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Liver transplantation (LTx) was initially developed as a therapy for liver diseases known to be associated with a
high risk of near-term mortality but is based upon a different set of paradigms for inborn metabolic diseases. As
overall outcomes for the procedure have improved, LTx has evolved into an attractive approach for a growing
number of metabolic diseases in a variety of clinical situations. No longer simply life-saving, the procedure can
lead to a better quality of life even if not all symptoms of the primary disorder are eliminated. Juggling the
risk-benefit ratio thus has become more complicated as the list of potential disorders amenable to treatment
with LTx has increased. This review summarizes presentations from a recent conference onmetabolic liver trans-
plantation held at the Children's Hospital of Pittsburgh of UPMC on the role of liver or hepatocyte transplantation
in the treatment of metabolic liver disease.
lting fees and honoraria from
ing from Ultragenyx. JV has re-
als, Ultragenyx Pharmaceuticals,
was supported in part by NIH

netics, University of Pittsburgh
, Suite Floor 3, Pittsburgh, PA

zariegos),
rthwestern.edu (B. Burton),
zic), priya.kishnani@duke.edu
. Morton),
nscolorado.org (R.J. Sokol),
wustl.edu (D. White),

.vockley@chp.edu (J. Vockley).
1. Introduction

Liver transplantation (LTx) was initially developed as a therapy for
liver diseases known to be associated with a high risk of near-term
mortality. In pediatrics, a classical example is biliary atresia [1–3]. The
natural history of this disorder is quite well characterized — it is one of
progressive liver disease if surgical treatment by portoenterostomy is
unsuccessful, where survival beyond 36 months of life is rare [3]. LTx af-
fords long term survival in over 80% of biliary atresia patients. Therefore,
risk/benefit decisions are relatively easy in this circumstance — near-
universal mortality with the existing disease versus substantially less
risk with transplantation. Thus, LTx is clearly an excellent therapeutic
approach for biliary atresia when portoenterostomy has failed.
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LTx for inborn metabolic diseases is based upon a different set of
paradigms [4]. It is of potential use for disorders inwhich toxic interme-
diary metabolites from multiple organ systems can freely interchange
with other organs through the systemic circulation. In this setting, a
genetically normal liver can correct metabolic balance in other organs.
Initially, LTx was reserved for those disorders with essentially lethal
outcomes (for example, the neonatal form of the urea cycle defect
ornithine transcarbamylase deficiency) [5]. However, as risks of the
procedure have decreased and post-operative outcomes have im-
proved, LTx has evolved into an attractive approach for a growing
number of metabolic diseases with considerably more complicated
issues and a very distinct risk benefit profile [1,6–12]. As the collective
experience with LTx has grown, the view of the procedure as life-
saving vs. life-improving is evolving, blurring the line between standard
medical management and a more aggressive surgical therapy [13]. The
risks and benefits of LTx must be placed in the context of current and
potential medical advances [4]. Genotypic and phenotypic diversity in
nearly every metabolic disease complicate the ability to predict long-
term outcome and response to therapy [14,15]. Ultimately, it is critical
to have a relatively complete understanding of the biology of thedisease
to predict the potential impact of LTx on the body, especially when the
enzyme in question is not hepatocyte-specific and when living donor
transplantation is contemplated from an obligate heterozygote parent
with reduced enzyme activity.

Children's Hospital of Pittsburgh of UPMC (CHP) organized a confer-
ence, “Challenging the Paradigms: Liver Transplantation in Metabolic
Disease” (May 4, 2012, Pittsburgh, PA), that addressed the role of liver
or hepatocyte transplantation in the treatment of metabolic liver
disease. This manuscript reviews the information presented at that
conference, including CHP's three decades of outcome data regarding
pediatric LTx for a broad range of metabolic diseases.

2. Metabolic diseases cured by LTx

2.1. Maple syrup urine disease

Maple syrup urine disease (MSUD) is caused by mutations in
six gene loci responsible for encoding the branched-chain alpha-
ketoacid dehydrogenase (BCKDH) complex, resulting in the body's
transcarbamylaseinability to fully break down the essential amino
acids valine, leucine, and isoleucine. Accumulating metabolites are ex-
creted in the urine, sweat, and ear cerumen, the latter two leading to a
sweet odor resembling maple syrup. The most common treatment for
MSUD is a diet restricted in the affected amino acids, along with a vari-
ety of dietary supplements [16]. However, even with aggressive treat-
ment, patients can experience episodes of metabolic decompensation
during times of illness or physiologic stress, with incumbent risk of ce-
rebral edema.

Before 1989, mortality from cerebral edema in MSUD was high
(11/20) within the Mennonite population. Moreover, 100% of the
patients from this erawho survived had significantmental and physical
disabilities as a result of delays in diagnosis, prolonged brain leucine
intoxication, essential amino acid deficiencies, and untreated cerebral
edema [17]. None of these survivors were able to attend schools with
their siblings and peers and many had significant neurologic sequelae,
including spastic paraparesis. Between 1990 and 2012, timely diagnosis
and improved local care for the ill patient has markedly improved
outcomes in this population at the Clinic for Special Children in
Strasburg, Pennsylvania [16,17]. None of the 70 neonates diagnosed
and treated since 1990 have died of cerebral edema. Hospitalization
rates decreased from seven days-per-patient/year of follow-up before
1989 to less than 0.2 days per-patient/year [16]. None of the children
have cerebral palsy-like physical disabilities, all attend normal school
with their peers, and recent formal studies testing IQ and adaptive
measurements show scores in the normal range. Although these data
suggest that classical MSUD can bemedically managed to allow normal
growth and development and low hospitalization rates, neurologic
function may still deteriorate rapidly at any age because of metabolic
intoxication provoked by common infections and injuries.

Effective chronic control of MSUD is optimized with weekly deter-
mination of plasma amino acids to monitor dietary therapy, routine
childhood vaccines and seasonal flu-vaccines to prevent infections,
and easy access to outpatient medical services during intercurrent
illnesses [16,17]. Chronic management, including parental education,
use of appropriate metabolic formulas, and formal sick day plans, is
necessary for optimal outcome. Access to in-hospital services is also
critical, including availability of MSUD hyper-alimentation solutions,
care from physicians experienced with management of metabolic
illnesses and cerebral edema, and measurement of plasma amino re-
sults in 4 h or less. This therapeutic regimen is not universally available
and there are limited numbers of clinicians with detailed experience in
the medical management of this rare disorder.

Based on the ongoing risk for metabolic crisis and cerebral edema
despite optimalmedical care, LTx becomes a viable option for treatment
of classical/severeMSUD, for which it now has been demonstrated to be
effective [18,19]. Relief of the burden of metabolic care improves the
quality of life for patient and family regardless of a patient's current
neurodevelopmental status, with relief from severe dietary protein
restriction, metabolic formulas, and the threat of coma, cerebral
edema, and brain injury with each intercurrent illness. The potential
benefit is especially increased in patients who live at a distance from
an experienced metabolic treatment center or in individuals with
particularly poor metabolic control. LTx is essentially curative for the
disorder; patients can immediately discontinue a protein-restricted
diet and are protected from catabolic crisis. Neurological function stabi-
lizes and the risk of strokes or death from cerebral edema is greatly
reduced or eliminated. LTx, however, does not reverse existing spastic-
ity, dystonia, or mental retardation. Unfortunately, approximately 20%
of the MSUD LTx patients at CHP have had significant cognitive and
physical disabilities before transplantation [19]. Analysis of cognitive
and adaptive functioning in a cohort of transplanted patients thus far
has demonstrated stability, but not improvement, in IQ or adaptive
functioning post-transplant [20].

MSUD is a notably rare situation in which domino transplantation
can be performed, with the explanted liver from an MSUD patient
being used for another recipient without metabolic disease [21–23].
Just as a new liver provides metabolic protection for the rest of the
body in an MSUD patient, the normal systemic metabolism of branch
chain amino acids in a domino recipient can counter the effects of an
MSUD liver. Normal branch chain amino acid metabolism has been
documented in all domino recipients of MSUD livers thus far, with no
sequelae of MSUD in any of these recipients. Reuse of the MSUD liver
diminishes the impact of the original transplant on the overall pool of
available transplant organs.

2.2. Urea cycle disorders

The urea cycle requires six enzymes (n-acetylglutamine synthetase
[NAGS], carbamoylphosphate synthetase I [CPS1], ornithine transcarba-
mylase [OTC], argininosuccinate synthase [ASS], argininosuccinate lyase
[ASL], and arginase [ARG1]), along with several mitochondrial trans-
porters [24]. The fully constituted cycle is limited to the liver and removes
waste nitrogen generated through protein catabolism. Urea cycle defects
(UCDs) are caused by inherited deficiencies in one of the pathway's
enzymes or transporters; thus a defect can lead to the development of
life threatening hyperammonemia. Clinical findings include cerebral
edema, seizures, coma, and death,with long-termdevelopmental disabil-
ities in survivors, although variability is common based on the deficient
enzyme and the mutation leading to its inactivation. In general, NAGS,
OTC, and CPS1 deficiencies have the most severe metabolic derange-
ments and worst outcome with neonatal onset of hyperammonemia
and death in the first year of life. Hyperammonemia may require dialysis



420 Conference Proceedings
or hemofiltration to reduce blood ammonia levels. Medical management
includes a diet restrictive of protein and use of ammonia conjugating
agents, but still leaves patients at risk for episodes of hyperammonemia
[25]. Loss of metabolic control is difficult to predict, is usually abrupt,
and can lead to devastating consequences or death. ASS and ASL deficien-
cies can also present with neonatal hyperammonemia, but affected indi-
viduals are more likely to survive infancy with medical management.
However, there is a growing recognition of long term intellectual deficit
in these patients, including developmental delay (67% and 60%, respec-
tively for ASS and ASL deficiency) and increased risk for hepatic tumors
[26]. Developmental delay in ASS and ASL deficiencies is even more
pronounced in patients with neonatal presentations, 90% and 78%,
respectively.

Because of poor outcome with medical management, treatment of
NAGS, CPS1, and OTC deficiencies has incorporated LTx prior to the
first year of life, and as early as three months of age with medical
management serving only as a bridge until transplant is possible [25].
In contrast, ASS and ASL deficiencies have continued to be primarily
managed medically, but this practice is being questioned, especially in
neonatal onset patients [26]. A single high risk procedure of LTx is
now considered less dangerous overall in severe defects than longer
term exposure and long-term risk of catastrophic decompensation [5].

The current consensus from the Urea Cycle Disorders Consortium
(UCDC) on themanagement of patientswith absent or very lowenzyme
function in all UCDs, excluding NAGS and arginase deficiency, is:
1) aggressive treatment and stabilization; and 2) placement on the
LTx list (age varies with center but at the earliest practical) [24–26]. A
European treatment guideline on the role of LTx for ASS and ASL
deficiencies is less definitive [25]. Since measurement of enzyme activ-
ity for most urea cycle enzymes requires a liver biopsy, molecular
testing is typically the first line test to confirm diagnosis. While geno-
type has a good predictive value for disease severity (especially for
OTC deficiency), the correlation is not absolute; thus, neonatal presenta-
tion with severe hyperammonemia should be considered a strong indi-
cation to LTx as a therapeutic approach. It is important to note that LTx
best addresses toxin clearance. Thus, while LTx essentially eliminates
the risk of hyperammonemia, it may not affect other aspects of these
disorders, especially neurometabolic. In addition, patients with proxi-
mal defects will still require supplementation of urea cycle intermedi-
ates even after a successful LTx, since the gut is the main exporter of
citrulline and arginine. LTx for children with less severe UCDs still
generates considerable controversy, as episodes of overwhelming
hyperammonemia are less common in them than in patients with
early onset disease. Nevertheless, milder patients are still at risk
for intellectual impairment. In one study, 21% with late onset UCD
showed mild intellectual disability and a 4% showed severe intellectual
disability [26].

3. Metabolic diseases improved by LTx

3.1. Mitochondrial disease

Mitochondrial hepatopathies are an increasingly recognized group
of diseases leading to acute liver failure, fatty liver, cirrhosis, or intermit-
tent liver dysfunction [27,28]. Primary mitochondrial hepatopathies
include disorders caused by mitochondrial DNA (mtDNA) deletions or
mutations or, more commonly, by mutations in nuclear genes that
encode specific respiratory chain subunits, or transcription, assembly,
or translational machinery for mitochondria. Secondary mitochondrial
hepatopathies may be caused by endogenous or exogenous toxins,
drugs, or other genetic diseases in which mitochondrial dysfunction
(e.g. fatty acid oxidation defects) plays a key role [29,30]. The
hepatocerebral form of the mtDNA depletion syndrome (most com-
monly caused by POLG, DGUOK, MPV17, SUCLG1, and Twinkle muta-
tions) frequently presents with acute liver failure or hepatic steatosis
in early childhood with a variety or neurologic and muscular features
[28]. Diagnosis is usually established following positive screening tests
(elevated serum and CSF lactate and elevated serum lactate/pyruvate
ratio N20–25, hyperammonemia, hypoglycemia, urine Krebs cycle
intermediates, CNS imaging), by genotyping, or by analysis of affected
tissues for mtDNA depletion, respiratory chain enzyme activity, or
blue native gel polyacrylamide gel electrophoresis. Current medical
therapies are primarily supportive with avoidance of mitochondrial
toxic drugs, balanced nutritional therapy, and possible therapy with
mitochondrial substrates, antioxidants, co-enzyme Q, or L-carnitine.
Many of the conditions are fatal despite optimal medical management,
so discussion entertaining the option of LTx ensues.

Although LTx can lead to normal hepatic function, it neither stabi-
lizes nor normalizes mitochondrial function in extrahepatic affected
tissues; thus, severe systemic manifestations of mitochondrial disease
are generally considered a contraindication to LTx [31]. Certainly, in
POLG (Alpers–Huttenlocher disease) and MPV17 disease with pre-
existing neurologic symptoms (such as Navajo neurohepatopathy),
transplantation will neither improve nor prevent progression of the
severe CNS involvement [32]. However, selected patients without
neurologic findings may have good outcomes after LTx. Thus, patients
with hepatic decompensation should rapidly undergo a thorough
genetic and clinical/imaging evaluation (CNS, peripheral nervous
system, heart, muscle, retina, intestine) to determine if the evidence of
more extensive systemic disease precludes the option of LTx. Most re-
cent data demonstrate about a 50% survival rate for those transplanted
(in a highly selected group) [33], well below post-transplant survival
in other diseases. Recently, several specific genetic causes (e.g., TRMU
mutations) have been associated with clinical reversibility [34], making
a rapid evaluation important to avoid a potentially unnecessary liver
transplant. Ongoing research efforts to develop novel therapies to
correctmitochondrial defectsmay change the outlook for these diseases
and may make LTx a more viable option in the future. In this event, use
of “fast track” mutational analysis for POLG, MPV17, DGUOK will be
important in children with supportive previous medical history (devel-
opmental delay, atypical convulsions, early infantile deaths, etc.) when
they present with acute liver failure.

3.2. Propionic acidemia and methylmalonic academia

Propionic acidemia (PA) and primary methylmalonic academia
(MMA) are organic acidemias resulting from defective catabolism
of the amino acids isoleucine, valine, methionine, and threonine
due to mutations in the genes for propionyl-CoA carboxylase
or methylmalonyl-CoA mutase, respectively [35,36]. MMA is addi-
tionally present in several inborn errors of cobalamin (vitamin
B12) metabolism [37,38]. Severe forms typically present with severe
hyperammonemia, ketoacidosis, and neurological problems, includ-
ing coma very soon after birth. To minimize neurological sequelae,
intensive clinical management, including aggressive treatment
such as dialysis or hemofiltration, is required. Despite early
diagnosis and maximal metabolic control, many patients develop
considerable neurological, psychological, cardiac, and renal compli-
cations [36,39].

Tables 1 and2 showdata reported in the literature on LTx performed
for PA andMMA, respectively. Clinical experience with effects of LTx on
the natural history of PA and MMA is emerging but remains relatively
limited due to low prevalence of these diseases [39–42]. Successful
LTx appears to achieve metabolic stabilization, resulting in better
quality of life, improvement of cardiac involvement, less strict dietary
restrictions, and positive effects on the developmental delay. However,
other consequences of the diseases can still manifest despite successful
LTx, including CNS complications such asmetabolic stroke and progres-
sive renal failure, especially with the cobalamin defects. Benefits must
also be weighed against the risks of long term immunosuppression.
Pre-LTx considerations include optimal assessment of neurological,
cardiac, and renal comorbidities, surgical aspects such as LTx timing,



Table 1
Reported Cases of Liver Transplantation for Propionic Acidemia.

No cases Age at LTx (mo) Gender Tx type Complication surgical Complication medical Follow up (mo) Outcome Reference

2 84, 108 NR OLTx NR ACR (1)
PTLD (1)

54 1 died
1 alive

Saudubray et al. (1999)

1 36 M OLTx NR NR 3 1 died Kayler et al. (2002)
1 14 NR OLTx NR NR NR Alive Kim et al. (2003)
3 7, 24, 26 F (×3) LR-LTx Intestinal perforation (1) Cardiac failure (1) median: 40 Alive (×3) Yorifuri et al. (2004)
2 12, 24 F (×1)

M (×1)
OLTx HAT–reOLTx (1) Cardiac failure (1) 44, 6 8 alive

4 died
Barshes et al. (2006)

1 8 F OLTx NR NR 9 Alive Manzoni et al. (2006)
1 26 F LR-LTx NR NR 7 Alive Sato et al. (2009)
5 Median: 14 M (×2)

F (×3)
pALTx (1)
LR-LTx (1)
OLTx (3)

HAT–reOLTx (1) Metab
stroke (1)
PTLD (1)

Median: 88 Alive 4
1 died since
publication

Vara et al. (2011)

1 7 NR LR-LT NR NR 20 Alive Nagao et al. (2013)

NR — not reported; OLTx — orthotopic liver transplant; ACR— acute cellular rejection; PTLD— post-transplant lymphoproliferative disorder; pALTx— partial auxiliary liver transplanta-
tion; LR-LTx — living-related liver transplantation; HAT— hepatic artery thrombosis. See References [8,39–42,46,92–102].
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and the use of auxiliary partial orthotopic grafts, consideration of living-
related heterozygous carrier donors, and the role of novel chronic med-
ical therapies, hepatocyte transplantation and genetic manipulation in
the future [43–46]. The underlying renal involvement should warrant
use of “renal-sparing” modifications to standard immunosuppression
[47]. Combined liver and kidney transplant is reasonable when signifi-
cant renal impairment is already present.

4. Metabolic diseases for further consideration

4.1. Glycogen storage diseases

Glycogen storage disease (GSD) types I, III, IV, VI, and IX are congen-
ital disorders of glycogenmetabolism often associated with severe liver
disease [48–50]. Current interventions for the liver GSDs include dietary
modifications and medical interventions such as pharmacotherapy for
issues not corrected by diet. For GSD type I, nocturnal continuous enter-
al drip feeding to avoid fasting hypoglycemia and frequent oral
uncooked corn starch intake for prolonged glucose release have signifi-
cantly improvedmetabolic control. In some instances, there is a need for
use of agents such as allopurinol for hyperuricemia, low dose ACE inhib-
itors for proteinuria, and GCSF for neutropenia in GSD type Ib. For pa-
tients with GSD types III, VI, and IX, a high protein diet combined with
uncooked cornstarch is the mainstay of therapy. Although these inter-
ventions have successfully improved metabolic control, enhanced
growth and pubertal development, and prolonged long-term survival
for these disorders, long-term complications still occur. In addition,
adherence to the medical regimens required for GSD treatment is
burdensome and may not be maintained by all individuals, leading to
significant morbidity.
Table 2
Reported cases of liver transplantation for methylmalonic acidemia.

No cases Age at LTx (y) Gender Tx type Complication surgical C

1 13 M LTx–K NR N
2 13, 16 M (1)

F(1)
LTx–K (1)
pALTx (1)

HAT–reOLTx (1) P

1 22 F OLTx NR N
1 0.9 NR OLTx NR N
2 10, 21 M (×2) LTx–K (2) NR D
1 0.9 F OLTx Bile leak N
18 Median:19.5 M (8)

F (10)
L-LTx (6)
LTx–K (5)

HAT–reOLTX (2),
Bile leak (1)
PVT (1)

M
R

1 NR NR OLTx NR N
7 NR NR LR-LTx (7) NR N

3 Median: 10.8 NR LTx–K (1) NR N

NR— not reported; OLTx— orthotopic liver transplant; ACR— acute cellular rejection; PTLD— p
pALTx — partial auxiliary liver transplantation; HAT—hepatic artery thrombosis; PVT— portal
Hepatocellular adenomas (HCAs) with risk for transformation to
hepatocellular carcinoma (HCC) have been noted in individuals with
GSD I in early adulthood [49]. Although the incidence and pathogenesis
of adenoma-to-carcinoma transformation is not established, HCC in
GSD I patients most often occurs within pre-existing adenomatous
nodules. Liver cirrhosis has been noted in a nine-year-old boy with
GSD Ib [51]. Some patients with GSD III progress to liver cirrhosis,
while others developHCC [48]. Patientswith GSD IIIa can develop cardi-
ac complications such as life threatening arrhythmias as well as a
progressive myopathy. For GSD IV, the phenotype varies and some
patients develop liver cirrhosis and HCC. Patients with GSD VI typically
do not present with liver involvement requiring intervention beyond
frequent feeding or a high carbohydrate diet, however a small subset
of patients have been found to have adenomas and/or hepatocellular
carcinoma [52].

As individuals with GSD are living longer, it is being recognized that
despite medical treatment, long term complications make these
patients candidates for LTx [48,53–57]. Overall, outcomes following
LTx have been very encouraging, with improvement in biochemical
and clinical parameters including glucose, cholesterol, triglycerides,
neutrophils, and growth. LTx can be both preventative and curative:
simultaneous liver–kidney preemptive transplantation (SLKPT) led to
improvement in a patient with GSD Ia, curing both liver and kidney
anomalies [58]. However, certain metabolic abnormalities such as
hyperuricemia and neutropenia (the latter in GSD Ib) may persist.
Long-term follow-up after LTx for GSD shows excellent graft and patient
survival. While LTx corrects the primary hepatic enzyme defect, the ex-
trahepatic manifestations of GSD often complicate post-transplantation
management. In patients with GSD I, kidney disease can progress. For
patients with GSD IIIa, cardiomyopathy and skeletal myopathy are not
omplication medical Follow up (mo) Outcome Reference

R 16 Alive van't Hoff et al. (1998)
TLD (1) 13, 47 Alive (2) Kayler et al. (2002)

R 2 Alive Nyhan et al. (2002)
R ? NR Alive Hsui et al. (2003)
iabetes mellitus 60, 18 Alive (2) Nagarajan et al. (2005)
R 12 Alive Manzoni et al. (2006)
etabolic stroke (1)
enal failure (4)

Median: 36 Alive (15)
died (3)

Kasahara et al. (2006)

R 120 Alive Kaplan et al. (2006)
R Median: 10.5 Alive (6)

died (1)
Morioka et al. (2007)

R 43 Alive (×3) Stevenson et al. (2009)

ost-transplant lymphoproliferative disorder; LR-LTx— living-related liver transplantation;
vein thrombosis; LTx–K — liver kidney transplantation. See References [11,103–112].
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corrected by the LTx. For GSD IV, LTx is often the first line of treatment,
especially for the ones that develop liver cirrhosis; however for some
forms of GSD IV, extrahepatic manifestations are a part of the disease
and persist. Although limited experience with hepatocyte transplanta-
tion in lieu of whole organ transplantation has been reported, several
reports indicate positive outcomes [59,60]. A pediatric GSD Ia patient
underwent hepatocyte transplantation and subsequently showed no
additional episodes of hypoglycemia [61].

LTx should be considered for patients with GSD who have very poor
metabolic control despite medical management, have multiple recur-
rent adenomas, progressive liver cirrhosis, and/or hepatic failure.
Organ allocation is less highly prioritized than for patients with urea
cycle defects, PPA, or MMA as the perceived lack of life threatening
episodes places GSD patients in a lower priority class. In general,
LTx has been shown to improve overall quality of life in patients with
GSD and therefore should also be an option for long-term preventative
care [62].
Table 3
Reported outcomes of pediatric liver transplantation for metabolic diseases.

Reference Case experience Patient survival at 5 years Graft survival 5 years

SPLIT [13] 446 88.9% 83.8%
UNOS [9] 551 92%

See References [8,13,83].
4.2. Phenylketonuria

Phenylketonuria (PKU) results from a deficiency of phenylalanine
hydroxylase, the enzyme in the liver that converts phenylalanine to
tyrosine. Due of this deficiency, phenylalanine (Phe) rises to toxic levels
in the brain, and untreated patients typically develop intellectual
disability and psychiatric problems. Universal newborn screening for
PKU is now performed throughout the developed world so that treat-
ment can be initiated and continued from the early weeks of life. This
approach has been very effective in preventing intellectual disability.
Nonetheless, early- and continuously-treated patients often have IQs
lower than expected in comparison with family members, problems in
specific aspects of cognition such as executive abilities, and a higher
incidence of psychiatric problems such as depression and anxiety
[63–65], all of which have been associated with poorer metabolic
control. However, PKU is unlike many other metabolic disorders in
that it is not associated with episodes of acute metabolic complications
requiring hospitalization.

We now know that treatment for PKU should be maintained for life
[66]. Current treatment primarily comprises restriction of phenylala-
nine intake and dietary supplementation with phenylalanine-free
amino acid mixtures (medical foods, formulas) to satisfy protein
requirements [67]. The PKU diet is extremely restrictive, consisting
primarily of fruits, vegetables, and low protein modified food products
such as bread, rice, and pasta. Not surprisingly, adherence to this diet
is not ideal and becomes particularly problematic as patients enter
adolescence and adulthood [68,69].

More recently, themedication sapropterin, the pharmaceutical form
of the tetrahydrobiopterin cofactor of phenylalanine hydroxylase, has
been shown to reduce blood Phe levels in about 50% of PKU patients
tested [70]. Pegylated phenylalanine ammonia lyase (PEG-PAL), an
enzyme substitution therapy, is another pharmaceutical agent that is
currently in Phase III clinical trials. PEG-PALwould theoretically normal-
ize Phe levels in any patient with PKU, but it is a foreign protein and
safety data are not yet available. Finally, gene therapy for PKU is being
explored in animal models [71].

One patient with PKU has received a LTx for reasons unrelated to
PKU, and not surprisingly, the patient's blood Phe level normalized
after transplant [72]. Nevertheless, transplantation of a whole liver for
this condition is not likely to be acceptable to the majority of patients
and treating physicians due to the availability of non-surgical therapeu-
tic options. However, transplant of isolated hepatocytes and stem cells
has been considered as viable alternatives [73]. Hepatocyte transplant
has been performed in one patient who had poor dietary control, with
temporary improvement of blood Phe levels [74]. For this therapy to
be viable, issues such as optimal post-transplant immunotherapy, the
risks of immunotherapy, and appropriate indications for transplant
need to be considered relative to the potential for improved quality
of life.

5. Hepatocyte transplantation

The use of solid organ LTx to treat liver-based metabolic disorders is
limited by a severe shortage of donor organs, the risks associated with
major surgery, and the low, but real, long-term risk of graft loss from
rejection. Hepatocyte transplantation holds promise as an alternative
to organ transplantation, and numerous animal studies indicate that
transplants of isolated liver cells can correct metabolic deficiencies of
the liver. Clinically, the procedure involves isolation of cells from livers
rejected for solid organ transplant, which are then transplanted via
the portal vascular system into the liver [75]. This procedure is far less
intrusive than replacement of the liver. Since the native liver is not
removed, the transplanted hepatocytes need only improve the single
enzyme deficiency and need not replace all hepatic functions.

Clinical trials have demonstrated long-term safety of hepatocyte
transplant, but only partial correction of metabolic disorders has been
achieved [60,76–81]. Conditioning with low-dose liver-directed radia-
tion has been shown to facilitate repopulation of the native liver by
transplanted hepatocytes and completely correct animal models of
hereditary metabolic deficiencies of the liver [82]. Following additional
safety and efficacy studies of a radiation-based conditioning regimen in
non-human primates, an FDA-approved clinical trial of hepatocyte
transplantation for treatment of life-threatening metabolic liver dis-
eases, such as Crigler–Najjar syndrome and UCDs, has begun at CHP
along with a second trial for the treatment of PKU.

6. Current indications and outcomes

Inborn errors of metabolism represent approximately 15–25% of
disease indications for LTx in children and have been reported to have
comparable or better outcomes than transplant of patients with decom-
pensated cirrhosis or other forms of chronic liver disease in both single
andmulti-center studies (Table 3) [8,13,83]. Three issues fundamentally
affect decision making regarding a possible LTx. First, is there structural
liver disease which carries “standard indications for transplantation”
such as functional hepatic decompensation from cirrhosis, portal hyper-
tension, or tumor risk? Second, is the metabolic defect liver-specific or
expressed in other tissues? Third, what is the severity of the clinical
manifestation of the metabolic defect (hyperammonemia, neurologic
sequelae, uncontrollable hypoglycemia)? Relative to LTx, metabolic
diseases can be broadly categorized based on the presence or absence
of liver injury and the presence and mechanism of development of
extrahepatic damage (Table 4) [6,8,9,11,13,31]. For example, diseases
such as alpha-1-antitrypsin deficiency and Wilson disease both cause
primary liver injury, but the latter alsomanifests with additional signif-
icant extrahepatic manifestations through intrinsic intracellular accu-
mulation of a toxin (copper). On the other hand, diseases like Crigler–
Najjar syndrome type 1 or UCDs are caused by liver specific metabolic
defects, but exhibit extrahepatic sequelae due to the accumulation of
extrinsic toxic metabolites. In the latter diseases, LTx replaces an other-
wise healthy liver in order to cure a systemic disease [12]. The specificity
of the defect and its phenotypic expression affect both urgency of the
transplant, surgical options, and the possibility for a “cure.”

The efficacy of LTx for metabolic diseases has been demonstrated
through single- and multi-center reviews as well as in reviews of



Table 6
Patient and graft survival (percent) of patients with metabolic diseases (with
n N 10) at 1, 5, 10 and 20 years after transplantation at Children's Hospital of
Pittsburgh of UPMC.

Years Survival

Patient Graft

1 87.7% 79.3%
5 84.9% 73.1%
10 80.1% 67.4%
20 70.1% 56.9%

1.0

Table 4
Metabolic diagnoses for which liver transplant has been reported.

Conditions with liver injury

Intrahepatic Extrahepatic

Alpha-1-antitrypsin deficiency
(SERPINA1)

• Tyrosinemia type I
• GSD Type IV
(GBE1 gene)

• BSEP deficiency
• MDR-3 deficiency
• Primary bile acid synthesis disorders
• Hepatic porphyrias
o Acute intermittent porphyria
o Variegate porphyria

• Glycogen storage disease type Ia
• Hereditary fructose intolerance
• Indian childhood cirrhosis

• Wilson disease
• Cystic fibrosis
• FIC-1 deficiency
• Glycogen storage disease types Ib,
III and IV

• Non-alcoholic steatohepatitis
• Gaucher disease
• Niemann–Pick disease
• Cholesterol ester storage disease
• Mitochondrial cytopathies
• Cerebrotendinous xanthomatosis
• Citrin deficiency
• Erythropoietic porphyria

Conditions without liver injury

Intrahepatic Extrahepatic

• Crigler–Najjar syndrome type 1
• Primary hyperoxaluria
• Urea cycle disorders
• Familial hypercholesterolemia
• Fatty acid oxidation defects
• Coagulation defects
o Hemophilia A
o Factors V and VII deficiency
o Proteins C and S deficiencies

• Factor H deficiency
• Afibrinogenemia
• Amyloidosis type 1

• Citrulinemia
• Cystinosis
• Branched amino acids disorders
(organic acidemias)
o Propionic acidemia
o Methylmalonic acidemia
o Mevalonic acidemia
o Maple syrup urine disease

See References: [6,8,9,11,13,31].
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national databases, achieving a N82% survival rate at 10 years (Table 3)
[8,13,83]. The single center experience at CHP in Pittsburgh is particular-
ly instructive in that it provides longer outcomes than previous reports.
The thirty year experience with LTx for a broad range of metabolic
diseases at CHP is shown in Table 5. In that time, two-hundred and
eighty-five children underwent pediatric LTx for metabolic indications.
The mean age at transplantation was 7.6 years (16 days to 23 years).
Forty-three children underwent re-LTx at a mean of 2.3 years (2 days
to 18.2 years) post-transplant. Overall patient and graft survival are
shown in Table 6. Historically, the majority of patient deaths and graft
losses occurred within one-year of transplantation. Infection was the
Table 5
Children's Hospital of Pittsburgh of UPMC experience in pediatric liver trans-
plantation for metabolic diseases.

Indication Number

Alpha-1-antitrypsin deficiency 73
Maple syrup urine disease 38
Familial cholestasis 37
Wilson's disease 28
Tyrosinemia 20
Cystic fibrosis 19
Glycogen storage diseases 15
Crigler–Najjar syndrome I 15
Urea cycle disorders 14
Oxalosis 10
Histiocytosis 5
Hemochromatosis 4
Type II hyperlipidemia 2
Niemann–Pick disease 1
Neurovisceral storage disease 1
Acyl-CoA dehydrogenase deficiency 1
Indian childhood cirrhosis 1
Erythropoietic protoporphyria 1
Total 285
most common cause of death (25.4%). Chronic rejection and hepatic ar-
tery thrombosis accounted for 21.4% and 17.9% of graft loss, respective-
ly. However, results over the last 10–13 years have demonstrated
significant improvement in patient and graft survival with a sharp
reduction in early death or graft loss, as well as maintenance of patient
and graft survival over an extended follow-up period of greater than
10–15 years (Figs. 1 and 2). Of patients receiving transplants over the
past decade at CHP, only three died (two of infection and one of suicide)
and only one required retransplantation, with patient survival over the
past 10 years currently at 97%.

Of particular note is the high patient and graft survival rates with
diseases such as MSUD (100% patient and graft survival at five years)
and UCDs (80% at 20 years). Despite overall excellent outcomes at cen-
ters experienced in pediatric LTx, a true benefit and risk assessment in
the current era requires a more in depth analysis of not only late graft
loss and mortality, but also complications for non-allograft related
morbidities due to the consequences of immunosuppression.
6.1. Assessment of late graft dysfunction

Long term studies of allograft health suggest that subtle abnormali-
ties are common in long term LTx survivors. In an analysis of 461 chil-
dren evaluated at five years post-transplant, nearly 50% showed
abnormal GGT levels, suggesting the possibility of late biliary complica-
tions or chronic rejection [10]. The etiology of late biliary complications
may be technical in nature or related to long term ischemic changes in
the allograft. Immunologic causes of altered biliary tract enzymes
include late onset acute rejection or development of chronic rejection.
Another concerning issue is the development of fibrotic changes of
2000’s (n=100)
1990’s (n=82)
1980’s (n=102)
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Fig. 1. LTx for metabolic disease (with n N 10) patient survival by decade (1981–2012) at
Children's Hospital of Pittsburgh of UPMC. The lines differ significantly (p b 0.001).
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Fig. 2. LTx for metabolic disease (with n N 10) graft survival by decade (1981–2012) at
Children's Hospital of Pittsburgh of UPMC. The lines differ significantly (p b 0.001).
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immune [84] or other etiologies in long termpediatric allografts [85,86].
The published data as well as results at CHP in the past decade suggests
that events leading to graft loss or death are overall rare after the one
year anniversary, but longer follow-upwill be needed to properly advise
both patients and caregivers [87].
6.2. Non-allograft related complications

Immunosuppressant use, while enabling long term allograft mainte-
nance, also contributes to potentially serious complications over time.
Although minimal long term exposure to immunosuppression is a
goal of pediatric transplantation, immune monitoring to guide immu-
nosuppression is not routinely available clinically. As a result, optimiz-
ing immunosuppression is difficult and not well-standardized. In the
Studies in Pediatric LIver Transplantation (SPLIT) database, immuno-
suppression varied by two to three fold at the five-year anniversary
[10]. This database has systematically documented complications such
as hypertension, renal insufficiency, and post-transplant malignancy
in patients surviving ten years or more after pediatric transplantation
Table 7
An example of a proposed transplantation risk metric utilizing 13 clinical criteria that takes int
Modified from Ref. [88].

Medical variable: result reported at 10-year visit Patient data av

Sustainability of allograft
1. No retransplantation 167
2. No chronic rejection; confirmed diagnosis previously/

presently
167

3. Serum ALT normal 166
4. Serum TB normal 165
5. Serum albumin normal 162
6. Serum GGT normal 149

Absence of immunosuppression-induced comorbid conditions
7. No PTLD; previous diagnosis of tissue-confirmed PTLD 167
8. No renal dysfunction; cGFR b90 mL/min/1.73 m2 118
9. Acceptable linear growth; N−2 SD for healthy population 121
10. No diabetes 167

Absence of need for additional medications
11. No ongoing use of prednisone 167
12. No use of antihypertensive agent 167
13. No use of antiseizure medication 167
[88]. Other complications include glucose intolerance, altered cholester-
ol metabolism, and abnormal growth and development.

Better assessment of true risks must take into account both allograft
and extrahepatic complications in an attempt to document “ideal” out-
comes. An example of a proposed metric is shown in Table 7 (modified
from Ref. [88]) utilizing 13 clinical criteria. In the SPLIT analysis, only
32% of the 10 year survivors had data to document presence of all opti-
mal criteria. CHP data on current metabolic survivors demonstrates
excellent outcomes according to these metrics, although continued
follow-up is ongoing. For example, 75% of the patients transplanted
for MSUD with a greater than four-year follow-up met all 13 criteria.

Transplant for metabolic disease presents both long term advan-
tages and challenges for patients post-transplant. Disease recurrence
in the allograft is expected to be rare compared to that in children
undergoing transplant for autoimmune type disease. Most patients
undergoing transplant for metabolic disease are clinically stable at the
time of transplant and normally would not have consequences of previ-
ous surgeries or portal hypertension, which contributes to the docu-
mented excellent perioperative survival. However, metabolic patients
may be prone to extrahepatic manifestations of their underlying
disease, which may be incompletely treated by the LTx. Clearly, clinical
decision-making is best undertaken by a discussion of the best available
long term results of transplant in the context of the metabolic patients'
specific medical options and future alternatives.

7. Organ allocation issues

The shortage of available livers for transplantation is an important
issue to consider with the use of LTx for metabolic disorders, as increas-
ing the number of LTx performed for these conditions will further tax
the pool of donor organs. While the use of living donors expands the
liver pool, a potential complicating issue is that parents of children
with metabolic disorders are likely carriers for the conditions, and
there is a 2/3 chance that their siblings are carriers. Typically, carriers'
livers function at half of their normal activity. The critical question
then becomes whether 50% of normal activity restricted to the liver
sufficient to improve metabolic control. Domino transplants could
increase the pool of livers as with MSUD; however, there are a limited
number of conditions inwhich domino transplant couldwork. In condi-
tionswhere liver functionworsens over time, domino transplants could
work, but are not optimal.

Another consideration is how to account for metabolic diseases in
the prioritization for available livers. In the United States, the Pediatric
End Stage Liver Disease (PELD — for LTx candidates b12 years old)
and Model for End Stage Liver Disease (MELD — for LTx candidates
o account both allograft and extrahepatic complications.

ailable, n Patients who answered “yes”
to variable as phrased, n (%)

Patients missing data, n (%)

147 (88%) 0
152 (91%) 0

148 (89%) 1 (1%)
161 (98%) 2 (2%)
160 (99%) 5 (3%)
126 (85%) 18 (11%)

158 (94%) 0
107 (91%) 49 (29%)
112 (93%) 46 (27%)
165 (99%) 0

135 (81%) 0
146 (87%) 0
167 (100%) 0
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12–17 years old) scoring systems are used to prioritize LTx patients.
These scores are typically based upon biochemical parameters of
advancing liver failure and portal hypertension that predict near term
prognosis. In many metabolic diseases, there is no progressive liver
disease and as such, the system does not adequately predict risk. Candi-
dates with UCDs or organic acidemias are assigned a PELD or MELD
score of 30, which is a fairly high prioritization. If the candidate does
not receive a LTxwithin 30 days, they may be listed as Status 1B (Status
1B candidates are children who have chronic liver disease with severe
and life-threatening complications. Status 1B is the second highest
level of prioritization just behind acute liver failure [89,90] without
Regional Review Board review or hospitalization). Candidates with
othermetabolic diseasesmust apply for exception PELDorMELD scores,
as they typically don't have significant intrinsic liver disease [4,91].
Where should children with other metabolic disorders be placed on
the waiting list? As new indications and diseases arise, how do they fit
in? How should the scoring system account for diseases that are less
life-threatening, but impair quality of life (mitochondrial disease, PA,
MMA), since LTx would treat some symptoms but not cure the disease?
Expansion of the metabolic indications for LTx requires that the issue of
organ allocation be addressed.
8. Summary

LTx has been revolutionary and life-saving for disorders such as
severe UCDs and MSUD. Initially viewed as a rescue procedure for
such conditions, the risk of death or disability due to these inborn errors
of metabolism now far outweigh the morbidity or mortality of trans-
plant or long term sequelae related to immunosuppression. What
factors play into this dramatic reversal? Of course, it is not hard to
argue that increased experience with the technique over time has led
to a broader pool of qualified pediatric transplant specialists, and thus
improved outcome. However, equally importantly, the recognition
that patients in good metabolic control have better surgical outcomes
has fostered close cooperation between medical and surgical teams,
and it is clear that impeccable metabolic therapy prior to transplant is
vital to a good transplant program. With operative mortality now at
near zero, and aggressive weaning of immunotherapy reducing risks
of post-transplant infection and malignancy, there is good reason to
consider a paradigm shift in the use of LTx beyond metabolic rescue. It
is now increasingly incumbent on metabolic physicians and transplant
surgeons to consider transplant for other than purely life-saving
reasons. This conference and paper have highlighted some such uses.
LTx has not completely eliminated all symptoms in patients withmeta-
bolic disease, but it has led to improved quality of life. In summary, data
suggests that LTx has emerged from its position as a treatment of last
resort for inborn errors of metabolism to play a more robust role in a
wider variety of diagnoses. Divining the appropriate mix of disorders
and conditions for transplant will be the challenge of the next decade
in this field and will likely best be accomplished through close coopera-
tion between the metabolic treatment and liver transplant teams.
Acknowledgments

The authors thank Christine Heiner (Scientific Writer, University of
Pittsburgh Department of Surgery) for her help in the preparation of
this manuscript.
References

[1] V. Fouquet, A. Alves, S. Branchereau, S. Grabar, D. Debray, E. Jacquemin, D. Devictor,
P. Durand, C. Baujard, M. Fabre, D. Pariente, C. Chardot, B. Dousset, P.P. Massault, D.
Bernard, D. Houssin, O. Bernard, F. Gauthier, O. Soubrane, Long-term outcome of
pediatric liver transplantation for biliary atresia: a 10-year follow-up in a single
center, Liver Transpl. 11 (2005) 152–160.
[2] H.V. Diem, V. Evrard, H.T. Vinh, E.M. Sokal, M. Janssen, J.B. Otte, R. Reding, Pediatric
liver transplantation for biliary atresia: results of primary grafts in 328 recipients,
Transplantation 75 (2003) 1692–1697.

[3] A. Carceller, H. Blanchard, F. Alvarez, D. St-Vil, A.L. Bensoussan, M. Di Lorenzo, Past
and future of biliary atresia, J. Pediatr. Surg. 35 (2000) 717–720.

[4] B.L. Shneider, J. Vockley, G.V. Mazariegos, Trading places: liver transplantation as a
treatment, not a cure, for metabolic liver disease, Liver Transplant. 17 (2011)
628–630.

[5] D. Morioka, M. Kasahara, Y. Takada, Y. Shirouzu, K. Taira, S. Sakamoto, K. Uryuhara,
H. Egawa, H. Shimada, K. Tanaka, Current role of liver transplantation for the treat-
ment of urea cycle disorders: a review of the worldwide English literature and 13
cases at Kyoto University, Liver Transpl. 11 (2005) 1332–1342.

[6] K. Hansen, S. Horslen, Metabolic liver disease in children, Liver Transpl. 14 (2008)
713–733.

[7] K. Hansen, S. Horslen, Metabolic liver disease in children, Liver Transpl. 14 (2008)
391–411.

[8] L.K. Kayler, R.M. Merion, S. Lee, R.S. Sung, J.D. Punch, S.M. Rudich, J.G. Turcotte, D.A.
Campbell Jr., R. Holmes, J.C. Magee, Long-term survival after liver transplantation
in children with metabolic disorders, Pediatr. Transplant. 6 (2002) 295–300.

[9] L.K. Kayler, C.S. Rasmussen, D.M. Dykstra, J.D. Punch, S.M. Rudich, J.C. Magee, M.A.
Maraschio, J.D. Arenas, D.A. Campbell Jr., R.M. Merion, Liver transplantation in chil-
dren with metabolic disorders in the United States, Am. J. Transplant. 3 (2003)
334–339.

[10] V.L. Ng, A. Fecteau, R. Shepherd, J. Magee, J. Bucuvalas, E. Alonso, S. McDiarmid, G.
Cohen, R. Anand, G. Studies of Pediatric Liver Transplantation Research, Outcomes
of 5-year survivors of pediatric liver transplantation: report on 461 children from a
North American multicenter registry, Pediatrics 122 (2008) e1128–e1135.

[11] T. Stevenson, M.T. Millan, K. Wayman, W.E. Berquist, M. Sarwal, E.E. Johnston, C.O.
Esquivel, G.M. Enns, Long-term outcome following pediatric liver transplantation
for metabolic disorders, Pediatr. Transplant. 14 (2010) 268–275.

[12] K.Y. Zhang, B.Y. Tung, K.V. Kowdley, Liver transplantation for metabolic liver dis-
eases, Clin. Liver Dis. 11 (2007) 265–281.

[13] R. Arnon, N. Kerkar, M.K. Davis, R. Anand, W. Yin, R.P. Gonzalez-Peralta, S.R. Group,
Liver transplantation in children with metabolic diseases: the studies of pediatric
liver transplantation experience, Pediatr. Transplant. 14 (2010) 796–805.

[14] J. Vockley, Metabolism as a complex genetic trait, a systems biology approach:
implications for inborn errors of metabolism and clinical diseases, J. Inherit.
Metab. Dis. 31 (2008) 619–629.

[15] C.R. Scriver, P.J. Waters, Monogenic traits are not simple: lessons from phenylke-
tonuria, Trends Genet. 15 (1999) 267–272.

[16] K.A. Strauss, B. Wardley, D. Robinson, C. Hendrickson, N.L. Rider, E.G. Puffenberger,
D. Shelmer, A.B. Moser, D.H. Morton, Classical maple syrup urine disease and brain
development: principles of management and formula design, Mol. Genet. Metab.
99 (2010) 333–345.

[17] D.H. Morton, K.A. Strauss, D.L. Robinson, E.G. Puffenberger, R.I. Kelley, Diagnosis
and treatment of maple syrup disease: a study of 36 patients, Pediatrics 109
(2002) 999–1008.

[18] K.A. Strauss, G.V. Mazariegos, R. Sindhi, R. Squires, D.N. Finegold, G. Vockley, D.L.
Robinson, C. Hendrickson, M. Virji, L. Cropcho, E.G. Puffenberger, W. McGhee,
L.M. Seward, D.H. Morton, Elective liver transplantation for the treatment of classi-
cal maple syrup urine disease, Am. J. Transplant. 6 (2006) 557–564.

[19] G.V. Mazariegos, D.H. Morton, R. Sindhi, K. Soltys, N. Nayyar, G. Bond, D. Shellmer,
B. Shneider, J. Vockley, K.A. Strauss, Liver transplantation for classical maple syrup
urine disease: long-term follow-up in 37 patients and comparative united network
for organ sharing experience, J. Pediatr. 160 (2012) 116–121(e111).

[20] D.A. Shellmer, A. DeVito Dabbs, M.A. Dew, R.B. Noll, H. Feldman, K.A. Strauss, D.H.
Morton, J. Vockley, G.V. Mazariegos, Cognitive and adaptive functioning after liver
transplantation for maple syrup urine disease: a case series, Pediatr. Transplant. 15
(2011) 58–64.

[21] I.R. Badell, S.I. Hanish, C.B. Hughes, W.R. Hewitt, R.T. Chung, J.R. Spivey, S.J.
Knechtle, Domino liver transplantation in maple syrup urine disease: a case report
and review of the literature, Transplant. Proc. 45 (2013) 806–809.

[22] B.A. Barshop, A. Khanna, Domino hepatic transplantation in maple syrup urine dis-
ease, N. Engl. J. Med. 353 (2005) 2410–2411.

[23] A. Khanna, M. Hart, W.L. Nyhan, T. Hassanein, J. Panyard-Davis, B.A. Barshop, Dom-
ino liver transplantation in maple syrup urine disease, Liver Transpl. 12 (2006)
876–882.

[24] J. Seminara, M. Tuchman, L. Krivitzky, J. Krischer, H.S. Lee, C. Lemons, M.
Baumgartner, S. Cederbaum, G.A. Diaz, A. Feigenbaum, R.C. Gallagher, C.O.
Harding, D.S. Kerr, B. Lanpher, B. Lee, U. Lichter-Konecki, S.E. McCandless, J.L.
Merritt, M.L. Oster-Granite, M.R. Seashore, T. Stricker, M. Summar, S. Waisbren,
M. Yudkoff, M.L. Batshaw, Establishing a consortium for the study of rare diseases:
the Urea Cycle Disorders Consortium, Mol. Genet. Metab. 100 (Suppl. 1) (2010)
S97–S105.

[25] J. Haberle, N. Boddaert, A. Burlina, A. Chakrapani, M. Dixon, M. Huemer, D. Karall, D.
Martinelli, P.S. Crespo, R. Santer, A. Servais, V. Valayannopoulos, M. Lindner, V.
Rubio, C. Dionisi-Vici, Suggested guidelines for the diagnosis and management of
urea cycle disorders, Orphanet. J. Rare. Dis. 7 (2012) 32.

[26] N. Ah Mew, L. Krivitzky, R. McCarter, M. Batshaw, M. Tuchman, Urea Cycle Disor-
ders Consortium of the Rare Diseases Clinical Research, clinical outcomes of neona-
tal onset proximal versus distal urea cycle disorders do not differ, J. Pediatr. 162
(2013) 324–329(e321).

[27] W.S. Lee, R.J. Sokol, Mitochondrial hepatopathies: advances in genetics and patho-
genesis, Hepatology 45 (2007) 1555–1565.

[28] W.S. Lee, R.J. Sokol, Liver disease in mitochondrial disorders, Semin. Liver Dis. 27
(2007) 259–273.

http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0005
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0005
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0005
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0005
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0005
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0010
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0010
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0010
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0015
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0015
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0520
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0520
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0520
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0020
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0020
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0020
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0020
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0025
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0025
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0030
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0030
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0035
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0035
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0035
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0040
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0040
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0040
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0040
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0525
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0525
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0525
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0525
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0045
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0045
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0045
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0050
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0050
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0530
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0530
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0530
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0060
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0060
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0060
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0065
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0065
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0070
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0070
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0070
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0070
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0075
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0075
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0075
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0080
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0080
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0080
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0080
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0535
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0535
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0535
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0535
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0085
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0085
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0085
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0085
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0090
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0090
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0090
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0095
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0095
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0100
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0100
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0100
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0105
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0110
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0110
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0110
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0110
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0540
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0540
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0540
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0540
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0115
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0115
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0120
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0120


426 Conference Proceedings
[29] M. He, S. Rutledge, D. Kelly, C. Palmer, G. Murdoch, N. Majumder, R. Nicholls, Z. Pei,
P.A. Watkins, J. Vockley, A new genetic disorder in mitochondrial fatty acid
b-oxidation, ACAD9 deficiency, Am. J. Hum. Genet. 81 (2007) 87–103.

[30] Y. Wang, A.W. Mohsen, S.J. Mihalik, E.S. Goetzman, J. Vockley, Evidence for physical
association of mitochondrial fatty acid oxidation and oxidative phosphorylation
complexes, J. Biol. Chem. 285 (2010) 29834–29841.

[31] E.M. Sokal, R. Sokol, V. Cormier, F. Lacaille, P. McKiernan, F.J. Van Spronsen, O.
Bernard, J.M. Saudubray, Liver transplantation in mitochondrial respiratory chain
disorders, Eur. J. Pediatr. 158 (Suppl. 2) (1999) S81–S84.

[32] T.H. Vu, K. Tanji, S.A. Holve, E. Bonilla, R.J. Sokol, R.D. Snyder, S. Fiore, G.H. Deutsch,
S. DiMauro, D. De Vivo, Navajo neurohepatopathy: a mitochondrial DNA depletion
syndrome? Hepatology 34 (2001) 116–120.

[33] W.S. Lee, R.J. Sokol, Mitochondrial hepatopathies: advances in genetics, therapeutic
approaches, and outcomes, J. Pediatr. 163 (2013) 942–948.

[34] U. Schara, J.C. von Kleist-Retzow, E. Lainka, P. Gerner, A. Pyle, P.M. Smith, H.
Lochmuller, B. Czermin, A. Abicht, E. Holinski-Feder, R. Horvath, Acute liver failure
with subsequent cirrhosis as the primary manifestation of TRMU mutations,
J. Inherit. Metab. Dis. 34 (2011) 197–201.

[35] J.O. Sass, M. Hofmann, D. Skladal, E. Mayatepek, B. Schwahn, W. Sperl, Propionic
acidemia revisited: a workshop report, Clin. Pediatr. (Phila) 43 (2004) 837–843.

[36] F. Deodato, S. Boenzi, F.M. Santorelli, C. Dionisi-Vici, Methylmalonic and propionic
aciduria, Am. J. Med. Genet. C: Semin. Med. Genet. 142C (2006) 104–112.

[37] D.S. Rosenblatt, Vitamin B12 (Cbl)-responsive disorders, J. Nutr. Sci. Vitaminol.
(Tokyo) (1992) 593–596(Spec No).

[38] J.D. Weisfeld-Adams, M.A. Morrissey, B.M. Kirmse, B.R. Salveson, M.P. Wasserstein,
P.J. McGuire, S. Sunny, J.L. Cohen-Pfeffer, C. Yu, M. Caggana, G.A. Diaz, Newborn
screening and early biochemical follow-up in combined methylmalonic aciduria
and homocystinuria, cblC type, and utility of methionine as a secondary screening
analyte, Mol. Genet. Metab. 99 (2010) 116–123.

[39] M. Nagao, T. Tanaka, M. Morii, S. Wakai, R. Horikawa, M. Kasahara, Improved neu-
rologic prognosis for a patient with propionic acidemia who received early living
donor liver transplantation, Mol. Genet. Metab. 108 (2013) 25–29.

[40] T. Yorifuji, M. Kawai, M. Mamada, K. Kurokawa, H. Egawa, Y. Shigematsu, Y. Kohno,
K. Tanaka, T. Nakahata, Living-donor liver transplantation for propionic acidaemia,
J. Inherit. Metab. Dis. 27 (2004) 205–210.

[41] R. Vara, C. Turner, H. Mundy, N.D. Heaton, M. Rela, G. Mieli-Vergani, M. Champion,
N. Hadzic, Liver transplantation for propionic acidemia in children, Liver Transpl.
17 (2011) 661–667.

[42] M. Kasahara, S. Sakamoto, H. Kanazawa, C. Karaki, T. Kakiuchi, T. Shigeta, A. Fukuda,
R. Kosaki, A. Nakazawa, M. Ishige, M. Nagao, Y. Shigematsu, T. Yorifuji, Y. Naiki, R.
Horikawa, Living-donor liver transplantation for propionic acidemia, Pediatr.
Transplant. 16 (2012) 230–234.

[43] N.Ah. Mew, R. McCarter, Y. Daikhin, I. Nissim, M. Yudkoff, M. Tuchman,
N-carbamylglutamate augments ureagenesis and reduces ammonia and glutamine
in propionic acidemia, Pediatrics 126 (2010) e208–e214.

[44] R.J. Chandler, S. Chandrasekaran, N. Carrillo-Carrasco, J.S. Senac, S.E. Hofherr, M.A.
Barry, C.P. Venditti, Adeno-associated virus serotype 8 gene transfer rescues a neo-
natal lethal murine model of propionic acidemia, Hum. Gene Ther. 22 (2011)
477–481.

[45] L. Filippi, E. Gozzini, P. Fiorini, S. Malvagia, G. la Marca, M.A. Donati,
N-carbamylglutamate in emergency management of hyperammonemia in
neonatal acute onset propionic and methylmalonic aciduria, Neonatol. 97
(2010) 286–290.

[46] S.C. Grunert, S. Mullerleile, L. De Silva, M. Barth, M. Walter, K. Walter, T. Meissner,
M. Lindner, R. Ensenauer, R. Santer, O.A. Bodamer, M.R. Baumgartner, M.
Brunner-Krainz, D. Karall, C. Haase, I. Knerr, T. Marquardt, J.B. Hennermann, R.
Steinfeld, S. Beblo, H.G. Koch, V. Konstantopoulou, S. Scholl-Burgi, A. Van
Teeffelen-Heithoff, T. Suormala, W. Sperl, J.P. Kraus, A. Superti-Furga, K.O. Schwab,
J.O. Sass, Propionic acidemia: clinical course and outcome in 55 pediatric and ado-
lescent patients, Orphanet. J. Rare. Dis. 8 (2013) 6.

[47] A.M. de Mattos, A.J. Olyaei, W.M. Bennett, Nephrotoxicity of immunosuppressive
drugs: long-term consequences and challenges for the future, Am. J. Kidney Dis.
35 (2000) 333–346.

[48] P.S. Kishnani, S.L. Austin, P. Arn, D.S. Bali, A. Boney, L.E. Case, W.K. Chung, D.M.
Desai, A. El-Gharbawy, R. Haller, G.P. Smit, A.D. Smith, L.D. Hobson-Webb, S.B.
Wechsler, D.A. Weinstein, M.S. Watson, Glycogen storage disease type III diagnosis
and management guidelines, Genet. Med. 12 (2010) 446–463.

[49] D.D. Koeberl, P.S. Kishnani, Y.T. Chen, Glycogen storage disease types I and II: treat-
ment updates, J. Inherit. Metab. Dis. 30 (2007) 159–164.

[50] J. Hicks, E. Wartchow, G. Mierau, Glycogen storage diseases: a brief review and up-
date on clinical features, genetic abnormalities, pathologic features, and treatment,
Ultrastruct. Pathol. 35 (2011) 183–196.

[51] F. Baertling, E. Mayatepek, P. Gerner, H.A. Baba, J. Franzel, A. Schlune, T. Meissner,
Liver cirrhosis in glycogen storage disease Ib, Mol. Genet. Metab. 108 (2013)
198–200.

[52] T.M. Manzia, R. Angelico, L. Toti, A. Cillis, P. Ciano, G. Orlando, A. Anselmo, M.
Angelico, G. Tisone, Glycogen storage disease type Ia and VI associated with
hepatocellular carcinoma: two case report, Transplant. Proc. 43 (2011)
1181–1183.

[53] J. Kido, K. Nakamura, S. Matsumoto, H. Mitsubuchi, T. Ohura, Y. Shigematsu, T.
Yorifuji, M. Kasahara, R. Horikawa, F. Endo, Current status of hepatic glycogen stor-
age disease in Japan: clinical manifestations, treatments and long-term outcomes,
J. Hum. Genet. 58 (2013) 285–292.

[54] A. Maheshwari, R. Rankin, D.L. Segev, P.J. Thuluvath, Outcomes of liver transplanta-
tion for glycogen storage disease: a matched-control study and a review of litera-
ture, Clin. Transplant. 26 (2012) 432–436.
[55] M. Muraca, A.B. Burlina, Liver and liver cell transplantation for glycogen storage
disease type IA, Acta Gastroenterol. Belg. 68 (2005) 469–472.

[56] N. Bhattacharya, N. Heaton, M. Rela, J.H. Walter, P.J. Lee, The benefits of liver trans-
plantation in glycogenosis type Ib, J. Inherit. Metab. Dis. 27 (2004) 539–540.

[57] P. Labrune, Glycogen storage disease type I: indications for liver and/or kidney
transplantation, Eur. J. Pediatr. 161 (Suppl. 1) (2002) S53–S55.

[58] A. Marega, C. Fregonese, P. Tulissi, C. Vallone, M. Gropuzzo, P.L. Toniutto, U.
Baccarani, F. Bresadola, F. Toso, D. Montanaro, Preemptive liver–kidney trans-
plantation in von Gierke disease: a case report, Transplant. Proc. 43 (2011)
1196–1197.

[59] M. Muraca, G. Gerunda, D. Neri, M.T. Vilei, A. Granato, P. Feltracco, M. Meroni, G.
Giron, A.B. Burlina, Hepatocyte transplantation as a treatment for glycogen storage
disease type 1a, Lancet 359 (2002) 317–318.

[60] A. Dhawan, R.R. Mitry, R.D. Hughes, Hepatocyte transplantation for liver-based
metabolic disorders, J. Inherit. Metab. Dis. 29 (2006) 431–435.

[61] C. Ribes-Koninckx, E.P. Ibars, M.A. Calzado Agrasot, A. Bonora-Centelles, B.P.
Miquel, J.J. Vila Carbo, E.D. Aliaga, J.M. Pallardo, M.J. Gomez-Lechon, J.V. Castell,
Clinical outcome of hepatocyte transplantation in four pediatric patients with
inherited metabolic diseases, Cell Transplant. 21 (2012) 2267–2282.

[62] J. Kido, K. Nakamura, S. Matsumoto, H. Mitsubuchi, T. Ohura, Y. Shigematsu, T.
Yorifuji, M. Kasahara, R. Horikawa, F. Endo, Current status of hepatic glycogen stor-
age disease in Japan: clinical manifestations, treatments and long-term outcomes,
J. Hum. Genet. 58 (2013) 285–292.

[63] S.E. Waisbren, K. Noel, K. Fahrbach, C. Cella, D. Frame, A. Dorenbaum, H. Levy, Phe-
nylalanine blood levels and clinical outcomes in phenylketonuria: a systematic lit-
erature review and meta-analysis, Mol. Genet. Metab. 92 (2007) 63–70.

[64] S.E. Waisbren, C. Azen, Cognitive and behavioral development in maternal phenyl-
ketonuria offspring, Pediatrics 112 (2003) 1544–1547.

[65] S.E. Christ, S.C. Huijbregts, L.M. de Sonneville, D.A. White, Executive function in
early-treated phenylketonuria: profile and underlying mechanisms, Mol. Genet.
Metab. 99 (Suppl. 1) (2010) S22–S32.

[66] R. Koch, B. Burton, G. Hoganson, R. Peterson, W. Rhead, B. Rouse, R. Scott, J. Wolff,
A.M. Stern, F. Guttler, M. Nelson, F. de la Cruz, J. Coldwell, R. Erbe, M.T. Geraghty, C.
Shear, J. Thomas, C. Azen, Phenylketonuria in adulthood: a collaborative study,
J. Inherit. Metab. Dis. 25 (2002) 333–346.

[67] A. Macdonald, J.C. Rocha, M. van Rijn, F. Feillet, Nutrition in phenylketonuria,
Mol. Genet. Metab. 104 (Suppl.) (2011) S10–S18.

[68] F. Trefz, F. Maillot, K. Motzfeldt, M. Schwarz, Adult phenylketonuria outcome and
management, Mol. Genet. Metab. 104 (Suppl.) (2011) S26–S30.

[69] M. Giovannini, E. Verduci, E. Salvatici, S. Paci, E. Riva, Phenylketonuria: nutritional
advances and challenges, Nutr. Metab. 9 (2012) 7.

[70] B.K. Burton, D.J. Adams, D.K. Grange, J.I. Malone, E. Jurecki, H. Bausell, K.D. Marra, L.
Sprietsma, K.T. Swan, Tetrahydrobiopterin therapy for phenylketonuria in infants
and young children, J. Pediatr. 158 (2011) 410–415.

[71] Z. Ding, C.O. Harding, B. Thony, State-of-the-art 2003 on PKU gene therapy,
Mol. Genet. Metab. 81 (2004) (2003) 3–8.

[72] P. Vajro, P. Strisciuglio, D. Houssin, G. Huault, J. Laurent, F. Alvarez, O. Bernard,
Correction of phenylketonuria after liver transplantation in a child with cirrhosis,
N. Engl. J. Med. 329 (1993) 363.

[73] C. Harding, Progress toward cell-directed therapy for phenylketonuria, Clin. Genet.
74 (2008) 97–104.

[74] X. Stephenne, F.G. Debray, F. Smets, N. Jazouli, G. Sana, T. Tondreau, R. Menten, P.
Goffette, F. Boemer, R. Schoos, S.W. Gersting, M. Najimi, A.C. Muntau, P. Goyens,
E.M. Sokal, Hepatocyte transplantation using the domino concept in a child
with tetrabiopterin nonresponsive phenylketonuria, Cell Transplant. 21 (2012)
2765–2770.

[75] K. Alexandrova, C. Griesel, M. Barthold, H.G. Heuft, M. Ott, M. Winkler, H. Schrem,
M.P. Manns, T. Bredehorn, M. Net, M.M. Vidal, S. Kafert-Kasting, L. Arseniev,
Large-scale isolation of human hepatocytes for therapeutic application, Cell Trans-
plant. 14 (2005) 845–853.

[76] I.J. Fox, J.R. Chowdhury, S.S. Kaufman, T.C. Goertzen, N.R. Chowdhury, P.I.
Warkentin, K. Dorko, B.V. Sauter, S.C. Strom, Treatment of the Crigler–Najjar
syndrome type I with hepatocyte transplantation, N. Engl. J. Med. 338 (1998)
1422–1426.

[77] K.W. Lee, J.H. Lee, S.W. Shin, S.J. Kim, J.W. Joh, D.H. Lee, J.W. Kim, H.Y. Park, S.Y. Lee,
H.H. Lee, J.W. Park, S.Y. Kim, H.H. Yoon, D.H. Jung, Y.H. Choe, S.K. Lee, Hepatocyte
transplantation for glycogen storage disease type Ib, Cell Transplant. 16 (2007)
629–637.

[78] E. Fitzpatrick, R.R. Mitry, A. Dhawan, Human hepatocyte transplantation: state of
the art, J. Intern. Med. 266 (2009) 339–357.

[79] J. Meyburg, A.M. Das, F. Hoerster, M. Lindner, H. Kriegbaum, G. Engelmann, J.
Schmidt, M. Ott, A. Pettenazzo, T. Luecke, H. Bertram, G.F. Hoffmann, A. Burlina,
One liver for four children: first clinical series of liver cell transplantation for severe
neonatal urea cycle defects, Transplantation 87 (2009) 636–641.

[80] J. Meyburg, J. Schmidt, G.F. Hoffmann, Liver cell transplantation in children,
Clin. Transpl. 23 (Suppl. 21) (2009) 75–82.

[81] J. Meyburg, G.F. Hoffmann, Liver, liver cell and stem cell transplantation for the
treatment of urea cycle defects, Mol. Genet. Metab. 100 (Suppl. 1) (2010)
S77–S83.

[82] C. Guha, A. Sharma, S. Gupta, A. Alfieri, G.R. Gorla, S. Gagandeep, R. Sokhi, N.
Roy-Chowdhury, K.E. Tanaka, B. Vikram, J. Roy-Chowdhury, Amelioration of
radiation-induced liver damage in partially hepatectomized rats by hepatocyte,
Transplant. Cancer Res. 59 (1999) 5871–5874.

[83] Y.K. Sze, A. Dhawan, R.M. Taylor, S. Bansal, G. Mieli-Vergani, M. Rela, N. Heaton, Pe-
diatric liver transplantation for metabolic liver disease: experience at King's Col-
lege Hospital, Transplantation 87 (2009) 87–93.

http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0125
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0125
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0125
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0130
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0130
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0130
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0135
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0135
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0135
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0140
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0140
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0140
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0145
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0145
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0150
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0150
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0150
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0150
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0155
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0155
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0160
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0160
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0545
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0545
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0165
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0165
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0165
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0165
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0165
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0170
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0170
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0170
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0175
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0175
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0175
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0180
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0180
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0180
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0185
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0185
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0185
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0185
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0190
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0190
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0190
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0550
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0550
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0550
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0550
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0200
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0200
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0200
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0200
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0205
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0210
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0210
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0210
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0215
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0215
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0215
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0215
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0220
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0220
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0225
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0225
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0225
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0230
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0230
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0230
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0235
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0235
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0235
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0235
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0555
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0555
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0555
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0555
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0245
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0245
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0245
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0250
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0250
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0255
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0255
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0260
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0260
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0265
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0265
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0265
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0265
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0270
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0270
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0270
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0275
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0275
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0280
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0280
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0280
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0280
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0285
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0285
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0285
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0285
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0290
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0290
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0290
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0295
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0295
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0300
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0300
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0300
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0305
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0305
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0305
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0305
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0310
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0310
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0315
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0315
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0320
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0320
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0325
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0325
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0325
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0330
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0330
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0335
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0335
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0335
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0340
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0340
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0345
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0345
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0345
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0345
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0345
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0350
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0350
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0350
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0350
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0355
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0355
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0355
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0355
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0360
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0360
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0360
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0360
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0365
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0365
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0370
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0370
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0370
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0370
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0375
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0375
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0380
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0380
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0380
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0385
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0385
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0385
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0385
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0390
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0390
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0390


427Conference Proceedings
[84] J.C. Lohlun, A.J. Matas, S. Chinnakotla, Donor-specific human leukocyte antigen an-
tibodies and late graft fibrosis after pediatric liver transplantation: time-associated
variables or cause and effect? Liver Transpl. 18 (2012) 1270–1271.

[85] R. Scheenstra, P.M. Peeters, H.J. Verkade, A.S. Gouw, Graft fibrosis after pediatric
liver transplantation: ten years of follow-up, Hepatology 49 (2009) 880–886.

[86] J.C. Magee, Graft fibrosis in stable pediatric liver transplant recipients: what does it
mean? Hepatology 49 (2009) 726–728.

[87] K.A. Soltys, G.V. Mazariegos, R.H. Squires, R.K. Sindhi, R. Anand, S.R. Group, Late
graft loss or death in pediatric liver transplantation: an analysis of the SPLIT data-
base, Am. J. Transplant. 7 (2007) 2165–2171.

[88] V.L. Ng, E.M. Alonso, J.C. Bucuvalas, G. Cohen, C.A. Limbers, J.W. Varni, G.
Mazariegos, J. Magee, S.V. McDiarmid, R. Anand, G. Studies of Pediatric
Liver Transplantation Research, Health status of children alive 10 years after pedi-
atric liver transplantation performed in the US and Canada: report of the studies of
pediatric liver transplantation experience, J. Pediatr. 160 (2012) 820–826(e823).

[89] Organ Procurement and TransplantationNetwork, Policies., in: O.P.a.T. Network (Ed.).
[90] S.V. McDiarmid, N.P. Goodrich, A.M. Harper, R.M. Merion, Liver transplantation

for status 1: the consequences of good intentions, Liver Transplant. 13 (2007)
699–707.

[91] K.A. Soltys, A. Soto-Gutierrez, M. Nagaya, K.M. Baskin, M. Deutsch, R. Ito, B.L.
Shneider, R. Squires, J. Vockley, C. Guha, J. Roy-Chowdhury, S.C. Strom, J.L. Platt,
I.J. Fox, Barriers to the successful treatment of liver disease by hepatocyte trans-
plantation, J. Hepatol. 53 (2010) 769–774.

[92] J.M. Saudubray, G. Touati, P. Delonlay, P. Jouvet, J. Schlenzig, C. Narcy, J. Laurent, D.
Rabier, P. Kamoun, D. Jan, Y. Revillon, Liver transplantation in propionic acidaemia,
Eur. J. Pediatr. 158 (Suppl. 2) (1999) S65–S69.

[93] J.S. Schlenzig, F. Poggi-Travert, J. Laurent, D. Rabier, D. Jan, U.Wendel, A.C. Sewell, Y.
Revillon, P. Kamoun, J.M. Saudubray, Liver transplantation in two cases of
propionic acidaemia, J. Inherit. Metab. Dis. 18 (1995) 448–461.

[94] T.W. Kim, S.R. Hall, Liver transplantation for propionic acidaemia in a 14-month-old
male, Paediatr. Anaesth. 13 (2003) 554–556.

[95] N.R. Barshes, J.M. Vanatta, A.J. Patel, B.A. Carter, C.A. O'Mahony, S.J. Karpen, J.A. Goss,
Evaluation and management of patients with propionic acidemia undergoing liver
transplantation: a comprehensive review, Pediatr. Transplant. 10 (2006) 773–781.

[96] M. Burdelski, B. Rodeck, A. Latta, K. Latta, J. Brodehl, B. Ringe, R. Pichlmayr, Treat-
ment of inherited metabolic disorders by liver transplantation, J. Inherit. Metab.
Dis. 14 (1991) 604–618.

[97] D. Morioka, M. Kasahara, Y. Takada, J.P. Corrales, A. Yoshizawa, S. Sakamoto, K.
Taira, E.Y. Yoshitoshi, H. Egawa, H. Shimada, K. Tanaka, Living donor liver trans-
plantation for pediatric patients with inheritable metabolic disorders, Am. J. Trans-
plant. 5 (2005) 2754–2763.

[98] T. Yorifuji, J. Muroi, A. Uematsu, T. Nakahata, H. Egawa, K. Tanaka, Living-related liver
transplantation for neonatal-onset propionic acidemia, J. Pediatr. 137 (2000) 572–574.
[99] S. Sato, M. Kasahara, A. Fukuda, K. Mizuguchi, S. Nakagawa, T. Muguruma, O. Saito,
C. Karaki, A. Nakagawa, K. Yoshii, R. Horikawa, Liver transplantation in a patient
with propionic acidemia requiring extra corporeal membrane oxygenation during
severe metabolic decompensation, Pediatr. Transplant. 13 (2009) 790–793.

[100] S. Romano, V. Valayannopoulos, G. Touati, J.P. Jais, D. Rabier, Y. de Keyzer, D.
Bonnet, P. de Lonlay, Cardiomyopathies in propionic aciduria are reversible after
liver transplantation, J. Pediatr. 156 (2010) 128–134.

[101] W. Lehnert, W. Sperl, T. Suormala, E.R. Baumgartner, Propionic acidaemia: clinical,
biochemical and therapeutic aspects. Experience in 30 patients, Eur. J. Pediatr. 153
(1994) S68–S80.

[102] D. Manzoni, A. Spotti, B. Carrara, P. Gritti, V. Sonzogni, Anaesthesia for liver trans-
plantation in two infants with an organic acidaemia, Pediatr. Transplant. 10 (2006)
623–628.

[103] S. Nagarajan, G.M. Enns, M.T. Millan, S. Winter, M.M. Sarwal, Management of
methylmalonic acidaemia by combined liver–kidney transplantation, J. Inherit.
Metab. Dis. 28 (2005) 517–524.

[104] A. Chakrapani, P. Sivakumar, P.J. McKiernan, J.V. Leonard, Metabolic stroke in
methylmalonic acidemia five years after liver transplantation, J. Pediatr. 140
(2002) 261–263.

[105] W. van't Hoff, P.J. McKiernan, R.A. Surtees, J.V. Leonard, Liver transplantation for
methylmalonic acidaemia, Eur. J. Pediatr. 158 (Suppl. 2) (1999) S70–S74.

[106] W.L. Nyhan, J.J. Gargus, K. Boyle, R. Selby, R. Koch, Progressive neurologic disability
in methylmalonic acidemia despite transplantation of the liver, Eur. J. Pediatr. 161
(2002) 377–379.

[107] P. Kaplan, A. Mazur, R. Smith, E. Olthoff, M. Maller, M. Palmieri, G.T. Berry, Trans-
plantation for maple syrup urine disease (MSUD) and methylmalonic acedemia
(MMA), J. Inherit. Metab. Dis. (Supplement) (1997).

[108] P. Goyens, D. Brasseur, J. Otte, F. Marchau, C. DeLaet, E. Cavatorta, E.M. Sokal, F.
Van Hoof, H. Vie, Liver transplantation for methylmalonyl-CoA mutase deficiency,
J. Inherit. Metab. Dis. (Suppl. 1) (1997).

[109] W.G. van't Hoff, M. Dixon, J. Taylor, P. Mistry, K. Rolles, L. Rees, J.V. Leonard, Com-
bined liver–kidney transplantation in methylmalonic acidemia, J. Pediatr. 132
(1998) 1043–1044.

[110] J.Y. Hsui, Y.H. Chien, S.Y. Chu, F.L. Lu, H.L. Chen, M.J. Ho, P.H. Lee, W.L. Hwu,
Living-related liver transplantation for methylmalonic acidemia: report of one
case, Acta Paediatr. Taiwan. 44 (2003) 171–173.

[111] M. Kasahara, R. Horikawa, M. Tagawa, S. Uemoto, S. Yokoyama, Y. Shibata, T.
Kawano, T. Kuroda, T. Honna, K. Tanaka, M. Saeki, Current role of liver transplan-
tation for methylmalonic acidemia: a review of the literature, Pediatr. Transplant.
10 (2006) 943–947.

[112] D. Morioka, M. Kasahara, R. Horikawa, S. Yokoyama, A. Fukuda, A. Nakagawa, Effi-
cacy of living donor liver transplantation for patients with methylmalonic
acidemia, Am. J. Transplant. 7 (2007) 2782–2787.

http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0395
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0395
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0395
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0400
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0400
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0405
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0405
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0410
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0410
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0410
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0560
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0560
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0560
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0560
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0560
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0565
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0565
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0565
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0415
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0415
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0415
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0415
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0420
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0420
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0420
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0425
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0425
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0425
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0430
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0430
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0435
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0435
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0435
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0440
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0440
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0440
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0445
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0445
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0445
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0445
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0450
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0450
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0455
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0455
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0455
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0455
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0460
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0460
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0460
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0465
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0465
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0465
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0470
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0470
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0470
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0475
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0475
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0475
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0480
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0480
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0480
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0485
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0485
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0490
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0490
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0490
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0570
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0570
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0570
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0575
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0575
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0575
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0580
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0580
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0580
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0505
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0505
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0505
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0510
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0510
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0510
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0510
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0515
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0515
http://refhub.elsevier.com/S1096-7192(14)00008-0/rf0515

	Liver transplantation for pediatric metabolic disease
	1. Introduction
	2. Metabolic diseases cured by LTx
	2.1. Maple syrup urine disease
	2.2. Urea cycle disorders

	3. Metabolic diseases improved by LTx
	3.1. Mitochondrial disease
	3.2. Propionic acidemia and methylmalonic academia

	4. Metabolic diseases for further consideration
	4.1. Glycogen storage diseases
	4.2. Phenylketonuria

	5. Hepatocyte transplantation
	6. Current indications and outcomes
	6.1. Assessment of late graft dysfunction
	6.2. Non-allograft related complications

	7. Organ allocation issues
	8. Summary
	Acknowledgments
	References


