD) are rare inherited disorders

affecting amino acid and protein metabolism. As dietary practice varies widely, we

assessed their long-term prescribed dietary treatment against published guideline and

studied plasma amino acids levels. We analyzed data from the first visit recorded in

the European registry and network for intoxication type metabolic diseases (E-IMD,

Chafea no. 2010 12 01). In total, 271 methylmalonic aciduria (MMA) and propionic

aciduria (PA) and 361 UCD patients were included. Median natural protein prescrip-

tion was consistent with the recommended daily allowance (RDA), plasma L-valine

(57%), and L-isoleucine (55%) levels in MMA and PA lay below reference ranges.

Plasma levels were particularly low in patients who received amino acid mixtures

(AAMs-OAD) and L-isoleucine:L-leucine:L-valine (BCAA) ratio was 1.0:3.0:3.2. In

UCD patients, plasma L-valine, L-isoleucine, and L-leucine levels lay below refer-

ence ranges in 18%, 30%, and 31%, respectively. In symptomatic UCD patients who

received AAM-UCD, the median natural protein prescription lay below RDA, while

their L-valine and L-isoleucine levels and plasma BCAA ratios were comparable to

those in patients who did not receive AAM-UCD. Notably, in patients with ornithine

transcarbamylase syndrome (OTC-D), carbamylphosphate synthetase 1 syndrome

(CPS1-D) and hyperammonemia-hyperornithinemia-homocitrullinemia (HHH) syn-

drome selective L-citrulline supplementation resulted in higher plasma L-arginine

levels than selective L-arginine supplementation. In conclusion, while MMA and PA

patients who received AAMs-OAD had very low BCAA levels and disturbed plasma

Abbreviations: AAM(s), amino acid mixture(s); AAM(s)-OAD, amino acid
mixture(s) for organic acidemias (lack L-isoleucine and L-valine); AAM(s)-
UCD, amino acid mixture(s) for urea-cycle disorders (contain essential
amino acids); ASL(-D), argininosuccinate lyase (deficiency); ASS(-D), argi-
ninosuccinate synthetase (deficiency); BCAAs, branched-chain amino acids;
CPS1(-D), carbamylphosphate synthetase 1 (deficiency); E-IMD, European
registry and network for intoxication type metabolic diseases; HHH, hyper-
ornithinemia-hyperammonemia-homocitrullinuria; MMA, methylmalonic

aciduria; OAD, organic acidurias; OTC (-D), ornithine transcarbamylase
(deficiency); PA, propionic aciduria; RDA, recommended daily allowance;
SAA, single amino acids (L-valine and/or L-isoleucine supplied as a supple-
ment, either independently or in combination); UCD, urea-cycle disorders;
WHO, World Health Organization; Ws, Wilcoxon rank sum test.
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BCAA ratios, AAMs-UCD seemed to help UCD patients obtain normal BCAA

levels. In patients with OTC-D, CPS1-D, and HHH syndrome, selective L-citrulline

seemed preferable to selective L-arginine supplementation.
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1 | INTRODUCTION

Organic acidurias (OAD) and urea-cycle disorders (UCD)
are rare inherited disorders affecting amino acid and protein
metabolism. Their estimated incidence is 1 in 1 000 000 to
50 000 newborns per individual disease.1,2 OAD (methyl-
malonic aciduria [MMA; mutase deficiency OMIM
#251000, CblA #251100, CblB #251110] and propionic
aciduria [PA; OMIM #606054]) are caused by deficiencies
of the enzymes needed for the breakdown of branched-chain
amino acids (BCAA), L-valine, and L-isoleucine in MMA
and PA. UCD, that is, inherited deficiency of N-
acetylglutamate synthase (OMIM #237310), carbamylpho-
sphate synthetase 1 deficiency (CPS1-D) (EC 6.3.4.16;
OMIM #237300), ornithine transcarbamylase deficiency
(OTC-D) (EC 2.1.3.3; OMIM #311250), argininosuccinate
synthetase deficiency (ASS-D) (EC 6.3.4.5; OMIM
#215700), argininosuccinate lyase deficiency (ASL-D)
(EC 4.3.2.1; OMIM #207900), arginase 1 deficiency
(OMIM #207800), and hyperornithinemia-hyperammone-
mia-homocitrullinuria (HHH) syndrome (OMIM #238970),
are caused by deficiencies of the enzymes and transporter
needed for the urea-cycle. If left untreated, ammonium and
other toxic metabolites accumulate.

In OAD patients, long-term treatment consists of reduc-
ing natural protein intake to prevent intoxication while
allowing normal growth.3 Although, when necessary,
precursor-free amino acid mixtures (AAM) (AAMs-OAD:
amino acid mixtures in OAD) can be supplemented without
inducing intoxication, there has recently been some debate
on their use with respect to the relative high L-leucine con-
tent influencing other plasma BCAA levels.3–6 In some
patients, single amino acids (SAA) can be supplied to fine-
tune dietary treatment, though there is no international con-
sensus on the use of either AAMs-OAD or SAA.7 In UCD
patients, the purpose of dietary treatment is to reduce the
nitrogen load. In the most severe cases, treatment consists of
a protein-restricted diet (either with or without the use of
AAM-UCD [amino acid mixture in UCD]), supplemented
with L-arginine and/or L-citrulline to support the urea-
cycle.8 Most patients also receive nitrogen scavengers. In
patients with mild phenotypes, treatment can be less strict,

ranging from a self-initiated vegetarian diet to a natural pro-
tein restriction without nitrogen scavengers and other sup-
plements. In both OAD and UCD, additional caloric intake
to maintain anabolism is necessary.9

In daily practice, dietary treatment is currently very
diverse.4,10 If long-term outcome in these patients is to be
improved, it is essential that treatment is optimized. The
guideline proposed by Baumgartner et al for the dietary
treatment of patients with MMA and PA11 suggest that “the
FAO/WHO/UNU (2007) safe levels of protein intake are a
useful guide for protein prescription.” The guideline sug-
gests that “synthetic protein should form part of the total
protein intake if natural protein tolerance is below FAO/-
WHO/UNU (2007) safe levels,”11 and the Genetic Metabolic
Dietitian International guideline on PA recommends that
AAMs-OAD (which lack L-isoleucine and L-valine) should
be added to achieve 100% to 120% of recommended daily
allowance (RDA) in those patients who tolerate a natural
protein intake less than 100% RDA (Southeast Regional
Newborn Screening and Genetics Collaborative [SERC]12).
However, there is no guideline available on the amount of
synthetic protein intake as percentage of total protein intake
in those patients requiring supplemental amino acids. The
guideline for UCD proposed by Häberle et al13 likewise sug-
gests that the FAO/WHO/UNU requirements are used for
protein intake. The guideline provides recommendations on
the amount of synthetic protein intake as a percentage of the
total protein intake for patients who require supplemental
amino acids (recommendation: 20%-30%). The same guide-
line also propose recommendations on dosages of L-
citrulline and/or L-arginine treatment (L-arginine dose:
<20 kg body weight: 100-200 mg/kg/d, >20 kg body
weight: 2.5-5 g/m2/d, and L-citrulline dose:
100-200 mg/kg/d). However, these dietary and supplemental
recommendations are based on expert opinion. There are
neither outcome data with respect to recommendations on
appropriate plasma amino acid levels, nor are there clear rec-
ommendations on whether L-citrulline or L-arginine treat-
ment is preferred in any of the following: CPS1-D, OTC-D,
and HHH syndrome.

If optimized treatment is feasible, it is likely to improve
outcome in OAD and UCD patients. To establish whether or
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not treatment is sufficient, it is very important to evaluate
dietary and supplemental treatment in a large cohort of OAD
and UCD patients. We evaluated data from the first visit
recorded in the registry from OAD and UCD patients in the
European registry and network for Intoxication type Meta-
bolic Diseases (E-IMD) (a) to compare their current long-
term dietary and supplemental treatment with the existing
guideline; and (b) to study the plasma amino acids levels in
patients with this prescribed treatment.

2 | METHODS

2.1 | Patient registry and inclusion/exclusion
criteria

The European registry and network for Intoxication type
Metabolic Diseases (E-IMD; URLs: http://www.e-imd.org
[website]; https://www.eimd-registry.org [registry]) is a
European project that was initiated in 2011 and now
includes a web-based patient registry containing comprehen-
sive follow-up data on more than 1200 individuals with
OAD and UCD. A detailed overview of the E-IMD was pub-
lished previously.14 The data in the E-IMD registry were
entered by clinicians and dieticians. The dietary information
in this registry was the diet prescribed, which does not nec-
essarily equal the consumed diet. The study was approved
by the local ethics committee of the coordinating center
(University Hospital Heidelberg) and by all clinical partners.
The current publication project was evaluated by the scien-
tific board and approved by the executive board of the
E-IMD consortium. All the procedures followed were in
accordance with the ethical standards of the committee
responsible for human experimentation (institutional and
national) and with the Helsinki Declaration of 1975 as
revised in 2000. Informed consent with regard to being
included in the study was obtained from all patients or their
legal guardians prior to being included in the study in coun-
tries where this was needed by law.

In this cross-sectional study, we included all data from
the first visits recorded in the registry and all visits included
were during stable metabolic period. We included MMA
(mut-, mut0, cblA, and cblB), PA, OTC-D females and
males, CPS1-D, HHH syndrome, ASS-D, and ASL-D
patients. CblA and CblB patients were included as the
majority of them were symptomatic and they were also trea-
ted with a natural protein restriction. We excluded patients
with other inherited metabolic diseases, those with an uncon-
firmed suspicion of an OAD or UCD, those with MMA
CblC and CblD subtypes and unclassified type, and those
who had received a kidney or liver transplantation or had
other serious unrelated comorbidities, such as Down syn-
drome, kernicterus, or fetal alcohol syndrome. We

furthermore excluded those without information on the pre-
scribed dietary treatment and those without information on
clinical symptoms (symptomatic or not). Clinically symp-
tomatic patients were defined as presenting with a metabolic
crisis or long-term complications.

2.2 | Data analysis

Synthetic protein was defined as a protein-equivalent of spe-
cialized AAM-OAD/UCD and SAA. L-valine and/or L-
isoleucine were supplied independently or in combination as
SAA. Total protein prescription was calculated by adding
natural protein and synthetic protein prescription. Protein
prescription (natural, synthetic, and total) data from the first
visit recorded in the registry was compared with the WHO
RDA15 (Geneva, Switzerland). Synthetic vs total protein
prescription (ratio) was calculated by dividing the amount of
synthetic protein % RDA by total protein % RDA. Informa-
tion on the amino-acid content of AAMs-OAD/UCD was
obtained from the manufacturers. Supplementation with L-
arginine and/or L-citrulline and the provision of sodium phe-
nylbutyrate were both compared with current recommenda-
tions.13 Plasma amino acid levels were compared with the
amino acid reference values provided in Table 2.1.5 of the
“Laboratory Guide to the Methods in Biochemical Genetics”
by Duran.16

On the basis of their common metabolic amino acid dis-
turbances, we combined the following disorders in several
analyses: (a) MMA and PA; (b) inherited deficiency of ASS-
D, ASL-D; (c) OTC-D males, CPS1-D, and HHH syndrome,
and (d) as a separate group OTC-D females.

2.3 | Statistical analysis

SPSS (IBM SPSS Statistics 24.0, IBM Corp., Armonk, NY,
USA) was used for descriptive statistics (percentages, mean,
SD, median, and range). Normality was examined using the
Kolmogorov-Smirnov test and quantile-quantile (Q-Q) plots.
We corrected the P-values per outcome for the subgroup
analyses by using the Holm method. Student's t test was per-
formed to compare means if distribution was Gaussian and
Wilcoxon rank sum test (Ws) if distribution was nonnormal.
If there were dichotomous parameters in a small sample size
Fisher's exact test was performed to determine statistical sig-
nificance between groups and if there were dichotomous
parameters in a large sample size chi-square test was per-
formed. One-way analysis of variance was performed to
compare more than two groups. To compare L-citrulline and
L-arginine prescription against the guideline, body-surface
area was calculated with the Mosteller formula. To identify
variables that had significant associations with plasma amino
acid levels, we used backward stepwise linear regression
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analysis to explain the relationship between five independent
variables on plasma amino acids. As forward methods pro-
duce suppressor effects, we performed backward linear
regression.17 Five independent variables were used in the
multiple regression analysis: protein prescription (natural [%
RDA] and synthetic); use of single BCAAs (yes/no); age at
visit; clinically symptomatic (yes/no); and, in UCD, use of
sodium phenylbutyrate (yes/no). On the basis of the amount
of L-arginine/L-citrulline prescription and of selective L-
citrulline vs L-arginine supplementation, we also used back-
ward stepwise linear regression to identify factors that had
an association with plasma L-arginine levels in OTC-D and
CPS1-D and HHH syndrome.

3 | RESULTS

3.1 | Description of the study population

Two hundred and seventy-one MMA and PA patients and
361 UCD patients had been registered between 1 February
2011 and 20 May 2016 (Supporting Information, Tables S1
and S4). In patients with MMA and PA as well as in patients
with UCD, OTC-D females excluded, 82% was symptom-
atic. A total of 67% of females with OTC-D were symptom-
atic. In total, 73% of patients with OAD and UCD were
diagnosed by selective metabolic testing, 13% by newborn
screening, 13% by high-risk family or population screening,
and 1% by prenatal testing. Most patients were from Europe
(95%), the remainder from Taiwan (2%), the United States
(2%), India (0.8%), and Japan (0.2%). Median age at first
visit recorded in the registry was 9.3 years (5%-95% percen-
tile: 0.4-35.6). The median time from diagnosis until the first
visit recorded in the registry was 6.6 years (5%-95% percen-
tile: 0.2-23.4). Information on participating countries and
disease groups is provided in Table S2.

3.2 | MMA and PA

3.2.1 | MMA, PA, and protein prescription

A total of 92% (250/271) MMA, PA patients received a pro-
tein restricted diet (Figure S1). Natural protein prescription
was according to and above the RDA in 62% (155/250).
Symptomatic MMA, PA patients received a lower natural
and total protein prescription % RDA than asymptomatic
patients (Table S3, Figure 1A). A few patients were pre-
scribed a natural protein intake <50% or >200% RDA
(Figure 1A). Various (29) AAMs-OAD were provided by a
total of six companies and used for a majority of MMA and
PA patients (Figure S1). AAMs-OAD were free of L-valine
and L-isoleucine, while the rest of their content varied
(Table S4). Median protein prescription through AAMs-
OAD was 0.50 g/kg/d (5-95% percentile: 0.18-1.20). SAA

were supplied in only 17% of those with MMA (24/144) and
20% of those with PA (25/127). Ninety percent of those who
received SAA (44/49) were also prescribed AAM-OAD. In
patients who received synthetic protein, natural protein pre-
scription was according to and above the RDA in the major-
ity (58%, 96/166) (Figure 2, Table S3). The mean amounts
of synthetic protein as a percentage of total protein prescrip-
tion was 40% (SD ±15.2). In patients with MMA, those with
the Mut0 subtype were prescribed the lowest natural protein
% RDA. AAMs-OAD were most frequently used in Mut0
and CblB patients (Table S5).

Protein prescription within the different countries varied,
with a median natural protein prescription of 112% RDA, a
total protein prescription of 159% RDA and a synthetic vs
total protein prescription of 40% (Table S2). A high natural
protein prescription was seen in the Austria (n = 12), Tai-
wan (n = 7), and Romania (n = 2) and the highest total pro-
tein prescription in Czech Republic (n = 10), Spain
(n = 20), Romania (n = 2), the United States (n = 10), and
Japan (n = 1). The synthetic vs total protein prescription
was highest in United Kingdom (n = 1), Japan (n = 1),
Denmark (n = 4), Spain (n = 13), and Portugal (n = 2)
(Table S2). Compared to the other countries, AAM-OAD
was not applied in Serbia and Taiwan.

3.2.2 | Impact of dietary management on
plasma amino acids in MMA, PA

Plasma BCAA levels were reported in 66% (180/271) of the
MMA and PA patients (Table S1). In individuals with
MMA and PA plasma, L-valine and L-isoleucine levels both
lay below the lowest reference ranges in 57% and 55% of the
patients, respectively (Figure 3A). Symptomatic MMA and
PA patients who were prescribed AAM-OAD had lower
plasma L-valine and L-isoleucine levels than those without
(Figure 4, Table S3). Linear regression analysis showed that
the plasma L-valine was positively associated with the
amount of natural protein prescription % RDA and nega-
tively associated with the amount of L-leucine prescription
derived from AAM-OAD (Table 3c). Plasma amino acid
levels of L-isoleucine, L-valine, and L-leucine were the low-
est in patients with Mut0 and cblB phenotype (Table S5). In
MMA and PA median plasma, L-isoleucine:L-leucine:L-
valine ratio was 1:2.5:2.9 (reference value: 1:2: 4). Patients
with AAM-OAD had ratio of 1:3.0:3.2, while those without
AAM-OAD had ratio of 1:1.9:3.3. The ratio of L-leucine vs
L-isoleucine plasma levels (Ws = 4088.0, Z = −4.590,
P < 0.001) as well as the ratio of L-leucine vs L-valine
plasma levels (Ws = 3569.5, Z = −6.084, P < 0.001) were
significantly higher in patients who received AAM-OAD
compared to those without.
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FIGURE 1 Legend on next page.
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3.3 | Urea-cycle disorders

3.3.1 | UCD and protein prescription

A total of 80% (289/361) of the UCD patients received a
protein-restricted diet (Figure 1). Median natural protein pre-
scription in symptomatic and asymptomatic patients was close
to or above the RDA; in the majority of UCD subgroups, total
protein prescription was above the RDA (Figure 1A-D). Several
patients were prescribed a natural protein intake protein <50%
or >200% RDA (Figure 1B-D). For UCD 21 different AAMs-
UCD were provided by a total of five companies. AAMs-UCD
were supplemented with BCAA (L-valine, L-isoleucine, and L-
leucine) (Table S4). AAMs-UCD were used for 32% (114/361)
of the patients (Figure 1) and median protein prescription
through AAM-UCD was 0.28 g/kg/d (range: 0.04-1.17 g/kg/d).

Symptomatic patients who received AAM-UCD had a
lower natural protein % RDA prescribed than those who did
not receive AAM-UCD in the CPS1-D, OTC-D male, and
HHH-syndrome subgroup (Table 3b). In the ASS-D, ASL-D
and CPS1-D, OTC-D male and HHH-syndrome subgroups,
natural protein prescription in symptomatic patients taking
AAM-UCD lay below the RDA (Figure 2). SAA of BCAA
were supplied in only 3% (11/361); 3/11 of those who
received SAA were also prescribed AAM-UCD. The mean
amounts of synthetic protein as a percentage of total protein
prescription were as follows in the following groups: 31% in
the ASS-D and ASL-D subgroup (SD ±18.2), 32% in the
CPS1-D, OTCD-male, and HHH subgroup (SD ±11.7) and
28% (SD ±14.2) in OTC-D females.

Protein prescription within the different countries varied,
there was a high median natural protein prescription in Poland
(n = 9), Denmark (n = 10), and India (n = 4), while a low
median natural protein prescription in Austria (n = 3), Italy
(n = 39), and United Kingdom (n = 8). Austria and the United
Kingdom had a relatively high synthetic vs total protein pre-
scription and thereby a total protein prescription according to
recommendations, while Italy had a low total protein prescrip-
tion. AAMs-UCD were prescribed in the majority of patients in
the Netherlands, Austria and Greece, Czech Republic, while in
the minority in all other countries (Table S2).

3.3.2 | Sodium phenylbutyrate in UCD

Sodium phenylbutyrate was provided in 37% of the UCD patients
(134/361). In the CPS1-D, OTC-D male and HHH-syndrome

subgroup, prescribed natural protein and total protein % RDA
was lower in those prescribed sodium phenylbutyrate treatment
than in those who were not (Table S3B). Sodium phenylbutyrate
was applied in the majority of patients in Germany, the Nether-
lands, Croatia, Czech Republic, and Taiwan (Table S2D).

3.3.3 | Impact of dietary management and
sodium phenylbutyrate on BCAAs in UCD

In 76% of UCD patients (277/361), BCAA levels were reported
(Table S1). In total UCD, plasma L-valine, L-isoleucine, and L-
leucine levels lay below the levels of reference values in 18%,
30%, and 31% of the patients, respectively (Figure 3B-D).
Table S3B shows plasma BCAA levels of the ASS-D, ASL-D
subgroup, OTC-D male, CPS1-D, HHH syndrome subgroup,
and OTC-D female subgroup in symptomatic vs asymptomatic
patients and in those with a natural protein restricted diet vs
those without. In these UCD subgroups, plasma BCAA levels
in patients who received AAM-UCD did not differ from those
who did not receive AAM-UCD (Table S3B). In total UCD
patients, linear regression analysis showed that plasma L-valine,
L-isoleucine, and L-leucine were associated with sodium phe-
nylbutyrate treatment and age at visit (Table S3D). The UCD
patients had a plasma L-isoleucine:L-leucine:L-valine ratio of
1:1.7:3.7 (reference value: 1:2:4). Patients who received AAM-
UCD had a ratio of 1:1.7:3.7 and those who did not receive
AAM-UCD had ratio of 1:1.9:3.7.

3.3.4 | L-arginine and/or L-citrulline
treatment in UCD

L-arginine was provided in most ASS-D and ASL-D
patients, that is, in 95% of the symptomatic patients (90/95)
and 86% of the asymptomatic patients (18/21). In 31% of
ASS-D (18/58) and 31% of the ASL-D patients (14/45), L-
arginine-supplemented doses were above the maximum
recommended guideline (6 g/d13). Individuals who received
L-arginine in the ASS-D and ASL-D subgroup had lower
natural protein % RDA and total protein % RDA prescription
than those who did not receive L-arginine treatment
(Table S3B).

In the CPS1-D, OTC-D male and HHH-syndrome sub-
group, 86% of the symptomatic patients (82/95) and 59%
of the asymptomatic patients (13/22) were prescribed L-
citrulline and/or L-arginine. One or both of these amino

FIGURE 1 Protein prescription in patients with methylmalonic aciduria (MMA) and propionic aciduria (PA) (A); patients with
argininosuccinate synthetase deficiency (ASS-D) or argininosuccinate lyase deficiency (ASL-D) (B); patients with carbamylphosphate synthetase
1 deficiency (CPS1-D), males with ornithine transcarbamylase deficiency (OTC-D) or patients with hyperornithinemia-hyperammonemia-
homocitrullinuria (HHH) syndrome (C); and in females with OTC-D (D). Gray boxes indicate symptomatic patients and black boxes indicate
asymptomatic patients. Synthetic protein indicates the amounts only for patients receiving synthetic protein. Circles: outliers; whiskers: 5 to
95 percentile; horizontal line: median; *P < 0.05

MOLEMA ET AL. 1167



acids were also prescribed in 79% of the symptomatic
females with OTC-D (68/86) and in 21% of the asymp-
tomatic females (9/42). In those who received L-citrulline
and/or L-arginine, selective supplementation with L-
citrulline was provided in 44% (76/172); a combination of
L-citrulline and L-arginine was provided in 20% (34/172);
and selective L-arginine supplementation was provided in
36% (62/172). Many patients were prescribed L-citrulline
(44% [48/109]) and L-arginine (24% [22/92]) above recom-
mended dose.13

3.3.5 | UCD and levels of plasma L-arginine
and L-citrulline

In the subgroup of patients with CPS1-D, OTC-D [male and
female] and HHH syndrome, patients who were prescribed
selective L-citrulline supplementation had higher plasma L-
arginine levels than those who were prescribed only L-arginine
(Ws = 2745.5, Z = −3.066, P = 0.002) and they had higher

plasma L-arginine levels than those without supplementation
(Ws = 1406.0, Z = −5.109, P < 0.001) (Figure S2). Plasma
L-arginine levels in patients who received L-citrulline only did
not differ from those in patients who received a combination
of L-citrulline and L-arginine (Figure S2). The difference in
plasma L-arginine levels between symptomatic and asymptom-
atic patients can be found in Table S3B. Plasma L-arginine
levels did not differ between OTC-D males and females. The
ratio of OTC-D male vs female did not differ within patients
receiving either L-citrulline or L-arginine or a combination of
these two. Patients (CPS1-D, OTC-D [male and female] and
HHH syndrome) who received either L-citrulline, L-arginine,
or a combination of both did not differ with regard to the age
at visit, prescription of natural protein % RDA, and prescrip-
tion of protein derived from AAM-UCD. However, the mean
L-arginine prescription (mg/kg/d) in patients who received L-
arginine was lower than the mean L-citrulline prescription
(mg/kg/d) in patients who received L-citrulline (Ws = 3397.0,
Z = −2.518, P = 0.012). Regression analysis showed that

 natural total natural total natural total natural total
0

100

200

300

400

ASS-D, ASL-D

*

%
R

D
A

 natural total natural total natural total natural total
0

100

200

300

400

CPS1-D, OTC-D male, HHH syndrome

* *

%
R

D
A

 natural total natural total natural total natural total
0

100

200

300

400

MMA and PA
*

*

%
R

D
A

 natural total natural total natural total natural total
0

100

200

300

400

OTC-D female

*

%
R

D
A

FIGURE 2 Protein prescription and the use of amino acid mixture (AAM). Gray boxes indicate symptomatic patients and black boxes indicate
asymptomatic patients. Diagonally striped boxes indicate patients in whom AAM was prescribed, and boxes without stripes indicate patients without
AAM. Circles: outliers; whiskers: 5 to 95 percentile; horizontal line: median; *P < 0.05

1168 MOLEMA ET AL.



plasma L-arginine levels were associated with selective L-
citrulline therapy vs L-arginine monotherapy (β-coefficient =
0.250, P = 0.007) (R2 = 0.062, R2Adjusted = 0.054), while the
dose of either L-arginine or L-citrulline was not significantly
associated with plasma L-arginine levels in the regression
analysis.

4 | DISCUSSION

The purpose of this cross-sectional study was to evaluate
current prescribed long-term dietary and supplemental treat-
ment in OAD and UCD. We used the E-IMD registry to sur-
vey dietary management approaches of 271 OAD and
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361 UCD patients to compare their current long-term dietary
and supplemental treatment with the existing guideline; and
to study the plasma amino acids levels in a total of
457 patients with this prescribed treatment. It is essential to
evaluate this treatment, not only because long-term outcome
in OAD and UCD continues to be disappointing, but also
because newborn screening for these diseases is upcoming
in an increasing number of countries.

We have three main findings. First, plasma L-valine and
L-isoleucine levels were very low in most patients with
MMA and PA, mainly in symptomatic patients who received
AAM-OAD (which lack L-valine and L-isoleucine), while
median daily natural protein prescription was consistent with
the current RDA. The high L-leucine content in AAM-OAD

seemed to affect the plasma L-valine levels and lead to
abnormal ratios of plasma L-leucine:L-isoleucine and L-leu-
cine:L-valine.

Second, of patients with UCD plasma BCAA levels lay
below reference ranges in approximately 20% to 30%. While
natural protein prescription lay below the RDA in most
symptomatic patients who received AAM-UCD, plasma L-
valine and L-isoleucine levels and L-isoleucine:L-leucine:L-
valine ratio were similar to those in patients who did not
receive AAM-UCD (which contain essential amino acids).
Sodium phenylbutyrate was correlated with low BCAA
levels as previously reported.18,19 Third, plasma L-arginine
levels were significantly higher in patients with CPS1-D,
OTC-D, and HHH syndrome who were prescribed selective
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L-citrulline supplementation than in patients who were pre-
scribed no supplementation or selective L-arginine
supplementation.

Some limitations of this study and of the registry should
be addressed. First, as no diary-based data was available on
protein intake and there was no data on the patients' adher-
ence to dietary treatment, we were unable to analyze actual
dietary intake and neither total BCAA intake. Furthermore,
quality of protein consumed was not known. In this study,
we assumed that the patients took all the prescribed
amounts. The large number of patients included in this study
can give general information. As a next step actual dietary
intake and intake of BCAAs and its effect should be evalu-
ated. Second, in this study kilocalorie intake was not incor-
porated and should be further studied in upcoming studies.
Third, there was a high variability in the AAMs-OAD/UCD
prescribed and they should be studied in more detail to spe-
cifically determine their effects. Fourth, the quantitative
amino acid analyses were only a single measurement and
not all patients included had BCAA levels measured. Our
cross-sectional approach did not allow easy identification of
predictors of plasma amino acid levels, it is difficult to
assign a cause-effect relationship. Fifth, due to the high
number of participating centers plasma amino acids levels
are determined by various methods and different reference
values are used, which can have impact on the conclusions
drawn. No quality checks were in place to ensure the accu-
racy of data collected at each site. We did not assess the cor-
rectness of measurements and the differences between
contributing laboratories. However, most laboratories partic-
ipate regularly in external quality assessment (ERNDIM).
Furthermore, the registry does not record the interval
between the last intake and sampling of amino-acid plasma
levels. However, as compartmentalization of plasma amino
acids can affect the interpretation of plasma amino acid
levels, samples should be taken accurately between 3.5 and
4 hours after the last meal.20 Last, there can be a bias in the
patients included, since some countries have high numbers
of OAD and UCD, but this is not reflected in the E-IMD reg-
istry. All the limitations specified here require attention in
future studies.

4.1 | MMA, PA: Protein prescription, AAM-
OAD, and plasma amino acid levels

Our results show that while natural protein prescription was
often close to the RDA and total protein prescription was
even above the RDA, with current dietary prescription the
majority of patients had plasma BCAA concentrations below
the reference ranges. The low BCAA levels in MMA and
PA were previously reported by others4,5,21,22 as well as the
observation that daily natural protein prescription was

according to the current RDA in MMA and PA.23,24 Toward
improving patient care, it thus seems necessary to fine-tune
plasma BCAA levels in individual patients. BCAAs are
essential for keeping up anabolism and a decrease in plasma
BCAA concentrations can herald an acute metabolic crisis.18

Furthermore, BCAAs are essential for supporting normal
growth and development.25–27

Since a low natural protein intake can be potentially
harmful, that is, low BCAA levels, one should ensure that
each patient achieves a higher natural protein intake in a
way that does not cause metabolic instability. Protein pre-
scription is currently based on the recommendations pro-
vided by the WHO 200715 (Geneva, Switzerland). While
these recommendations are based on individuals consuming
protein of a high biological value, the proteins commonly
used by OAD patients are not only of low biological value,
but are also poorly digestible.24 Consequently, the WHO
2007 recommendation does not seem applicable to these
patients, an appropriate guideline for their protein prescrip-
tion is necessary. However, due to interpatient variability
this may be hard to achieve.

In OAD, AAM products are free of L-isoleucine, L-
methionine, L-threonine, and L-valine, since these amino
acids are precursors of toxic metabolites. While the guide-
line suggests prescribing AAM-OAD in those patients with
a natural protein prescription below the RDA, we observed
that the majority of those who received AAM-OAD had nat-
ural protein prescription that was according to and above the
RDA. Nevertheless, our results show significantly lower
plasma L-valine and L-isoleucine levels in symptomatic
patients who received AAM-OAD. Those who received
AAM-OAD are; in view of the very low L-valine and L-
isoleucine levels, likely to be at risk of decompensations and
growth retardation, and potentially of long-term complica-
tions. It is noteworthy that, in a small cohort of MMA
patients, a high intake of L-leucine derived from AAM-
OAD was associated with lower L-valine and L-isoleucine
plasma levels.5 This could possibly be explained by means
of the competitive interaction of BCAA on the same recep-
tors (such as the large neutral amino acid transporter,
LAT128). We confirm this inverse relationship between L-
leucine intake derived from AAM-OAD and plasma L-
valine levels in our large patient cohort (of MMA and PA
patients) with correction for covariates such as natural pro-
tein prescription. We furthermore showed that L-leucine:L-
isoleucine as well as L-leucine:L-valine ratios were higher in
those who received AAM-OAD vs those who did not, which
is in line with a study by Myles et al.6 In patients whose nat-
ural protein intake cannot be raised, L-valine and L-
isoleucine plasma levels may be optimized by reducing the
L-leucine content of AAM-OAD. However, as the coeffi-
cients of the negative correlation between L-leucine derived
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from AAM-OAD and plasma L-valine and L-isoleucine
levels were small, it is possible that such a reduction will be
effective only in a small number of patients. It may also be
hazardous: although our data do not confirm this, further
reducing the daily L-leucine intake might lead to even lower
L-leucine plasma levels than found (low plasma L-leucine
levels were previously reported22,23,29), and thereby increase
the risk of catabolism. In conclusion, AAMs-OAD for
MMA and PA patients should be prescribed with care and
with full awareness of their potentially harmful
consequences.6

In MMA and PA patients, supplementation with SAA
can play a role in dietary treatment.7 In the overall group of
MMA, PA patients, the L-isoleucine:L-leucine:L-valine ratio
was 1:2.5:3.0 and in those patients without AAM-OAD ratio
was 1:1.9:3.3, which indicates low L-valine levels (normal
L-isoleucine:L-leucine:L-valine ratio is 1:2:416,28). The dis-
turbed BCAA ratios in patients without AAM-OAD could
be due to the low biological value of protein consumed. In
patients where maximal protein tolerance has been reached,
SAA might be an option. In our opinion, calculating BCAA
ratios can give an indication whether or not to increase natu-
ral protein or to supply SAA.

The first step toward better monitoring of OAD patients
was provided by the guideline that recommend monitoring
quantitative amino acids every 3 to 6 months.11 As it is very
difficult to obtain optimal plasma BCAA levels that stimu-
late growth and development without inducing toxicity, we
suggest that individualized patient care might be optimized
by more frequent monitoring of BCAAs plasma levels.

4.2 | UCD: Protein prescription, AAM-UCD,
and plasma amino acid levels

Natural protein prescription was often close to the RDA and
total protein prescription was even above the RDA in UCD
patients. This could be due to the fact that in this study we
looked into protein prescription, which is not necessarily
equal to the intake. Interestingly, several patients were pre-
scribed high natural protein intake and total protein intake
(>200% RDA), which is highly important to be aware of
since this puts the patients at risk for hyperammonemia and
renal disease. The risk for low plasma BCAA levels is high-
est in those who received sodium phenylbutyrate.18,19,30,31

In UCD patients, AAMs-UCD are supplemented with L-
valine, L-isoleucine, and L-leucine. We found that the natu-
ral protein prescribed in symptomatic UCD patients who
received AAM-UCD was lower than recommended, and sig-
nificantly lower than that in patients without AAM-UCD.
Due to AAM-UCD (median dose 0.28 g/kg/d) total protein
prescription was consistent with recommendations. We
observed that UCD patients who received AAM-UCD—and

thus a lower natural protein prescription—achieved plasma
L-isoleucine and L-valine levels and L-isoleucine:L-leucine:
L-valine ratios similar to patients without AAM-UCD. This
suggests that AAMs-UCD have a beneficial effect in UCD
in stable disease period.

4.3 | UCD: L-arginine and/or L-citrulline

To date there has been no clear-cut evidence that the efficacy
of L-citrulline is greater than that of L-arginine for OTC-D,
CPS1-D, and HHH syndrome.13 Now, for the first time, we
show that patients who received L-citrulline had higher
plasma L-arginine levels than those who received L-arginine
alone. Plasma L-arginine levels depend on the amount of L-
citrulline and/or L-arginine prescription. The bioavailability
of L-citrulline is greater than that of L-arginine,32,33 and sup-
plementation with L-citrulline leads to higher plasma L-
arginine concentrations than supplementation with L-argi-
nine. This supports the notion that it is preferable to use L-
citrulline for patients with CPS1-D, OTC-D, and HHH syn-
drome. Importantly, L-citrulline is more expensive than L-
arginine.13

In this study, we surveyed long-term prescribed dietary
treatment and amino acid supplementation in OAD and
UCD patients in the E-IMD registry, taking the limitations
of this study into consideration, with the aim to improve
treatment. In future studies the possible harmful conse-
quences (ie, the number of decompensations, growth, long-
term complications, and mortality) of the very low plasma
BCAA levels in MMA, PA, and UCD patients must be eval-
uated. Recommendations on adequate plasma levels in OAD
and UCD should be formulated and the efficacy of adjusted
treatment (including AAM and/or SAA), without inducing
toxicity, needs to be followed.

5 | CONCLUSION

Current dietary practice in OAD and UCD patients differ
widely. Natural protein prescription was close to the RDA,
but very low BCAA levels and abnormal BCAA plasma
ratios in patients with MMA and PA who were prescribed
AAMs-OAD were observed. UCD patients with a risk of
low plasma BCAA levels seemed to benefit from BCAA-
supplemented AAMs-UCD. Patients with OTC-D, CPS1-D,
and HHH syndrome who received selective L-citrulline sup-
plementation had significantly higher L-arginine plasma
levels than patients who received no supplementation or
selective L-arginine. These results make it possible to further
improve recent treatment recommendations for OAD
and UCD.

1172 MOLEMA ET AL.



ACKNOWLEDGMENTS

We thank David Alexander for performing an English writ-
ing check. This work was financially supported by Metakids
and Erasmus University Medical Center. This publication is
a product of the “European registry and network for intoxi-
cation type metabolic diseases” project (E-IMD; Chafea no
2010 12 01), which initially received funding from the
European Union within the framework of the Health Pro-
gram. Since the end of the EU funding period, the E-IMD
patient registry has been sustained by funding from the
Kindness-for-Kids Foundation (Munich, Germany) and the
Dietmar Hopp Foundation (St. Leon-Rot, Germany). All
authors declare that the content of the article was not influ-
enced by the sponsors.

Additional individual contributors from E-IMD:
F. Hörster1, A.M. Jelsig2, P. de Lonlay3, F.A. Wijburg4,
A. Bosch4, P. Freisinger5, R. Posset1, P. Augoustides-Savvo-
poulou7, P. Avram8, C. Deleanu8, M.R. Baumgartner9,
J. Häberle9, J. Blasco-Alonso10, A.B. Burlina11, L. Rubert11,
A. Garcia Cazorla12, E. Cortes i Saladelafont12, C. Dionisi-
Vici13, D. Martinelli13, D. Dobbelaere14, K. Mention14,
S. Grünewald15, A. Chakrapani15,16, W.-L. Hwu17, Y.-H.
Chien17, N.-C. Lee17, D. Karall18, S. Scholl-Bürgi18,
R. Lachmann19, C. De Laet20, S. Matsumoto21, L. de Meir-
leir22, C.Mühlhausen6, M. Schiff23, L. Peña-Quintana24,
M. Djordjevic25, A. Sarajlija25, J. Sykut-Cegielska26,
A. Wisniewska26, E. Leao-Teles27, S. Alves27, R. Vara28,
I. Vives-Pinera29, D.G. Ortega29, A. Morris30, J. Zeman31,
T. Honzik31, B. Chabrol32, F. Arnaudo32, A. Cano32,
N. Thompson16,33, F. Eyskens34, M. Lindner35,
N. Lüsebrink35, A. Jalan36, E. Sokal37, V. Legros37 and
M.C. Nassogne37.

Affiliations: 1Centre for Child and Adolescent Medi-
cine, Division of Neuropaediatrics and Metabolic Medi-
cine, University Hospital Heidelberg, D-69120 Heidelberg,
Germany; 2Centre for Inherited Metabolic Diseases,
Departments of Paediatrics and Clinical Genetics, Copen-
hagen University Hospital, Rigshospitalet, Copenhagen,
Denmark. 3Assistance Publique-Hôpitaux de Paris, Centre
de Référence de Maladies Métaboliques (MaMEA), Hôpi-
tal Universitaire Necker-Enfants Malades and Insitut
MAGINE, Paris, France. 4Department of Pediatrics, Aca-
demic Medical Center, Amsterdam, the Netherlands. 5Kli-
nikum am Steinenberg, Klinik für Kinder- und
Jugendmedizin, Reutlingen, Germany. 6Klinik für Kinder-
und Jugendmedizin, Universitätsklinikum Hamburg-Eppen-
dorf, Hamburg, Germany. 7Metabolic Laboratory, General
Hospital of Thessaloniki ‘Hippocration’, University 1st
Pediatric Department, Thessaloniki, Greece. 8Institute of
Mother and Child Care Alfred Rusescu, Bucharest, Roma-
nia. 9Division of Metabolism and Children’s Research
Centre, University Children’s Hospital Zurich,

Steinwiesstraße 75, CH-8032 Zurich, Switzerland. 10Hospi-
tal Materno-Infantil (HRU Carlos Haya), Málaga, Spain.
11U.O.C. Malattie Metaboliche Ereditarie, Azienda Ospe-
daliera di Padova, Padova, Italy. 12Servicio de Neurologia
and CIBERER, Hospital San Joan de Deu, ISCIII, Barce-
lona, Spain. 13U.O.C. Patologia Metabolica, Ospedale
Pediatrico Bambino Gésu, Rome, Italy. 14Medical Refer-
ence Center for Inherited Metabolic Diseases, Jeanne de
Flandre University Hospital and RADEME Research Team
for Rare Metabolic and Developmental Diseases, EA
7364CHRU Lille, 59037 Lille, France. 15Metabolic Unit,
Great Ormond Street Hospital and Institute for Child
Health, University College London, London,
UK. 16Birmingham Children’s Hospital NHS Foundation
Trust, Birmingham, UK. 17Department of Medical Genet-
ics, National Taiwan University Hospital, Taipei City, Tai-
wan. 18Clinic for Pediatrics, Inherited Metabolic Disorders,
Medical University of Innsbruck, Innsbruck, Austria.
19Charles Dent Metabolic Unit, National Hospital for Neu-
rology and Neurosurgery, London, UK. 20Hôpital Univer-
sitaire des Enfants Reine Fabiola, Bruxelles, Belgium.
21Department of Pediatrics, Kumamoto University Hospi-
tal, Kumamoto City, Japan. 22University Hospital Vrije
Universiteit Brussel, Bruxelles, Belgium. 23Reference Cen-
ter for Inborn Errors of Metabolism, APHP, University
Paris-Diderot and INSERM U1141, Robert-Debré Hospital,
Paris, France. 24Unit of Pediatric Gastroenterology, Hepa-
tology and Nutrition, Las Palmas de Gran Canaria, CIBER
OBN, University of Las Palmas de Gran Canaria, Hospital
Universitario Materno-Infantil de Canarias, Las Palmas,
Spain. 25Institut za zdravstvenu zaštitu majke i deteta
Srbije, Belgrade, Republic of Serbia. 26Department of
Inborn Errors of Metabolism and Paediatrics, Institute of
Mother and Child, Warsaw, Poland. 27Unidade de Doenças
Metabólicas, Serviço de Pediatria, Hospital de S. João,
EPE, Porto, Portugal. 28Evelina Children’s Hospital, St
Thomas’ Hospital, London, UK. 29Inborn Metabolic Dis-
ease Unit, Hospital Virgen de la Arrixaca de Murcia, El
Palmar, Spain. 30Willink Biochemical Genetics Unit,
Genetic Medicine, Manchester Academic Health Science
Centre, University of Manchester, Manchester,
UK. 31Department of Paediatrics, First Faculty of Medi-
cine, Charles University and General University Hospital,
Prague, Czech Republic. 32Centre de Référence des Mala-
dies Héréditaires du Métabolisme, Service de Neurologie,
Hôpital d’Enfants, CHU Timone, Marseilles, France.
33Bradford Teaching Hospitals NHS Trust, St Luke’s Hos-
pital, Bradford, UK. 34Universitair Ziekenhuis Antwerpen
(UZA), Antwerpen, Belgium. 35Klinik für Kinder und
Jugendmedizin, Universitätsklinikum Frankfurt, Frankfurt,
Germany. 36N.I.R.M.A.N., Mumbai, India. 37Cliniques

MOLEMA ET AL. 1173



Universitaires St Luc, Université Catholique de Louvain,
Bruxelles, Belgium.

CONFLICT OF INTEREST

This research was performed independently of other finan-
cial sponsors other than Metakids and Erasmus University
Medical Center.

AUTHOR CONTRIBUTIONS

F.M. participated in the study design, data analyses, and data
interpretation. She also drafted the manuscript and partici-
pated in the pertinent aspects of the planning, conduct, and
reporting of the work described in the article. F.G. managed
the E-IMD patient registry, participated in the design of the
study, data analyses, and contributed to writing and revising
the manuscript. P.B. participated in the design of the study.
He also contributed to writing and revising the manuscript.
A.T.v.d.P. interpreted the data and was responsible for the
manuscript revisions. M.L.S. interpreted the data and was
responsible for the manuscript revisions. K.A.C. interpreted
the data and was responsible for the manuscript revisions.
I.B. interpreted the data and was responsible for the manu-
script revisions. A.M.L. interpreted the data and was respon-
sible for the manuscript revisions. S.K. coordinated E-IMD,
participated in the design and interpretation of the study, and
contributed to data interpretation and manuscript revision.
M.W. conceived the study, participated in its design and
interpretation, acted as principal investigator, and contrib-
uted to data interpretation and manuscript revision. She also
participated in the pertinent aspects of the planning, conduct,
and reporting of the work described in the article.
M.W. serves as the guarantor for the article. All authors have
read and approved the final version of the manuscript.

ORCID

Monique Williams https://orcid.org/0000-0003-4645-6612

REFERENCES

1. Kölker S, Garbade SF, Boy N, et al. Decline of acute encephalo-
pathic crises in children with glutaryl-CoA dehydrogenase defi-
ciency identified by newborn screening in Germany. Pediatr Res.
2007;62:357-363.

2. Summar ML, Koelker S, Freedenberg D, et al.; European Registry
and Network for Intoxication Type Metabolic Diseases (E-IMD),
The incidence of urea cycle disorders. Mol Genet Metab. 2013;
110:179-180. http://www.e-imd.org/en/index.phtml; ttp://raredi-
seasesnetwork.epi.usf.edu/ucdc/.Members of the Urea Cycle Dis-
orders Consortium (UCDC).

3. Evans M, Truby H, Boneh A. The relationship between dietary
intake, growth, and body composition in inborn errors of interme-
diary protein metabolism. J Pediatr. 2017;188:163-172.

4. Manoli I, Myles JG, Sloan JL, et al. A critical reappraisal of die-
tary practices in methylmalonic acidemia raises concerns about the
safety of medical foods. Part 2: cobalamin C deficiency. Genet
Med. 2016b;18:396-404.

5. Manoli I, Myles JG, Sloan JL, Shchelochkov OA, Venditti CP. A
critical reappraisal of dietary practices in methylmalonic acidemia
raises concerns about the safety of medical foods. Part 1: isolated
methylmalonic acidemias. Genet Med. 2016a;18:386-395.

6. Myles JG, Manoli I, Venditti CP. Effects of medical food leucine
content in the management of methylmalonic and propionic acide-
mias. Curr Opin Clin Nutr Metab Care. 2018;21:42-48.

7. van Vliet D, Derks TG, van Rijn M, et al. Single amino acid sup-
plementation in aminoacidopathies: a systematic review. Orphanet
J Rare Dis. 2014;9:7.

8. Adam S, Almeida MF, Assoun M, et al. Dietary management of
urea cycle disorders: European practice. Mol Genet Metab. 2013;
110:439-445.

9. Dixon M. Disorders of amino acid metabolism, organic acidemias
and urea cycle defects. Organic acidemias and urea cycle disor-
ders. Blackwell Publishing Ltd, UK. In: Shaw L, ed. Clinical Pedi-
atric Dietetics; 2007:375-389.

10. Zwickler T, Lindner M, Aydin HI, et al. Diagnostic work-up and
management of patients with isolated methylmalonic acidurias in
European metabolic centres. J Inherit Metab Dis. 2008;31:
361-367.

11. Baumgartner MR, Horster F, Dionisi-Vici C, et al. Proposed
guidelines for the diagnosis and management of methylmalonic
and propionic acidemia. Orphanet J Rare Dis. 2014;9:130.

12. Southeast Regional Newborn Screening and Genetics Collabora-
tive (SERC), Genetic Metabolic Dietitians International (GMDI).
First Edition March 2017. PROP Nutrition Management Guide-
lines. v1.2, Retrieved from: https://southeastgenetics.org/ngp/gui-
delines.php/104/PROPNutritionGuidelines/Version1.2. Access
date 12 July 2018.

13. Haberle J, Boddaert N, Burlina A, et al. Suggested guidelines for
the diagnosis and management of urea cycle disorders. Orphanet J
Rare Dis. 2012;7:32.

14. Kölker S, Dobbelaere D, Haberle J, et al. Networking across bor-
ders for individuals with organic acidurias and urea cycle disor-
ders: the E-IMD consortium. JIMD Rep. 2015;22:29-38.

15. Joint FAO/WHO/UNU Expert Consultation on Protein and Amino
Acid Requirements in Human Nutrition (2002: Geneva, Switzer-
land) Food and Agriculture Organization of the United Nations,
World Health Organization & United Nations University. (2007).
Protein and amino acid requirements in human nutrition: report of
a joint FAO/WHO/UNU expert consultation. Geneva: World
Health Organization. (WHO technical report series ; no. 935).

16. Duran M. Amino acids. In: Blau N, Duran M, Gibson KM, eds.
Laboratory Guide to the Methods in Biochemical Genetics. Berlin
Heidelberg: Springer-Verlag; 2008:53-89.

17. Field A. Discorvering statistics using IBM spss statistics. Los
Angeles | London | New Delhi | Singapore | Washington DC:
SAGE Publications Ltd; 2013:323-324.

18. Scaglia F. New insights in nutritional management and amino acid
supplementation in urea cycle disorders. Mol Genet Metab. 2010;
100(suppl 1):S72-S76.

1174 MOLEMA ET AL.

https://orcid.org/0000-0003-4645-6612
https://orcid.org/0000-0003-4645-6612
http://www.e-imd.org/en/index.phtml


19. Scaglia F, Carter S, O'Brien WE, Lee B. Effect of alternative path-
way therapy on branched chain amino acid metabolism in urea
cycle disorder patients. Mol Genet Metab. 2004;81(suppl 1):
S79-S85.

20. Bachmann C. Interpretation of plasma amino acids in the follow-
up of patients: the impact of compartmentation. J Inherit Metab
Dis. 2008;31:7-20.

21. Scholl-Burgi S, Sass JO, Heinz-Erian P, et al. Changes in plasma
amino acid concentrations with increasing age in patients with pro-
pionic acidemia. Amino Acids. 2010;38:1473-1481.

22. Touati G, Valayannopoulos V, Mention K, et al. Methylmalonic
and propionic acidurias: management without or with a few sup-
plements of specific amino acid mixture. J Inherit Metab Dis.
2006;29:288-298.

23. Daly A, Evans S, Gerrard A, Santra S, Vijay S, MacDonald A.
The nutritional intake of patients with organic acidaemias on
enteral tube feeding: can we do better? JIMD Rep. 2016;28:29-39.

24. Daly A, Pinto A, Evans S, et al. Dietary practices in propionic
acidemia: a European survey. Mol Genet Metab Rep. 2017;13:
83-89.

25. Garcia-Cazorla A, Oyarzabal A, Fort J, et al. Two novel mutations
in the BCKDK (branched-chain keto-acid dehydrogenase kinase)
gene are responsible for a neurobehavioral deficit in two pediatric
unrelated patients. Hum Mutat. 2014;35:470-477.

26. Novarino G, El-Fishawy P, Kayserili H, et al. Mutations in
BCKD-kinase lead to a potentially treatable form of autism with
epilepsy. Science. 2012;338:394-397.

27. Semba RD, Shardell M, Sakr Ashour FA, et al. Child stunting is
associated with low circulating essential amino acids. EBioMedi-
cine. 2016;6:246-252.

28. Strauss KA, Wardley B, Robinson D, et al. Classical maple syrup
urine disease and brain development: principles of management
and formula design. Mol Genet Metab. 2010;99:333-345.

29. Scholl-Burgi S, Sass JO, Zschocke J, Karall D. Amino acid metab-
olism in patients with propionic acidaemia. J Inherit Metab Dis.
2012;35:65-70.

30. Burrage LC, Jain M, Gandolfo L, Lee BH, Members of the Urea
Cycle Disorders Consortium, Nagamani SC. Sodium phenylbuty-
rate decreases plasma branched-chain amino acids in patients with
urea cycle disorders. Mol Genet Metab. 2014;113:131-135.

31. Tuchman M, Lee B, Lichter-Konecki U, et al.; Urea Cycle Disor-
ders Consortium of the Rare Diseases Clinical Research Network.
Cross-sectional multicenter study of patients with urea cycle disor-
ders in the United States. Mol Genet Metab. 2008;94:397-402.

32. Moinard C, Maccario J, Walrand S, et al. Arginine behaviour after
arginine or citrulline administration in older subjects. Br J Nutr.
2016;115:399-404.

33. Schwedhelm E, Maas R, Freese R, et al. Pharmacokinetic and
pharmacodynamic properties of oral L-citrulline and L-arginine:
impact on nitric oxide metabolism. Br J Clin Pharmacol. 2008;65:
51-59.

SUPPORTING INFORMATION

Additional supporting information may be found online in
the Supporting Information section at the end of the article.

How to cite this article: Molema F, Gleich F,
Burgard P, et al. Evaluation of dietary treatment and
amino acid supplementation in organic acidurias and
urea-cycle disorders: On the basis of information from
a European multicenter registry. J Inherit Metab Dis.
2019;42:1162–1175. https://doi.org/10.1002/jimd.
12066

MOLEMA ET AL. 1175

https://doi.org/10.1002/jimd.12066
https://doi.org/10.1002/jimd.12066

	 Evaluation of dietary treatment and amino acid supplementation in organic acidurias and urea-cycle disorders: On the basis...
	1  INTRODUCTION
	2  METHODS
	2.1  Patient registry and inclusion/exclusion criteria
	2.2  Data analysis
	2.3  Statistical analysis

	3  RESULTS
	3.1  Description of the study population
	3.2  MMA and PA
	3.2.1  MMA, PA, and protein prescription
	3.2.2  Impact of dietary management on plasma amino acids in MMA, PA

	3.3  Urea-cycle disorders
	3.3.1  UCD and protein prescription
	3.3.2  Sodium phenylbutyrate in UCD
	3.3.3  Impact of dietary management and sodium phenylbutyrate on BCAAs in UCD
	3.3.4  L-arginine and/or L-citrulline treatment in UCD
	3.3.5  UCD and levels of plasma L-arginine and L-citrulline


	4  DISCUSSION
	4.1  MMA, PA: Protein prescription, AAM-OAD, and plasma amino acid levels
	4.2  UCD: Protein prescription, AAM-UCD, and plasma amino acid levels
	4.3  UCD: L-arginine and/or L-citrulline

	5  CONCLUSION
	5  ACKNOWLEDGMENTS
	  CONFLICT OF INTEREST
	  AUTHOR CONTRIBUTIONS
	  References


