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 Specialty: Gastroenterology and Hepatology

 Objective: Rare disease
 Background: Hyperammonemic encephalopathy is a potentially fatal condition that may progress to irreversible neuronal 

damage and is usually associated with liver failure or portosystemic shunting. However, other less common 
conditions can lead to hyperammonemia in adults, such as fibrolamellar hepatocellular carcinoma. Clinical 
awareness of hyperammonemic encephalopathy in patients with normal liver function is paramount to time-
ly diagnosis, but understanding the underlying physiopathology is decisive to initiate adequate treatment for 
complete recovery.

 Case Report: A 31-year-old male with fibrolamellar carcinoma and peritoneal carcinomatosis presented with rapid onset hy-
perammonemic encephalopathy. Despite usual treatment for hepatic encephalopathy, his hyperammonemia 
was aggravated. A physiopathological pathway to encephalopathy resulting from hepatocellular dysfunction or 
portosystemic shunting was suspected and proper treatment was initiated, which resulted in complete remis-
sion of encephalopathy. Thus, we propose there is a physiopathology path to hyperammonemic encephalop-
athy in non-cirrhotic patients with fibrolamellar carcinoma independent of ornithine transcarbamylase (OTC) 
mutation. An ornithine metabolism imbalance resulting from overexpression of Aurora Kinase A as a result of 
a single, recurrent heterozygous deletion on chromosome 19, common to all fibrolamellar carcinomas, can lead 
to a c-Myc and ornithine decarboxylase overexpression that results in ornithine transcarboxylase dysfunction 
with urea cycle disorder and subsequent hyperammonemia.

 Conclusions: The identification of a physiopathological pathway allowed adequate medical treatment and full patient recov-
ery from severe hyperammonemic encephalopathy.
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Background

Protein digestion results in the production of amino acids, 
which are metabolized by the liver by oxidative deamination 
or transamination into ammonia, which are then converted to 
urea and excreted by the kidneys. Any disturbance of this cy-
cle may lead to hyperammonemia and as a result, hyperam-
monemic encephalopathy (HE).

There are three well stablished physiopathological pathways 
that lead to disruption of the nitrogen excretion cycle. An ex-
cessive nitrogen load, for instance in the case of gastrointes-
tinal bleeding or urinary diversion, may oversaturate the he-
patic metabolization capacity. Another pathway disruption is 
an inability of the urea cycle to metabolize a normal nitrogen 
load, as in hepatic failure or in specific enzymes deficiencies. 
Additionally, the nitrogen load coming from intestinal protein 
digestion may bypass the liver, which occurs with portosys-
temic shunting [1].

The most common cause of hyperammonemic encephalop-
athy is liver failure. Hepatocellular dysfunction and porto-
systemic shunting are the most important causes of inabili-
ty of the urea cycle to properly excrete nitrogen metabolites 
resulting in hyperammonemia in patients with cirrhosis [2]. 
Nevertheless, there are many non-hepatic causes of HE relat-
ed to inborn errors of metabolism, such as ornithine transcar-
bamylase (OTC) mutation.

We present the case of non-cirrhotic patient with fibrolamel-
lar hepatocellular carcinoma (FHC) who developed hyperam-
monemia and encephalopathy despite having normal hepa-
tocellular function. A physiopathological path involving an 
overexpression of Aurora Kinase A (AURKA) due to a hetero-
zygous deletion on chromosome 19 (which is present in ev-
ery FHC) is proposed.

Case Report

A 31-year-old male with no comorbidities and no risk factor 
for chronic hepatic disease presented with a history of three 
weeks of abdominal circumference enlargement. A comput-
ed tomography (CT) disclosed a large 18 cm hepatic mass oc-
cupying the right liver, as well as ascites and signs of carci-
nomatosis (Figure 1). Serum bilirubin level was 0.9 mg/dL 
(reference interval: 0.2–1.0 mg/dL), INR was 1.34 (reference 
interval: 0.8–1.2). He had normal hepatic enzymes at presen-
tation. There were no stigmata of chronic hepatic disease at 
physical examination, other than ascites, that could be ex-
plained by peritoneal carcinomatosis.

The patient underwent diagnostic laparoscopy and biopsy 
of the hepatic tumor, and peritoneal implants were obtained 
(Figure 2). A large hepatic mass was found on the right liver 
with signs of rupture. Ascites and carcinomatosis were also 
present. The left lobe was enlarged probably due to compen-
satory hypertrophy as a result of the right portal vein tumor 
thrombosis. The non-tumoral liver was normal, with no signs 
suggesting chronic hepatic disease

The patient’s postoperative period was uneventful and the 
patient was dismissed from the hospital two days after the 
procedure. Pathology identified hepatic fibrolamellar hepato-
cellular carcinoma (FHC) with metastatic peritoneal seeding. 
Immunohistochemistry examination determined a profile con-
sistent with FHC (Table 1).

One week after surgery, he was admitted to the hospital due 
to vague symptoms such as fatigue and mild abdominal pain. 
Moderate ascites had returned. He presented no signs of in-
fection or dehydration. Laboratory tests disclosed normal liv-
er function, with serum bilirubin 0.8 mg/dL (reference interval: 
0.2–1.0 mg/dL), INR 1.16 (reference interval: 0.8–1.2), serum 
venous lactate 11 mg/dL (reference interval: 6.3–18.9 mg/dL). 
One day after admission, he presented with lethargy and con-
fusion and was admitted to the ICU.

A head MRI disclosed no secondary malignancies, no signs of 
intracranial hypertension, and no other significant findings. 
Blood ammonia level was 204 mcmol/L (reference interval: 
9–30 mcmol/L). Usual treatment for hepatic encephalopathy 
was initiated with neomycin, lactulose, and L-ornithine-L-
aspartate. A continuous 18-hour electroencephalography dis-
closed lowered basic rhythm, frequent diffuse triphasic waves, 
and sporadic outbreaks of moderate amplitude theta waves, 
consistent with HE.

Despite initial therapy, blood ammonia level increased to 280 
mcmol/L and the patient presented with neurological deteri-
oration and coma. He required endotracheal intubation and 
mechanical ventilation. Hemodiafiltration and proper paren-
teral nutrition were initiated. Despite all procedures to treat 
HE and continuous hemodiafiltration, his serum ammonia lev-
el reached 312 mcmol/L.

At this time, as treatment was not achieving the therapeu-
tic results expected, another physiopathological cause oth-
er than the usual excessive nitrogen load, hepatic dysfunc-
tion, and portosystemic shunting to HE was suspected. In fact, 
the reticulocyte production index was 0.5% (reference inter-
val: 0.5–2.5%), lactic dehydrogenase was 280 IU/L (reference 
interval: 105–333 IU/L) and the hematocrit was stable, sug-
gesting there was no hemolysis secondary to portosystemic 
shunting. Moreover, hepatic function laboratory tests were still 
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between normal range and the compensatory hypertrophy of 
the left lobe as a result of tumor thrombosis of the right por-
tal vein suggested healthy non-tumoral hepatic parenchyma.

This led to the investigation of less common causes of hyper-
ammonemia, such as a urea cycle disorder. Since ornithine 
transcarbamylase (OTC) deficiency is the most common urea 
cycle enzymatic defect associated with late onset HE in adults 
without hepatic dysfunction, this diagnosis was suspected. As 
urinalysis disclosed very elevated orotic acid (10 mmol/mol of 
creatinine, reference interval: 0.4–1.2 mmol/mol of creatinine) 
and plasma amino acid chromatography revealed reduced 

citruline (3.0 mcmol/L, reference interval 16–51 mcmol/L), 
very low arginine (15.5 mcmol/L, reference interval 43–407 
mcmol/L) and reduced ornithine (19.0 mcmol/L, reference in-
terval 15.0–80.0 mcmol/L), confirming OTC deficiency, treat-
ment with sodium benzoate (3 g) and arginine (3 g) admin-
istered every four hours via nasogastric tube was promptly 
initiated. A multi-gene panel genetic testing for inborn errors 
of metabolism was performed and no mutations were ob-
served (Figure 3). OTC gene was tested and was not mutated.

Within 18 hours, blood ammonia level had reduced to 107 
mcmol/L. As the conscious level improved, the endotracheal 
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Figure 1.  Computed tomography (yellow arrows: peritoneal seedings). (A) Axial plane, 18 cm hepatic mass on the right lobe with 
tumor thrombosis of the right portal and right hepatic veins and compensatory hypertrophy of the left hepatic lobe. (B) Axial 
plane, peritoneal carcinomatosis on the pelvis. (C) Coronal plane, hepatic tumor and peritoneal carcinomatosis. (D) Sagittal 
plane, hepatic tumor occupying the entire right lobe and peritoneal carcinomatosis.
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tube was removed. The patient was dismissed from the inten-
sive care unit one day after, with no clinical signs of HE. After 
treatment was initiated, there were no more clinical episodes 
of encephalopathy and the patient’s neurological examinations 
were normal. Before hospital discharge, the patient had che-
motherapy treatment with a multikinase inhibitor (sorafenib) 
and GEMOX (gemcitabine-oxaliplatin). After two months on 
chemotherapeutic treatment, an abdominal CT disclosed sta-
ble disease.

Three months after the introduction of sodium benzoate 
and arginine, and adequate diet, without any other medical 
treatment for HE (i.e., neomycin, lactulose, and L-ornithine-L-
aspartate were discontinued), even with ongoing chemotherapy 

treatment, there were no clinical signs of encephalopathy and 
the patient’s ammonia blood levels ranged between 40 and 
60 mcmol/L.

Discussion

As hyperammonemic encephalopathy may be present even in 
patients with normal hepatic function, a high level of suspicion 
of encephalopathy is paramount in order to reach a timely di-
agnosis and to not miss the possibility of reversion and cure.

Clinical presentation can be very variable and symptoms are 
usually episodic. Initial signs of HE may be inversion of sleep 
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Figure 2.  Laparoscopy. (A) Hepatic tumor and diffuse peritoneal neoplastic implants, normal aspect of the non-tumoral liver and 
hypertrophy of the left hepatic lobe. (B) Peritoneal carcinomatosis on the pelvis. (C) Biopsy of a peritoneal seeding. 
(D) Biopsy of the hepatic tumor.

Antibody Clone Interpretation

Ki 67 30-9 Positive in 70%

Polyclonal CEA Polyclonal positive membranous Positive, membranous staining

CAM 5.2 CAM 5.2 Moderately positive, diffuse cytoplasmatic

Glypican 3 GC33 Positive, multifocal

CK19 RCK108 Negative

CK7 SP52 Positive, intense

Hepatocyte OCH1E5 Intense positive, granular staining

Table 1. Immunohistochemistry profile of the hepatic tumor.
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pattern, mild confusion, lethargy, and personality changes. 
There may be asterixis. However, HE can develop into som-
nolence, disorientation, marked confusion, and even coma. If 
left untreated, it may lead to intracranial hypertension, sei-
zures, and death [2].

Early diagnosis relies on measuring plasmatic ammonia level 
in suspected patients. Although plasmatic ammonia levels do 
not always correlate directly with the degree of encephalop-
athy, subsequent dosages may be used to monitor treatment 
response, and clinical improvement usually accompanies de-
creasing levels of blood ammonemia [2,3].

Image studies such as CT and magnetic resonance imaging 
(method of choice) may help stablishing diagnosis. Typical 
findings of hyperammonemia are hyperintense lesions in the 
globus pallidus [4,5]. Other image study modalities, such as 
magnetic resonance spectroscopy, single-photon emission CT, 
and positron emission tomography may add some informa-
tion on the degree of impairment of cerebral water hemosta-
sis, metabolic changes, brain edema, and astrocyte dysfunction 
and contribute to assessment of the severity and prognosis of 
neurological impairment [5–7].

Another useful diagnostic modality is the electroencephalog-
raphy. Common findings are abnormal power of theta activity 
in mild or latent encephalopathy and low mean dominant fre-
quency identified by biphasic power spectrum (delta and theta 
peaks) or high power delta activity in more severe cases [8–11].

As long as the diagnosis HE persists, proper treatment must 
be initiated, and it depends of identifying and understanding 
the myriad of conditions and physiopathological pathways 
that may lead to HE in patients with normal liver function.

Fibrolamellar hepatocellular carcinoma is a rare tumor of un-
known etiology that almost always arises in non-cirrhotic liv-
ers of young adults without chronic viral hepatitis. It was first 
described in 1956 by Edmonson as a subtype of hepatocel-
lular carcinoma [12]. Since 2009, this specific type of hepat-
ic tumor has been associated with hyperammonemia in the 
literature [13–17].

There is no consensus in the literature about the exact caus-
ative physiopathological mechanism of hyperammonemia in 
patients with FHC. Some authors propose that a portosystem-
ic shunt resulting from large tumors occupying significant por-
tions of the liver may impair the hepatic capacity of nitrogen 
waste clearance [13,14].

However, despite the fact that our patient had an 18 cm tu-
mor occupying almost the entire right hepatic lobe with tumor 
thrombosis of the right portal hepatic veins, the left hepatic 

lobe was substantially enlarged probably as a result of com-
pensatory hypertrophy. This compensatory hypertrophy of the 
left liver along with normal reticulocyte production index, se-
rum lactic dehydrogenase, unconjugated bilirubin, and sta-
ble hematocrit suggested no significant portosystemic shunt 
bypassing the liver. It also demonstrated regenerative capac-
ity of the non-tumoral liver that requires healthy parenchy-
ma. Pathological examination of the liver from biopsies that 
were performed during the exploratory laparoscopy showed 
no signs of chronic hepatic disease and there were no labora-
tory or physical signs of hepatic failure. All these factors raise 
questions regarding why the liver lost only the capacity to per-
form nitrogen waste clearance and no other energy consum-
ing metabolic pathways were affected.

Another explanation to hyperammonemia in patients with he-
patic cancer is chemotherapy-related toxicity [15,17,18]. Several 
chemotherapy agents have been associated with HE, such as 
oxaliplatin, vincristine, 5-fluorouracil, cyclophosphamide, meth-
otrexate, etoposide, and gemcitabine [15]. Nevertheless, our pa-
tient had never received chemotherapy before developing HE.

As previously reported in the literature, a more convincing ex-
planation to the development of HE in patients with FHC is a 
disorder in the urea cycle [15–17]. The urea cycle (also known 
as ornithine cycle) was described by Krebs and Henseleit in 
1932, being the first metabolic cycle discovered [19]. It is re-
sponsible for converting waste nitrogen from protein diges-
tion and protein catabolism into urea, which is than excreted 
by the kidneys. The urea cycle consists of five consecutive re-
actions, two mitochondrial and three cytosolic, and converts 
one amino group from ammonia, two molecules of nitrogen 
from ornithine, and one molecule from aspartate to urea. Two 
transporters (citrin and ornithine transporter-1) and a cofac-
tor enzyme (N-acetyl glutamate synthetase) are also involved 
in the urea cycle [20]. Therefore, a total of eight enzymes are 
involved is this metabolic cycle: 
– N-acetylglutamate synthetase (NAGS);
– Carbamoyl phosphate synthetase (CPS1);
– Citrin (aspartate glutamate translocase);
– Argininosuccinate synthetase (ASS);
– Argininosuccinate lyase (ASL);
– Arginase (ARG);
– Ornithine translocase (ORNT1);
– Ornithine transcarboxylase (OTC).

Disorders in the urea cycle are deficiencies of any of these 
factors and result in the accumulation of ammonia and other 
precursor metabolites. In fact, OTC deficiency has been pre-
viously associated with FHC [15–17,21]. However, the specif-
ic reason for the suppression of OTC enzyme activity or for a 
deficiency of ornithine availability and consequent decreased 
ornithine cycle functioning has never been determined [15,22].
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The answer to that question probably began to be solved in 
1972 by Weber and colleagues [23]. They demonstrated in rats 
a decrease in OTC activity reaching 1% of that observed in 
normal livers of control animals parallel to the increase in the 
hepatomas growth rate. This decrease had a close link to the 
increase in hepatomas growth rates, thus providing support 
to the Molecular Correlation Concept described by Weber and 
Lea [24]. A decrease in the urea cycle functioning determined 
by the reduction on OTC activity results in a decline in the uti-
lization of aspartate and carbamoyl phosphate that could be 
spared for biosynthesis of DNA and RNA and thus become a 
biological advantage to the hepatic tumors.

It was also demonstrated that, despite the fact that OTC is 
not a rate-limiting enzyme of the urea cycle, its metabolic lo-
cation in the cycle puts it in competition with other enzymes 
that use ornithine as a substrate. This has been shown to be 
the case with ornithine decarboxylase (ODC) [23].

Ornithine decarboxylase catalyzes the decarboxylation of or-
nithine, which is the first rate-limiting and committed step in 
polyamines synthesis, particularly for putrescine, spermine, 
and spermidine molecules that are indispensable for mam-
malian cell growth. They are key substrates for DNA stabiliza-
tion and repair and are important antioxidants. So, ornithine 
decarboxylase activity is essential for cell growth and the re-
duction of this enzyme may induce apoptosis in DNA damaged 
cells [25]. Weber et al. also demonstrated an imbalance in the 
activities and ratios of OTC and ODC. While in normal rat liv-
ers the OTC activity is very high compared to ODC, in hepa-
tomas there is a proportional reduction on OTC parallel to in-
crease in ODC activity [23]. Thus, the ratio of activity of ODC/
OTC rise along with the increase in hepatomas growth rates, 
resulting in an augmented utilization of ornithine for polyamine 
synthesis and the resulting nucleic acid biosynthesis by hep-
atoma cells. This imbalance becomes progressively increased 
parallel to the tumor growth rate, as showed by the Molecular 
Correlation Concept of an imbalance in enzymatic activities in 
opposing and competing metabolic pathways involved in tu-
mor growth [26]. Therefore, in contrast to recent publications 
on the association of FHC and HE that focused on a probable 
paraneoplastic effect of the tumor on the direct reduction on 

the activity of OTC, the hypothesis is that an augmented acti-
vation of ODC results in the consumption of ornithine, and re-
sulting urea cycle disturbance (Figure 4). However, the reason 
for this ODC activation is still missing in this clinical scenario.

This takes us back to the characteristics of the FHC itself. The 
etiology of this tumor is unknown and there is limited data on 
its pathophysiology. Elevations on blood alpha fetoprotein in 
patients with FHC are less likely to occur than in patients with 
traditional hepatocellular carcinoma and the genome sequencing 
of such tumors (mutations, pathways and structural variants) 
have demonstrated that it is in fact a distinct disease [27,28].

The analysis of fresh frozen specimens of FHC has demonstrat-
ed the presence of a single, recurrent heterozygous deletion of 
chromosome 19 that resulted in a functional chimeric protein 
of the heat shock protein DNAJB1 and a catalytic subunit of 
protein kinase A, PRKACA [27–29]. This finding was very sen-
sitive and specific (100% of the FHC presented this chimeric 
transcript) for this tumor [28–30].

The lack of a high background of mutations throughout the 
genome of this tumor and the absence of an identifiable sec-
ond hit mutation necessary to carcinogenesis suggests that 
the chimeric DNAJB1-PRKACA kinase is necessary and prob-
ably sufficient for the tumorigenesis of FHC [26]. The most 
probable molecular pathway involved is that of the DNAJB1-
PRKACA chimera, which results in changes of AURKA expres-
sion within the tumor [30,31]. Transcriptome sequencing has 
demonstrated increased expression of AURKA (a known on-
cogene) in FHC samples [31].

It has been previously demonstrated that AURKA accumulations 
in the nucleus of hepatocellular carcinomas upregulates c-Myc 
transcription by binding to its promoter, which contains a high 
conserved CCCTCCCCA in the NHE region of CpG islands [32]. 
C-Myc is a regulator gene that codes a multifunctional nucle-
ar phosphoprotein that is a transcription factor of paramount 
importance to cell cycle progression, apoptosis, and cellular 
transformation. It was first described in patients with Burkitt 
lymphoma [33]. A persistent expression of c-Myc leads to over-
expression of many genes involved in cellular proliferation, re-
sulting in carcinogenic effects [32]. AURKA and c-Myc mediate 
each other’s expression at the transcriptional level, affecting 
cellular proliferation, growth, and ATP production, and playing 
an important role in the carcinogenesis of hepatic tumors [32]. 
So, increased expression of AURKA correlates with that of c-Myc.

Finally, one of the c-Myc oncogene targets is ODC [34]. 
Overexpression of ODC secondary to c-Myc signaling result-
ing in increased polyamines has been observed in many tu-
mors samples and is one of the first and most important car-
cinogenic steps in a variety of cancers [35].

ABCC8, ABCD1, ACADM, ACADVL, ACAT1, AGL, ALDH7A1, ALDOB, ARG1, ARSA, ARSB,
ASAH1, ASL, ASS1, ATP7A, ATP7B, AUH, BCKDHA, BCKDHB, BCKDK, BTD, CBS, COQ2, COQ9, CPS1,

CPT1A, CPT2, CTNS, CYB5A, CYB5R3, CYP11B1, CYP17A1, CYP21A2, CYP27A1, DBT, DLD, ETFA,
ETFB, ETFDH, ETHE1, FAH, FBP1, FOLR1, G6PD, GAA, GALE, GALK1, GALT, GAMT, GATM,

GBA, GBE1, GCDH, GCH1, GCK, GLA, GLB1, GLUD1, GUSB, GYS2, HADH, HADHA, HADHB, HGD,
HLCS, HMGCL, HMGCS2, HPD, IDS, IDUA, INSR, IVD, KCNJ11, LIPA, LMPRD1, MMAA, MMAB,

MMACHC, MMADHC, MOCS1, MPI, MTHFR, MTR, MTRR, MUT, NAGLU, NAGS, NPC1, NPC2, OTC,
OXTC1, PAH, PCBD1, PCCA, PCCB, PDSS1, PDSS2, PHGDH, PHKA2, PSAT1, PSPH, PTS, PYGL,

QDPR, SGSH, SI, SLC16A1, SLC19A2, SLC19A3, SLC22A5, SLC25A13, SLC25A15, SLC25A20, SLC2A1,
SLC2A2, SLC37A4, SLC46A1, SLC52A2, SLC52A3, SLC7A9, SMPD1, SPR, TAT, TCN2, TH, TTPA. 

Figure 3.  List of genes related to inborn errors of metabolism 
tested. OTC was tested and no mutation was found.
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To summarize, a recurrent heterozygous deletion of chromo-
some 19 common to all FHCs results in an increased expres-
sion of AURKA. This leads to an overexpression of c-Myc that 
upregulates ODC function that consumes ornithine in poly-
amines synthesis. The consequence is a reduction on intracel-
lular ornithine bioavailability and consequent decreased urea 
cycle functioning resulting in HE.

In our particular patient, a multi-gene panel genetic testing for in-
born errors of metabolism was performed, including the OTC gene, 
and no pathological variants were observed (Figure 3). He also 
presented very elevated plasmatic histidine level (451.0 mcmol/L, 
reference interval 6.0–250.0 mcmol/L) and low serine plasmat-
ic level (19.0 mcmol/L, reference interval 20.0–120.0 mcmol/L) 
that could be indicative of ODC overexpression.

As the fibrolamellar hepatocellular carcinoma presents in-
creased expression of AURKA, the chemotherapeutic regimen 
option for this patient was sorafenib (a multikinase inhibitor) 
and GEMOX. Two months after beginning chemotherapy, a 
CT of the abdomen and thorax disclosed stable disease. Four 

months after the acute encephalopathy episode and treatment 
with sodium benzoate and arginine was introduced, ammonia 
blood levels remained low and there were no other signs of HE.

Conclusions

Hyperammonemic encephalopathy in patients with normal he-
patocellular function is a potentially fatal complication of rap-
idly growing liver tumors. A high level of suspicion is neces-
sary to prompt diagnosis, and adequate treatment relies on 
the proper understanding of the physiopathological mech-
anism involved in order to reach complete remission of en-
cephalopathy. We advise that all patients with large hepatic 
tumors should have ammonia blood level dosed at initial eval-
uation and repeatedly during treatment. We propose that an 
overexpression of AURKA, which occurs in all FHCs, is the ini-
tial key event that results in ornithine metabolism imbalance 
that leads to a urea cycle disorder resulting in hyperammone-
mia and encephalopathy.

Figure 4. Ornithine metabolism.

Mitochondrion Cytosol

Ornithine catabolism

HCO3– Citruline Citruline

Argininosuccinate

Arginine

Glycine

CO2

Guanidinoacetate

S-Adenosylmethionine

S-Adenosylhomocysteine

Creatine

Creatine
synthesis

Putrescine

Aspartate

Peridoxal
phosphate

Glutamic γ-
semialdehyde

∆1-Pyrrolidine
5-carboxylate

∆1-Pyrrolidine
5-carboxylate

Carbamoyl
phosphate
synthase

Ornithine
transcarboxylase

Arginase

Pyridoxal phosphate

Transmethylase

Arginine-glycine
aminotransferase

Ornithine
aminotransferase

P5C
synthase

P5C
dehydrogenase Nonenzymic

Proline
oxidase

P5C
reductase

Proline

Proline

NADH
NAD

Carbamoyl phosphate

alfa-ketaglutarate

Glutamate

NH4–

Ornithine

Urea

Ornithine

Ornithine
decarboxylase

Polyamine
synthesis

240

Surjan R.C. et al.: 
Hyperammonemic encephalopathy in fibrolamellar carcinoma

© Am J Case Rep, 2017; 18: 234-241

This work is licensed under Creative Common Attribution-NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)



Acknowledgements

We want to thank Valdemir Carlos Moraes de Menezes and Erica 
Santos Flora da Silva for the continuous and relentless support.

References:

 1. Eggert T, McGlynn KA, Duffy A et al: Fibrolamellar hepatocellular carcino-
ma in the USA, 2000–2010: A detailed report on frequency, treatment and 
outcome based on the Surveillance, Epidemiology, and End Results data-
base. United European Gastroenterol J 2013;1: 351–57

 2. Hawkes ND, Thomas GAO, Jurewicz A et al: Non-hepatic hyperammonae-
mia: An important, potentially reversible cause of encephalopathy. Postgrad 
Med J, 2001; 77: 717–22

 3. Green A: When and how should we measure plasma ammonia? Ann Clin 
Biocehm, 1988; 25: 199–209

 4. Bathla G, Hegde AN: MRI and CT appearances in metabolic encephalopa-
thies due to systemic diseases in adults. Clin Radiol, 2013; 68: 545–54

 5. Huda A, Gupta RK, Rajakumar N, Thomas MA: Role of magnetic resonance 
in understanding the pathogenesis of hepatic encephalopathy. Magn Reson 
Insights, 2008; 2: 109–22

 6. Chavarria L, Alonso J, García-Martínez R et al: Brain magnetic resonance 
spectroscopy in episodic hepatic encephalopathy. J Cereb Blood Flow Metab, 
2013; 33: 272–77

 7. Sarma MK, Huda A, Nagarajan R et al: Multi-dimensional MR spectroscopy: 
Towards a better understanding of hepatic encephalopathy. Metab Brain 
Dis, 2011; 26: 173–84

 8. Montagnese S, Balistreri E, Schiff S et al. Covert hepatic encephalopathy: 
Agreement and predictive validity of different indices. World J Gastroenterol, 
2014; 20: 15756–62

 9. Van der Rijt CC, Schalm SW, De Groot GH, De Vlieger M: Objective mea-
surement of hepatic encephalopathy by means of automated EEG analy-
sis. Electroencephalogr Clin Neurophysiol, 1984; 57: 423–26

 10. Amodio P, Marchetti P, Del Piccolo F et al: Spectral versus visual EEG analy-
sis in mild hepatic encephalopathy. Clin Neurophysiol, 1999; 110: 1334–44

 11. Weissenborn K, Ennen JC, Schomerus H et al: Neuropsychological charac-
terization of hepatic encephalopathy. J Hepatol, 2001; 34: 768–73

 12. Edmonson HA: Differential diagnosis of tumors and tumor-like lesions of 
liver in infancy and childhood. AMA J Dis Child, 1956; 91: 168–86

 13. Berger C, Dimanti P, Hermida L et al: Encefalopatía hiperamoniémica y he-
patocarcinoma fibrolamelar. Medicina (Buenos Aires), 2012; 72: 425–27 [in 
Portuguese]

 14. Sethi S, Tageja N, Singh J et al: Hyperammonemic encephalopathy: A rare 
presentation of fibrolamellar hepatocellular carcinoma. Am J Med Sci, 2009; 
338: 522–24

 15. Chapuy CI, Sahai I, Sharma R et al: Hyperammonemic encephalopathy as-
sociated with fibrolamellar hepatocellular carcinoma: Case report, literature 
review, and proposed treatment algorithm. Oncologist, 2016; 21: 514–20

 16. Bender HU, Staudigl M, Schmid I, Führer M: Treatment of paraneoplastic 
hyperammonemia in fibrolamellar hepatocellular carcinoma with oral so-
dium phenylbutyrate. J Pain Symptom Manage, 2015; 49: e8–10

 17. Sulaiman RA, Geberhiwot T: Fibrolamellar hepatocellular carcinoma mim-
icking ornithine transcarbamylase deficiency. JIMD Rep, 2014; 16: 47–50

 18. Chan JS, Harding CO, Blanke CD: Postchemotherapy hyperammonemic en-
cephalopathy emulating ornithine transcarbamoylase (OTC) deficiency. 
South Med J, 2008; 101: 543–45

Statement

All authors declare that they have no conflicts of interest.

 19. Kinne-Saffran E, Kinne RK: Vitalism and synthesis of urea. From Friedrich 
Wöhler to Hans A. Krebs. Am J Nephrol, 1999; 19: 290–94

 20. Machado MC, Pinheiro da Silva F: Hyperammonemia due to urea cycle dis-
orders: A potentially fatal condition in the intensive care setting. J Intensive 
Care, 2014; 2: 22

 21. Upadhyay R, Bleck TP, Busl KM” Hyperammonemia: What urea-lly need to 
know: Case report of severe noncirrhotic hyperammonemic encephalopa-
thy and review of the literature. Case Rep Med, 2016; 2016: 8512721

 22. Malouf GG, Job S, Paradis V et al: Transcriptional profiling of pure fibrola-
mellar hepatocellular carcinoma reveals an endocrine signature. Hepatology. 
2014; 59: 2228–37

 23. Weber G, Queener SF, Morris HP: Imbalance in ornithine metabolism in hep-
atomas of different growth rates as expressed in behavior of L-ornithine 
carbamyl transferase activity. Cancer Res, 1972; 32: 1933–40

 24. Weber G, Lea MA: The molecular correlation concept of neoplasia. Adv 
Enzyme Regul, 1966; 4: 115–45

 25. Pendeville H, Carpino N, Marine JC et al: The ornithine decarboxylase gene 
is essential for cell survival during early murine development. Mol Cell Biol, 
2001; 21: 6549–58

 26. Ferdinandus JA, Morris HP, Weber G: Behavior of opposing pathways of 
thymidine utilization in differentiating, regenerating, and neoplastic liver. 
Cancer Res, 1971; 31: 550–56

 27. Darcy DG, Chiaroni-Clarke R, Murphy JM et al: The genomic landscape of 
fibrolamellar hepatocellular carcinoma: Whole genome sequencing of ten 
patients. Oncotarget, 2015; 6: 755–70

 28. Honeyman JN, Simon EP, Robine N et al: Detection of a recurrent DNAJB1-
PRKACA chimeric transcript in fibrolamellar hepatocellular carcinoma. 
Science, 2014; 343: 1010–14

 29. Graham RP, Jin L, Knutson DL et al: DNAJB1-PRKACA is specific for fibrola-
mellar carcinoma. Mod Pathol, 2015; 28: 822–29

 30. Lim IIP, Greene-Colozzi EA, Murphy JM et al: DNAJB1-PRKACA chimera in-
creases Aurora kinase A expression in fibrolamellar hepatocellular carci-
noma. AACR 106th Annual Meeting, 2015; April 18–22, 2015

 31. Simon EP, Freije CA, Farber BA et al: Transcriptomic characterization of fi-
brolamellar hepatocellular carcinoma. Proc Natl Acad Sci USA, 2015; 112: 
E5916–25

 32. Lu L, Han H, Tian Y et al: Aurora kinase A mediates c-myc’s oncogenic ef-
fects in hepatocellular carcinoma. Mol Carcinog, 2015; 54: 1467–79

 33. Finver SN, Nishikura K, Finger LR et al: Sequence analysis of the MYC onco-
gene involved in the t(8;14)(q24;q11) chromosome translocation in a hu-
man leukemia T-cell line indicates that putative regulatory regions are not 
altered. Proc Natl Acad Sci USA, 1988; 85: 3052–56

 34. Nilsson JA, Keller UB, Baudino TA et al: Targeting ornithine decarboxylase 
in Myc-induced lymphomagenesis prevents tumor formation. Cancer Cell, 
2005; 7: 433–44

 35. Mohammed A, Janakiram NB, Madka V et al: Eflornithine (DFMO) prevents 
progression of pancreatic cancer by modulating ornithine decarboxylase 
signaling. Cancer Prev Res (Phila), 2014; 7: 1198–209

241

Surjan R.C. et al.: 
Hyperammonemic encephalopathy in fibrolamellar carcinoma
© Am J Case Rep, 2017; 18: 234-241

This work is licensed under Creative Common Attribution-NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)


