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ABSTRACT. Phenylketonuria (PKU) is one of the few genetic diseases in which mental retardation can be prevented. Hence, diagnosis
and treatment must be established early. PKU treatment consists of a
phenylalanine-restricted diet supplemented with a phenylalanine-free
mixture of amino acids. However, it is difficult to adhere to this diet. In
the last decade, a better comprehension of the biochemistry, genetics
and molecular basis of the disease, as well as the need for easier treatment, led to the development of several new therapeutic strategies for
PKU. In the present study, we evaluated these new therapeutic options
in terms of theoretical basis, methodologies, efficacy, and costs.
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INTRODUCTION
Some of the most important contributions from basic research to disease comprehension are those insights derived from variations in both clinical manifestation and therapeutic
response. Phenylketonuria (PKU; OMIM 261600) has always been considered to be the classical example of a simple genetic disease for which an effective therapy is possible. However,
a closer look at the different phenotypic levels of the disease has brought about evidence of an
unexpected complexity. Besides, PKU diet is extremely restrictive and consequently adherence
to treatment is poor. In this context, some questions can be put forward: How far are we from
a less burdensome but truly effective PKU treatment? What is the real impact of our basic
knowledge of PKU on clinical management and therapy? How far are we from therapeutic
strategies contemplating the underlying complexity of the illness? When are we going to be able
to adapt therapeutics to patient individualities? Which perspectives of PKU treatment deserve
our attention for the next few years?
Hyperphenylalaninemia (HPA) refers to all those clinical conditions leading to abnormally high phenylalanine (Phe) levels. Usually, HPAs are induced by mutations in the gene
coding for phenylalanine hydroxylase (PAH; EC 1.14.16.1), the enzyme responsible for the
conversion of Phe to tyrosine. PAH requires tetrahydrobiopterin (BH4) as co-factor. Mutations
in those genes responsible for BH4 biosynthesis or regeneration lead to about 2% of the HPAs.
On the other hand, PKU refers specifically to those HPAs caused by mutations in the PAH
gene, which are severe enough to require therapeutic intervention.
PKU is an autosomal recessive disorder, with a mean frequency of 1:10.000 in Caucasian populations (Acosta et al., 2001; Scriver and Kaufman, 2001; Christ, 2003; Perez et al.,
2004). Untreated patients are nowadays only seldom seen. The clinical picture includes delayed
psychomotor development, mental retardation, a mousy odor in the urine, irritability, light cutaneous
pigmentation, eczema, and epilepsy (OMIM - Online Mendelian Inheritance in Man, http://www.ncbi.
nlm.nih.gov/entrez/query.fcgi?db=OMIM; Surtees and Blau, 2000; Scriver and Kaufman, 2001).
Among PKU patients, a remarkably wide variation is observed in both clinical manifestation and therapeutic response (Dipple and McCabe, 2000; Gjetting et al., 2001; Scriver, 2002).
The genotype at the PAH locus is the main determinant of plasma Phe levels and, consequently,
of phenotypic variability. More than 490 mutations have already been described at this locus.
Therefore, most of the PKU patients are compound heterozygotes (PAH Mutation Analysis
Consortium, http://www.pahdb.mcgill.ca/; Scriver et al., 2003). Due to the large number of
mutations, some genotypes are only seldom seen and phenotype-genotype correlations in PKU
are not easy to establish. Besides, the active form of the enzyme is a tetramer and interactions
between subunits bearing different mutations are possible but rarely predictable (Clark, 1998;
Guldberg et al., 1998; Dipple and McCabe, 2000; Rivera et al., 2000; Scriver et al., 2003; Pey et
al., 2003; Kasnauskiene et al., 2003).
Some other factors can still contribute to the phenotypic variation observed among
PKU patients, such as individual differences in Phe handling with regard to enteric absorption,
hepatic uptake, incorporation into proteins, and transport across the blood-brain barrier (Kayaalp
et al., 1997; Scriver and Waters, 1999; Greeves et al., 2000; Jennings et al., 2000; Rivera et al.,
2000; Weglage et al., 2002). Therefore, alterations in many other genes can intervene producing
the final phenotype. A growing comprehension of the origins of its phenotypic variation have
hinted to some new strategies for therapeutic intervention in PKU.
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THE CONVENTIONAL TREATMENT: PHENYLALANINE-RESTRICTED DIET
Before considering new approaches to PKU management, it is fundamental to take a
closer look at the low-Phe diet. PKU has always been targeted in newborn screening programs,
because once low-Phe diet is started early, mental retardation can be prevented (Scriver, 1998;
Clague and Thomas, 2002).
Variation in Phe tolerance depends not only on genetic background but also on metabolic status and general health conditions. Exercise, growth, pregnancy, and infections may
change the needs for Phe. Therefore, the diet must be calibrated for each patient so that 1) Phe
and/or secondary metabolites do not reach toxic levels and 2) intake of other amino acids must
be sufficient to supply the patient’s metabolic needs (Rose et al., 1955; Start, 1998; Arnold et al.,
2002; Acosta et al., 2003).
The composition of the PKU diet has changed very little since its introduction in the
1950s. Basically, it is a low-protein diet supplemented with a Phe-free mixture of amino acids,
plus added minerals, vitamins and other nutrients (MacDonald, 2000; Fisch, 2000; Przyrembel
and Bremer, 2000; Scriver and Kaufman, 2001; Walter et al., 2002). Milk and dairy products,
meat, eggs, wheat, beans, corn, peanuts, lentils, and other grains are prohibited. Breast milk can
be encouraged once carefully controlled. Fruits and vegetables can be consumed, but in controlled
quantities. Consequently, PKU diet is extremely restrictive and difficult to follow. Moreover, the
Phe-free mixtures of amino acids have an unpleasant flavor and smell and must be consumed in
relatively large amounts. The quality of life under the PKU diet is severely compromised and
adherence to treatment diminishes as patients grow older (MacDonald, 2000; Fisch, 2000; Scriver
and Kaufman, 2001; Walter et al., 2002; Koch et al., 2003).
Besides, in spite of all these sacrifices, even those patients who have been treated with
low-Phe diet and who have adhered to it well show impaired frontal lobe functions and tend to
score lower than their sibs in intelligence tests. Behavioral problems have also been reported.
These results are frequently attributed to poor dietary control, and that the diet is too restrictive
is a notion seldom expressed (Waisbren et al., 1987; Beasley et al., 1994; Smith and Knowles,
2000; Landolt et al., 2002; Arnold et al., 2002; Leuzzi et al., 2004). Despite being a huge advance and generally effective, low Phe-diet cannot be considered the dream management for
PKU patients.
Therefore, alternatives to the PKU diet have been actively sought. In Table 1, a classification for the most recent therapeutic approaches for PKU is proposed. Some of them are
already in use, while some others are still under development.

NEW PRODUCTS SUPPORTING LOW-PHENYLALANINE DIET: PROTEIN
SUBSTITUTES WITH MORE PLEASANT FLAVOR
Determining factors for poor compliance to low-Phe diet during and after adolescence
are the unpleasant flavor and smell of the Phe-free mixtures of amino acids. To solve this
problem, some new products have been developed. New commercial presentations of the Phefree mixture of amino acids include sachets, little bars with the flavor of fruits and tablets.
Besides, vitamins and minerals are supplied separately. Some of these products have already
been tested showing better acceptance than the conventional dietetic formulas (Rohr et al.,
2001; MacDonald et al., 2003, 2004).
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Table 1. Classification of new therapeutic strategies for phenylketonuria.
Theoretical principles

Therapeutic strategies

Substract reduction

New phenylalanine-free formulae

Reduction of phenylalanine uptake

Purified phenylalanine ammonia-lyase

Alternative degradation pathways

Recombinant phenylalanine ammonia-lyase
Pegylated phenylalanine ammonia-lyase

Increase of PAH enzymatic activity

Tetrahydrobiopterin (BH4) supplementation

Competition for blood-brain barrier carriers

Large neutral amino acids supplementation

Gene therapy

Low immunogenic vectors
PAH expression in tissues other than liver

PAH = phenylalanine hydroxylase.

PHENYLALANINE DEGRADATION IN THE INTESTINAL LUMEN:
PHENYLALANINE AMMONIA-LYASE
Another therapeutic resource currently under development for PKU treatment is based
on the oral administration of phenylalanine ammonia-lyase (PAL; EC 4.3.1.5). This enzyme acts
by degrading Phe in the intestinal lumen preventing its absorption (Sarkissian et al., 1999; reviewed
by Kim et al., 2004). Problems associated with this approach are PAL inactivation by digestive
enzymes and the high costs of conventional protein purification. When intravenously injected, PAL
exhibited low stability and high immunogenicity. To prevent PAL inactivation by digestive enzymes,
PAL is immobilized in semi-permeable microcapsules. With this preparation, a reduction in plasma
Phe levels has been reported in both mice and humans (Sarkissian et al., 1999; Levy, 1999).
In addition, a recombinant PAL has also been produced to reduce costs and increase
PAL availability. The PAL gene was cloned under a high-expression Escherichia coli promoter. A 30 to 40% reduction of blood Phe concentration was observed in mice after oral
administration of E. coli cells expressing PAL. This reduction reached ca. 50%, when the
recombinant PAL was administered combined with a protease inhibitor (Sarkissian et al., 1999).
In another study, Petroselinum crispum PAL gene was subcloned in Lactococcus
lactis. This modified probiotic was administered to HPA rats leading to significant reduction of
plasma Phe levels (Liu et al., 2002). L. lactis do not permanently adhere to the intestinal mucosa, conferring to this therapeutic strategy the necessary plasticity with minor risks of excessively reducing Phe absorption.
Recently, a pegylated phenylalanine ammonia-lyase (PEG-PAL) was tested. When
intravenously injected, PEG-PAL was less immunogenic and more stable than the native nonpegylated PAL. Besides, PEG-PAL retained full catabolic activity (Ikeda et al., 2005; Gamez et
al., 2005).

LARGE NEUTRAL AMINO ACID SUPPLEMENTATION
Phe, as well as other large neutral amino acids (LNAAs: asparagine, cysteine, glutamine, histidine, isoleucine, leucine, methionine, serine, threonine, tyrosine, tryptophan, and vaGenetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br
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line), are transported across the blood-brain barrier by means of L-type amino acid carrier. High
Phe levels, such as those usually seen in PKU patients, reduce the brain uptake of other LNAAs
(Figure 1; Pietz et al., 1999; Koch et al., 2003; Kanai and Endou, 2003). Some LNAAs such as
tyrosine and tryptophan are precursors of neurotransmitters, and it has been suggested that
impaired neurotransmitter synthesis would be an additional factor contributing to the cognitive
dysfunction observed in PKU (Pietz et al., 1999; Surtees and Blau, 2000; Weglage et al., 2002;
Koch et al., 2003; Matalon et al., 2003).
Blood-brain barrier
Blood

Brain
Phenylalanine
Tyrosine
Tryptophan
Valine
Leucine
Isoleucine

Figure 1. Phenylalanine competes with other LNAAs for the same carrier to pass the blood-brain barrier. High phenylalanine levels, as seen in PKU patients, reduce the brain uptake of other LNAAs and their availability in the brain.

Consequently, a new therapeutic strategy based on moderate protein restriction combined with the supplementation of LNAAs except for Phe was introduced (Koch et al., 2003;
Matalon et al., 2003). This strategy has been offered since 1985 at the John F. Kennedy Institute, DK, to those adolescent and adult PKU patients with difficulties in adhering to the Pherestricted diet (National PKU News http://www. pkunews.org/). Despite the large number of
tablets to be consumed, about ten before each meal, the LNAA supplement has had a good
acceptance. In a fifteen year-follow-up of those patients, there were no differences in cognitive
performance or other adverse effects, when adolescents under conventional low-Phe diet were
compared to those under a less restrictive low-protein diet plus a Phe-free LNAA supplement
(Koch et al., 2003). Similar results have been published elsewhere by an independent study
(Moats et al., 2003).

BH4 SUPPLEMENTATION FOR PATIENTS WITH PHENYLALANINE
HYDROXYLASE MUTATIONS
Another relevant alternative to the low-Phe diet was pointed out by the observation that
some PAH-deficient PKU patients show reduced plasma Phe levels with the BH4 loading test.
Recently, it has been shown that a large group of patients with PAH mutations do respond to
treatment with BH4 (Lindner et al., 2001; Bernergger and Blau, 2002; Cerone et al., 2004;
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br
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Steinfeld et al., 2004). The most important factor determining BH4 responsiveness seems to be
the allelic combination at the PAH locus, and the intensity of the response to BH4 therapy in
these patients correlated with the residual enzymatic activity of the mutations identified in the patient
(Blau and Erlandsen, 2004). BH4-responsive PAH mutations are listed elsewhere (http://www.
bh4.org/biopku.html). However, there is some controversy in the literature regarding the effectiveness of BH4 supplementation in the presence of some specific mutations or genotypes (Lindner
et al., 2001). Recently, it has been shown that long-term BH4 treatment may also increase Phe
tolerance in many patients with severe PKU phenotype (Hennermann et al., 2005).
Approximately 60% of the patients with plasma Phe concentrations between 400 and
800 µmol/L respond to the BH4. However, some patients with higher Phe levels also respond to
BH4 therapy. Best results are obtained with a dose of 20 mg/kg. A few hours after BH4 administration, blood Phe concentrations decrease considerably (Bardelli et al., 2002; Bernegger and
Blau, 2002; Spaapen and Rubio-Gozalbo, 2003; Desviat et al., 2004; Perez-Ducñas et al., 2004).
It has also been suggested that BH4 supplementation combined with the diet would suffice for
the prevention of the maternal PKU syndrome (Trefz and Blau, 2003).
Some hypotheses have been proposed for explaining BH4 responsiveness: 1) some
PAH mutant proteins have a reduced binding affinity for BH4, which can be overcome at higher
BH4 concentrations; 2) BH4 helps stabilize PAH by protecting the protein against proteolytic
cleavage or degradation, as a chaperon; 3) BH4 helps stabilize PAH mRNA, and 4) BH4 regulates PAH gene expression (Erlandsen and Stevens, 2001; Steinfeld et al., 2003; Spaapen and
Rubio-Gozalbo, 2003; Blau and Erlandsen, 2004). However, it has been suggested that BH4
affects the conformational stability of PAH and consequently its activity (Thony et al., 2004).

GENE THERAPY
The ideal treatment of genetic diseases would consist of taking a normal copy of the
defective gene and transferring it into the patient’s cells, which should express it. PAH gene is
expressed mainly in the liver. Vectors derived from a recombinant retrovirus can efficiently
transduce the PAH cDNA into PAH-deficient hepatocytes in vitro, but the transduction efficiency is low in vivo (Eisensmith and Woo, 1996). Beyond this barrier, studies have been initiated in which vectors derived from a recombinant adenovirus expressing PAH cDNA have
been placed in the portal circulation of PAH-deficient mice. This approach allowed the restoration of 10 to 80% of hepatic PAH activity, normalizing the plasma phenylalanine levels. Antibodies against recombinant adenoviral vector are a great obstacle to this strategy (Eisensmith and
Woo, 1994, 1996; Fang et al., 1994). However, it has been shown that the concurrent administration of an immunosuppressant blocking host immune response prolongs PAH gene expression, and promotes the reversal of hypopigmentation (Nagasaki et al., 1999).
Recombinant adenovirus-associated vectors seem to be safer and more effective. They
lead to minimal immune response and produce longer lasting therapeutic effects. This treatment
was very satisfactory in male PKU mice, inducing a reduction of plasma Phe level from 1800 to
360 µM in two weeks. Unexpectedly, the treatment was less effective in females and further
studies are needed to explain this difference (Kay and Nakai, 2003; Oh et al., 2004).
In addition to conventional gene therapy, some studies with heterologous therapy (PAH
expression in tissues other than liver) have been developed for PKU. According to this strategy,
epidermal keratinocytes and dermal fibroblasts were engineered by transducing retroviral vecGenetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

The time has come: a new scene for PKU treatment

39

tors expressing genes coding for PAH and GTP-cyclohydrolase (one of the enzymes involved in
BH4 synthesis), and high Phe clearance was obtained (Christensen et al., 2000, 2002, 2005a).
Moreover, it has been shown that concomitant overexpression of enzymes responsible for
additional steps in Phe uptake and metabolism, such as LAT1 and 4F2hc subunits of the
large neutral amino acid transporter and tyrosinase, also increases Phe transport into human keratinocytes improving its clearance (Christensen et al., 2005b). PAH expression in
erythrogenic bone marrow, T-lymphocytes and skeletal muscle has also been explored (Lin et
al., 1997; Harding et al., 1998, 2003). Skeletal muscle therapy seems promising, but co-expression of BH4 biosynthesis genes is necessary (Harding et al., 1998, 2004, reviewed by Ding et al.,
2004).
In addition to technical difficulties typically associated with gene therapy, some other
problems emerge from specific aspects of the illness. Although most PKU mutations lead to
loss of function, the protein is frequently present. Allele interactions in PKU are still poorly
understood. It is predictable, that in some cases it would also be necessary to inactivate the
abnormal alleles.

FINAL COMMENTS
PKU is a hazardous condition and the low-Phe diet undoubtedly changes its course. In
spite of that seemingly successful outcome, some patients still have subtle cognitive and emotional abnormalities. However, the worse consequence of a low-Phe diet is the loss of quality of
life imposed on the patients and their families. Compliance to a low-Phe diet gradually decreases after infancy. By adolescence, 60 to 80% of the patients have partially or completely
abandoned the treatment (Smith and Knowles, 2000; Walter et al., 2002; Merrick et al., 2003).
Consequently, PKU therapy still needs to be improved. The pressure created by these difficulties, combined with the great deal of information generated in more than 50 years of PKU
research, have produced an interesting situation, in which the perception of the complexity
underlying the illness has led to the development of new therapeutic strategies. Some of them
are not truly ready to use, such as PAH-based gene therapy. Some others have been submitted
to clinical trials for some years now, such as the new Phe-free products and PAL, BH4, and
LNAA supplements.
Low-Phe diet has two main problems. One is the flavor and the smell of many of the
Phe-free products. The other is the strong restriction in protein intake with which the patients
must comply. The first problem has been successfully addressed by the introduction of more
palatable Phe-free products, such as new formulae, tablets or bars. Therefore, a better compliance to the low-Phe diet is expected in the very near future. However, the second problem, that
is, the no-almost-everything diet remains.
In this context, PAL, BH4, and LNAA supplements represent very attractive alternatives where their use allows for a less restrictive diet. However, all of the three are only partially
effective alternatives.
PAL-mediated Phe degradation in the intestinal lumen would be a good therapeutic
option. In humans, it has only been tested as a purified enzyme, which has the disadvantage of
high production costs. PAL-secreting genetically modified organisms offer better economical
viability but, have been tested only in animal models. Despite being successful in pre-clinical
trials, restrictions in genetically modified organisms commercialization are expected in some
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br
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countries. Moreover, PKU treatment requires a 70-80% reduction in blood Phe concentrations,
which has not been achieved by this method. Therefore, when and if this therapeutic strategy
becomes practice, some restrictions in Phe intake will still be needed. Investigations of
PEG-PAL have just started, but preliminary results appear promising. The discovery of
BH4-responsive PAH deficiency opened a new perspective in PKU treatment. However,
BH4-responsiveness depends on the presence of some residual enzymatic activity, and
therefore, BH4 supplementation in PAH deficiency is not indicated for all the patients.
BH4-responsiveness correlates with the mutation present in the patients, but variation among
patients bearing the same allele has also been described. This finding suggests that other
factors must take part in determining BH4 responsiveness in PAH-deficient individuals.
However, the main difficulty associated with BH 4 supplementation is by far its high, almost
prohibitive price. Only at lower costs will the expectation of a widespread BH4 use in PKU be
fulfilled.
A particularly attractive therapeutic option for those patients who do not cope with
adhering to low-Phe diet is LNAA supplementation. The results published so far seem to justify
an optimistic expectation. Nevertheless, some aspects should be stressed. The results reported
up to now refer to a very small sample. Phe levels in the brain decrease slowly and a period of
approximately six months is necessary for normal values to be achieved. There is only one
article in the literature relating the results of long-term therapeutic tests of LNAA supplementation, and therefore, doses and side effects are still poorly characterized. Moreover, this treatment is not indicated for all patients. It has not been tested in children, and its use by women of
reproductive age is not warranted, since its efficacy in preventing maternal PKU embryopathy
has not been shown (Lee et al., 2005). However, it is a very important option for older patients,
because the quality of life standards achieved are much better than those obtained with a lowPhe diet.
Research based on conventional gene therapy has seen some success, but the lack of
truly appropriate vectors for gene transfer is still a limitation to overcome. Heterologous therapy
remains far from clinical application due to the need of combining PAH and BH4 gene expression in tissues. Methods such as ribozymes, triplex DNA, anti-sense RNA, which could help
some patients, are not at our disposal. Options allowing some degree of individualization of the
treatment are very welcomed.
Perhaps, the most interesting aspect of current PKU therapy research is the diversity
of new strategies in development. All of them have advantages and disadvantages, and presently, only BH4 supplementation allows the patient to completely depart from the diet. It is
possible that in the next few years we will treat PKU patients with combinations of a less
restrictive diet combined with flavorful Phe-free amino acid supplements, plus LNAAs, and in
some cases, plus BH4. Besides, changing therapy as patients grow older is a very attractive
possibility. In the first years of life, the better option is still the low-Phe diet, but alternative
treatments should be introduced as patients start to reveal difficulties in keeping to the diet. At
this moment, individualization relies on identifying the specific therapeutic combination that better suits a specific patient.
Prospective, controlled studies, with large enough samples, should be developed before
generalizing the use of these new therapeutic alternatives. Although the perfect PKU therapy,
involving few sacrifices and low costs still does not exist, news on this front promises a significant improvement in the quality of life for patients and their families.
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

The time has come: a new scene for PKU treatment

41

REFERENCES
Acosta A, Silva Jr W, Carvalho T, Gomes M et al. (2001). Mutations of the phenylalanine hydroxylase
(PAH) gene in Brazilian patients with phenylketonuria. Hum. Mutat. 17: 122-130.
Acosta PB, Yannicelli S, Singh R, Mofidi S et al. (2003). Nutrient intakes and physical growth of children
with phenylketonuria undergoing nutrition therapy. J. Am. Diet. Assoc. 103: 1167-1173.
Arnold GL, Vladutiu CJ, Kirby RS, Blakely EM et al. (2002). Protein insufficiency and linear growth
restriction in phenylketonuria. J. Pediatr. 141: 243-246.
Bardelli T, Donati MA, Gasperini S, Ciani F et al. (2002). Two novel genetic lesions and a common BH4responsive mutation of the PAH gene in Italian patients with hyperphenylalaninemia. Mol. Genet.
Metab. 77: 260-266.
Beasley MG, Costello PM and Smith I (1994). Outcome of treatment in young adults with phenylketonuria
detected by routine neonatal screening between 1964 and 1971. Q. J. Med. 87: 155-160.
Bernegger C and Blau N (2002). High frequency of tetrahydrobiopterin-responsiveness among hyperphenylalaninemias: a study of 1,919 patients observed from 1988 to 2002. Mol. Genet. Metab. 77: 304313.
Blau N and Erlandsen H (2004). The metabolic and molecular bases of tetrahydrobiopterin-responsive
phenylalanine hydroxylase deficiency. Mol. Genet. Metab. 82: 101-111.
Cerone R, Schiaffino MC, Fantasia AR, Perfumo M et al. (2004). Long-term follow-up of a patient with mild
tetrahydrobiopterin-responsive phenylketonuria. Mol. Genet. Metab. 81: 137-139.
Christ SE (2003). Asbjorn Folling and the discovery of phenylketonuria. J. Hist. Neurosci. 12: 44-54.
Christensen R, Kolvraa S, Blaese RM and Jensen TG (2000). Development of a skin-based metabolic sink
for phenylalanine by overexpression of phenylalanine hydroxylase and GTP cyclohydrolase in primary human keratinocytes. Gene Ther. 7: 1971-1978.
Christensen R, Guttler F and Jensen TG (2002). Comparison of epidermal keratinocytes and dermal fibroblasts as potential target cells for somatic gene therapy of phenylketonuria. Mol. Genet. Metab. 76:
313-318.
Christensen R, Alhonen L, Wahlfors J, Jakobsen M et al. (2005a). Characterization of transgenic mice with
the expression of phenylalanine hydroxylase and GTP cyclohydrolase I in the skin. Exp. Dermatol.
14: 535-542.
Christensen R, Kolvraa S and Jensen TG (2005b). Manipulation of the phenylalanine metabolism in human
keratinocytes by retroviral mediated gene transfer. Cells Tissues Organs 179: 170-178.
Clague A and Thomas A (2002). Neonatal biochemical screening for disease. Clin. Chim. Acta 315: 99-110.
Clark AG (1998). Mutation-selection balance with multiple alleles. Genetica 102-103: 41-47.
Desviat LR, Perez B, Belanger-Quintana A, Castro M et al. (2004). Tetrahydrobiopterin responsiveness:
results of the BH4 loading test in 31 Spanish PKU patients and correlation with their genotype. Mol.
Genet. Metab. 83: 157-162.
Ding Z, Harding CO and Thony B (2004). State-of-the-art 2003 on PKU gene therapy. Mol. Genet. Metab.
81: 3-8.
Dipple KM and McCabe ER (2000). Phenotypes of patients with “simple” Mendelian disorders are complex traits: thresholds, modifiers, and systems dynamics. Am. J. Hum. Genet. 66: 1729-1735.
Eisensmith RC and Woo SL (1994). Gene therapy for phenylketonuria. Acta Paediatr. Suppl. 407: 124-129.
Eisensmith RC and Woo SL (1996). Gene therapy for phenylketonuria. Eur. J. Pediatr. 155 (Suppl 1): S16S19.
Erlandsen H and Stevens RC (2001). A structural hypothesis for BH4 responsiveness in patients with mild
forms of hyperphenylalaninaemia and phenylketonuria. J. Inherit. Metab. Dis. 24: 213-230.
Erlandsen H, Patch MG, Gamez A, Straub M et al. (2003). Structural studies on phenylalanine hydroxylase
and implications toward understanding and treating phenylketonuria. Pediatrics 112: 1557-1565.
Fang B, Eisensmith RC, Li XH, Finegold MJ et al. (1994). Gene therapy for phenylketonuria: phenotypic
correction in a genetically deficient mouse model by adenovirus-mediated hepatic gene transfer.
Gene Ther. 1: 247-254.
Fisch RO (2000). Comments on diet and compliance in phenylketonuria. Eur. J. Pediatr. 159 (Suppl 2):
S142-S144.
Gamez A, Sarkissian CN, Wang L, Kim W et al. (2005). Development of pegylated forms of recombinant
Rhodosporidium toruloides phenylalanine ammonia-lyase for the treatment of classical phenylketonuria. Mol. Ther. 11: 986-989.
Gjetting T, Romstad A, Haavik J, Knappskog PM et al. (2001). A phenylalanine hydroxylase amino acid
polymorphism with implications for molecular diagnostics. Mol. Genet. Metab. 73: 280-284.
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

Lara L.S. et al.

42

Greeves LG, Patterson CC, Carson DJ, Thom R et al. (2000). Effect of genotype on changes in intelligence
quotient after dietary relaxation in phenylketonuria and hyperphenylalaninaemia. Arch. Dis. Child.
82: 216-221.
Guldberg P, Rey F, Zschocke J, Romano V et al. (1998). A European multicenter study of phenylalanine
hydroxylase deficiency: classification of 105 mutations and a general system for genotype-based
prediction of metabolic phenotype. Am. J. Hum. Genet. 63: 71-79.
Harding CO, Wild K, Chang D, Messing A et al. (1998). Metabolic engineering as therapy for inborn errors
of metabolism-development of mice with phenylalanine hydroxylase expression in muscle. Gene
Ther. 5: 677-683.
Harding CO, Neff M, Jones K, Wild K et al. (2003). Expression of phenylalanine hydroxylase (PAH) in
erythrogenic bone marrow does not correct hyperphenylalaninemia in Pah(enu2) mice. J. Gene Med.
5: 984-993.
Harding CO, Neff M, Wild K, Jones K et al. (2004). The fate of intravenously administered tetrahydrobiopterin and its implications for heterologous gene therapy of phenylketonuria. Mol. Genet. Metab. 81:
52-57.
Hennermann JB, Buhrer C, Blau N and Vetter B (2005). Long-term treatment with tetrahydrobiopterin
increases phenylalanine tolerance in children with severe phenotype of phenylketonuria. Mol. Genet.
Metab. (in press).
Ikeda K, Schiltz E, Fujii T and Takahashi M (2005). Phenylalanine ammonia-lyase modified with polyethylene glycol: Potential therapeutic agent for phenylketonuria. Amino Acids (in press).
Jennings IG, Cotton RG and Kobe B (2000). Structural interpretation of mutations in phenylalanine hydroxylase protein aids in identifying genotype-phenotype correlations in phenylketonuria. Eur. J.
Hum. Genet. 8: 683-696.
Kanai Y and Endou H (2003). Functional properties of multispecific amino acid transporters and their
implications to transporter-mediated toxicity. J. Toxicol. Sci. 28: 1-17.
Kasnauskiene J, Cimbalistiene L and Kucinskas V (2003). Validation of PAH genotype-based predictions
of metabolic phenylalanine hydroxylase deficiency phenotype: investigation of PKU/MHP patients
from Lithuania. Med. Sci. Monit. 9: CR142-CR146.
Kay MA and Nakai H (2003). Looking into the safety of AAV vectors. Nature 424: 251.
Kayaalp E, Treacy E, Waters PJ, Byck S et al. (1997). Human phenylalanine hydroxylase mutations and
hyperphenylalaninemia phenotypes: a metanalysis of genotype-phenotype correlations. Am. J. Hum.
Genet. 61: 1309-1317.
Kim W, Erlandsen H, Surendran S, Stevens RC et al. (2004). Trends in enzyme therapy for phenylketonuria.
Mol. Ther. 10: 220-224.
Koch R, Moseley KD, Yano S, Nelson Jr M et al. (2003). Large neutral amino acid therapy and phenylketonuria: a promising approach to treatment. Mol. Genet. Metab. 79: 110-113.
Landolt MA, Nuoffer JM, Steinmann B and Superti-Furga A (2002). Quality of life and psychologic
adjustment in children and adolescents with early treated phenylketonuria can be normal. J. Pediatr.
140: 516-521.
Lee PJ, Ridout D, Walter JH and Cockburn F (2005). Maternal phenylketonuria: report from the United
Kingdom Registry 1978-97. Arch. Dis. Child. 90: 143-146.
Leuzzi V, Pansini M, Sechi E, Chiarotti F et al. (2004). Executive function impairment in early-treated PKU
subjects with normal mental development. J. Inherit. Metab. Dis. 27: 115-125.
Levy HL (1999). Phenylketonuria: old disease, new approach to treatment. Proc. Natl. Acad. Sci. USA 96:
1811-1813.
Lin CM, Tan Y, Lee YM, Chang CC et al. (1997). Expression of human phenylalanine hydroxylase activity
in T lymphocytes of classical phenylketonuria children by retroviral-mediated gene transfer. J. Inherit. Metab. Dis. 20: 742-754.
Lindner M, Haas D, Mayatepek E, Zschocke J et al. (2001). Tetrahydrobiopterin responsiveness in phenylketonuria differs between patients with the same genotype. Mol. Genet. Metab. 73: 104-106.
Liu J, Jia X, Zhang J and Xiang H (2002). Study on a novel strategy to treatment of phenylketonuria. Artif.
Cells Blood Substit. Immobil. Biotechnol. 30: 243-257.
MacDonald A (2000). Diet and compliance in phenylketonuria. Eur. J. Pediatr. 159 (Suppl 2): S136-S141.
MacDonald A, Ferguson C, Rylance G, Morris AA et al. (2003). Are tablets a practical source of protein
substitute in phenylketonuria? Arch. Dis. Child. 88: 327-329.
MacDonald A, Daly A, Davies P, Asplin D et al. (2004). Protein substitutes for PKU: what’s new? J. Inherit.
Metab. Dis. 27: 363-371.
Matalon R, Surendran S, Matalon KM, Tyring S et al. (2003). Future role of large neutral amino acids in
transport of phenylalanine into the brain. Pediatrics 112: 1570-1574.
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

The time has come: a new scene for PKU treatment

43

Merrick J, Aspler S and Schwarz G (2003). Phenylalanine-restricted diet should be life long. A case report
on long-term follow-up of an adolescent with untreated phenylketonuria. Int. J. Adolesc. Med. Health
15: 165-168.
Moats RA, Moseley KD, Koch R and Nelson Jr M (2003). Brain phenylalanine concentrations in phenylketonuria: research and treatment of adults. Pediatrics 112: 1575-1579.
Nagasaki Y, Matsubara Y, Takano H, Fujii K et al. (1999). Reversal of hypopigmentation in phenylketonuria
mice by adenovirus-mediated gene transfer. Pediatr. Res. 45: 465-473.
Oh HJ, Park ES, Kang S, Jo I et al. (2004). Long-term enzymatic and phenotypic correction in the phenylketonuria mouse model by adeno-associated virus vector-mediated gene transfer. Pediatr. Res. 56: 278284.
Perez-Duenas B, Vilaseca MA, Mas A, Lambruschini N et al. (2004). Tetrahydrobiopterin responsiveness
in patients with phenylketonuria. Clin. Biochem. 37: 1083-1090.
Pey AL, Desviat LR, Gamez A, Ugarte M et al. (2003). Phenylketonuria: genotype-phenotype correlations
based on expression analysis of structural and functional mutations in PAH. Hum. Mutat. 21: 370378.
Pietz J, Kreis R, Rupp A, Mayatepek E et al. (1999). Large neutral amino acids block phenylalanine transport into brain tissue in patients with phenylketonuria. J. Clin. Invest. 103: 1169-1178.
Przyrembel H and Bremer HJ (2000). Nutrition, physical growth, and bone density in treated phenylketonuria. Eur. J. Pediatr. 159 (Suppl 2): S129-S135.
Rivera I, Cabral A, Almeida M, Leandro P et al. (2000). The correlation of genotype and phenotype in
Portuguese hyperphenylalaninemic patients. Mol. Genet. Metab. 69: 195-203.
Rohr FJ, Munier AW and Levy HL (2001). Acceptability of a new modular protein substitute for the dietary
treatment of phenylketonuria. J. Inherit. Metab. Dis. 24: 623-630.
Rose WC, Leach BE, Coon MJ and Lambert GF (1955). The amino acid requirements of man. IX. The
phenylalanine requirement. J. Biol. Chem. 213: 913-922.
Sarkissian CN, Shao Z, Blain F, Peevers R et al. (1999). A different approach to treatment of phenylketonuria: phenylalanine degradation with recombinant phenylalanine ammonia lyase. Proc. Natl. Acad.
Sci. USA 96: 2339-2344.
Scriver CC (1998). A simple phenylalanine method for detecting phenylketonuria in large populations of
newborn infants, by Robert Guthrie and Ada Susi, Pediatrics, 1963; 32: 318-343. Pediatrics 102: 236237.
Scriver CR (2002). Why mutation analysis does not always predict clinical consequences: explanations in
the era of genomics. J. Pediatr. 140: 502-506.
Scriver CR and Waters PJ (1999). Monogenic traits are not simple: lessons from phenylketonuria. Trends
Genet. 15: 267-272.
Scriver CR and Kaufman S (2001). Hyperphenylalaninemia: phenylalanine hydroxylase deficiency. In: The
metabolic and molecular bases of inherited disease (Scriver CR, Beaudet A, Sly WS and Childs, eds.).
McGraw-Hill Inc., New York, NY, USA, pp. 1667-1724.
Scriver CR, Hurtubise M, Konecki D, Phommarinh M et al. (2003). PAHdb 2003: what a locus-specific
knowledgebase can do. Hum. Mutat. 21: 333-344.
Smith I and Knowles J (2000). Behaviour in early treated phenylketonuria: a systematic review. Eur. J.
Pediatr. 159 (Suppl 2): S89-S93.
Spaapen LJ and Rubio-Gozalbo ME (2003). Tetrahydrobiopterin-responsive phenylalanine hydroxylase
deficiency, state of the art. Mol. Genet. Metab. 78: 93-99.
Start K (1998). Treating phenylketonuria by a phenylalanine-free diet. Prof. Care Mother. Child. 8: 109110.
Steinfeld R, Kohlschutter A, Ullrich K and Lukacs Z (2003). A hypothesis on the biochemical mechanism
of BH(4)-responsiveness in phenylalanine hydroxylase deficiency. Amino Acids 25: 63-68.
Steinfeld R, Kohlschutter A, Ullrich K and Lukacs Z (2004). Efficiency of long-term tetrahydrobiopterin
monotherapy in phenylketonuria. J. Inherit. Metab. Dis. 27: 449-453.
Surtees R and Blau N (2000). The neurochemistry of phenylketonuria. Eur. J. Pediatr. 159 (Suppl 2): S109S113.
Thony B, Ding Z and Martinez A (2004). Tetrahydrobiopterin protects phenylalanine hydroxylase activity
in vivo: implications for tetrahydrobiopterin-responsive hyperphenylalaninemia. FEBS Lett. 577:
507-511.
Trefz FK and Blau N (2003). Potential role of tetrahydrobiopterin in the treatment of maternal phenylketonuria. Pediatrics 112: 1566-1569.
Waisbren SE, Mahon BE, Schnell RR and Levy HL (1987). Predictors of intelligence quotient and intelligence quotient change in persons treated for phenylketonuria early in life. Pediatrics 79: 351-355.
Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

Lara L.S. et al.

44

Walter JH, White FJ, Hall SK, MacDonald A et al. (2002). How practical are recommendations for dietary
control in phenylketonuria? Lancet 360: 55-57.
Weglage J, Wiedermann D, Denecke J, Feldmann R et al. (2002). Individual blood-brain barrier phenylalanine transport in siblings with classical phenylketonuria. J. Inherit. Metab. Dis. 25: 431-436.

Genetics and Molecular Research 5 (1): 33-44 (2006) www.funpecrp.com.br

