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Abstract: 5-Aminolevulinic acid (5-ALA) is a naturally occurring nonprotein amino acid licensed
as an optical imaging agent for the treatment of gliomas. In recent years, 5-ALA has been shown
to possess anti-inflammatory and immunoregulatory properties through upregulation of heme
oxygenase-1 via enhancement of porphyrin, indicating that it may be beneficial for the treatment
of inflammatory conditions. This study systematically examines 5-ALA for use in inflammatory
bowel disease (IBD). Firstly, the ex vivo colonic stability and permeability of 5-ALA was assessed
using human and mouse fluid and tissue. Secondly, the in vivo efficacy of 5-ALA, in the presence of
sodium ferrous citrate, was investigated via the oral and intracolonic route in an acute DSS colitis
mouse model of IBD. Results showed that 5-ALA was stable in mouse and human colon fluid, as well
as in colon tissue. 5-ALA showed more tissue restricted pharmacokinetics when exposed to human
colonic tissue. In vivo dosing demonstrated significantly improved colonic inflammation, increased
local heme oxygenase-1 levels, and decreased concentrations of proinflammatory cytokines TNF-α,
IL-6, and IL-1β in both plasma and colonic tissue. These effects were superior to that measured
concurrently with established anti-inflammatory treatments, ciclosporin and 5-aminosalicylic acid
(mesalazine). As such, 5-ALA represents a promising addition to the IBD armamentarium, with
potential for targeted colonic delivery.

Keywords: ulcerative colitis; Crohn’s disease; inflammation; 5 amino levulinic acid; colonic drug
delivery; anti-inflammatory; large intestine; drug stability; microbiota metabolism; microbiome

1. Introduction

The global prevalence of inflammatory bowel disease (IBD) has risen significantly in
the last 30 years, with an increase of 85.1% in global cases from 1990 to 2017 [1,2]. IBD carries
a heavy burden for both patients and healthcare providers [3]. In the U.S, lifetime healthcare
costs for individuals with IBD average at over half a million dollars [4]. Physiologically,
patients suffer from noninfectious chronic inflammation of the gastrointestinal (GI) tract,
resulting in common symptoms of abdominal pain, diarrhoea, weight loss, rectal bleeding,
and malnutrition [5,6]. It is recognised that these symptoms significantly impact patients’
wellbeing and life chances: people with IBD statistically require more days off work than
the general population [7,8]. The umbrella term IBD can be distinguished into two clinically
distinct conditions: Crohn’s disease (CD) and ulcerative colitis (UC). In CD, inflammation
can occur at any point along the GI tract and is typically transmural, affecting all layers
of intestinal tissue [9,10]. In juxtaposition, GI inflammation in UC is confined to the
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colon and only affects mucosal tissue. The precise aetiology of both CD and UC remains
incompletely characterised, though existing treatments mostly target a defective immune
response [11–13].

Existing IBD treatments do not adequately control disease in all patients. Initial treat-
ments, including mesalamine (5-aminosalicylic acid, 5-ASA) corticosteroids, ciclosporin,
tacrolimus and azathioprine, often do not lead to disease remission, and carry the risk
of significant adverse effects [14–22]. Patients who do not respond to first line therapies
are typically offered biologic treatment, such as anti-TNF monoclonal antibodies (mAbs)
like infliximab, adalimumab, or golimumab [12,13,23–25]. To date, there are no orally
administrable biologic therapies to treat IBD, thus patients must attend regular healthcare
appointments to receive treatment [26]. The antibodies also act as systemic immunosup-
pressants, leading to multiple adverse effects, including an increased risk of lymphoma [27].
Small molecule based JAK inhibitors for treatment of moderate to severe UC also carry
their risks, currently marked as ‘black box’ treatments due to post-marketing reports of
pulmonary embolism [28,29]. Even though the emergence of IL12/23 and 23 inhibiting
mAbs have been shown to overcome some of the safety challenges of anti-TNF mAbs,
the risk of surgery for UC and CD patients is still high, with a substantial proportion of
patients needing surgical intervention during their lifetimes [30–32]. Clearly, there remains
a need for safe, efficacious and early interventional IBD treatments that prevent intestinal
damage, and thus disease worsening and surgeries [33].

5-Aminolevulinic acid (5-ALA) is a naturally occurring nonprotein amino acid. En-
dogenously, 5-ALA plays a key role in both heme production and catabolism [1,2]. Heme is
an essential component of the haemoglobin tetramer, and also contributes towards healthy
mitochondrial function [34]. Over the last 30 years, there has been much attention on the
therapeutic potential of 5-ALA [35]. The small molecule has been cited as showing promise
for treatment of numerous diseases, including type 2 diabetes mellitus, endometriosis, and
neurodegeneration [36–38]. 5-ALA has also recently been shown to inhibit SARS-CoV-2
infection in vitro [39]. Despite the wide scientific applications, 5-ALA is only licensed by
the U.S. Food and Drug Administration for use as an optical imaging agent in patients
with high-grade gliomas [40]. Administered orally, 5-ALA acts as a prodrug, whereby
it is converted to fluorescent protoporphyrin (PpIX) by tumour cells, thus facilitating
fluorescence-guided surgical resection [35]. Subsequently, 5-ALA has significantly in-
creased patients’ progression free survival and the amount of tumour removable during
surgery, with a good safety profile [41]. Interestingly, during clinical trials, researchers
noticed that 5-ALA was associated with false-positive fluorescence in up to 35% of tumour
biopsies [35,42]. This fluorescent activity in the absence of tumour cells was attributed
partly to 5-ALA uptake by non-cancerous inflammatory cells [43]. Uptake of 5-ALA in
inflammatory conditions could have significant benefits for treatment of IBD. Following
5-ALA promoted heme oxygenase-1 (HO-1) catalysed heme catabolism, carbon monoxide,
iron, biliverdin, and bilirubin are liberated (Figure 1) [44]. Together, these molecules are
thought to have antioxidative functions and regulate inflammation, apoptosis, fibrosis,
angiogenesis, and cell proliferation through distinct yet synergistic effects [2]. Though
the additive mechanisms are not yet fully characterised, their clinical relevance has been
demonstrated in various disease states, from protection in renal ischaemia reperfusion
injury, immunoregulation in heart transplantation, and amelioration of cardiomyocyte
hypertrophy [45–47]. The delivery of 5-ALA to the colon has also been documented, specifi-
cally for photodynamic detection of colon cancer and colitis [48,49]. HO-1, the rate-limiting
enzyme in heme catabolism, has been shown to play a protective role in intestinal dam-
age [50–52]. Thus, HO-1 induction by 5-ALA may present a novel addition to the existing
arsenal of IBD therapeutics.
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Figure 1. Catabolism of heme, liberating carbon monoxide, iron, biliverdin, and bilirubin. The enzyme heme oxygenase-1 
is induced by 5-ALA [44]. 
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chloride hexahydrate were obtained from VWR, Poole, UK. Bile salts were from Fluka 
Analytical, Buchs, Switzerland. Boric acid, phosphate buffer saline, Nonidet P-40, and 
fluorescamine were obtained from Sigma Aldrich, UK. DSS was obtained from MP 
Biomedicals, Santa Ana, CA, USA. A protease fluorescent detection kit was purchased 
from Sigma-Aldrich, MI, USA. All other chemicals used were of high-performance liquid 
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2.2. Methods 
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5 g sample was then combined with 20 g basal medium (Table 1), homogenised at 10,000 
rpm, and sieved through a mesh with 5 µm aperture to remove any solid material. The 
resulting faecal slurries from 3 volunteers were pooled at equal ratios to increase 
microbiota diversity within slurry. Pooled faecal slurries were used immediately after 

Figure 1. Catabolism of heme, liberating carbon monoxide, iron, biliverdin, and bilirubin. The enzyme heme oxygenase-1 is
induced by 5-ALA [44].

This study seeks to investigate the suitability of 5-ALA for treatment of IBD. Firstly,
the ex vivo stability of 5-ALA in the colon and its colonic permeability are investigated
using human and mouse tissue. Secondly, the efficacy of 5-ALA, in the presence of sodium
ferrous citrate (SFC), is determined using an acute DSS colitis mouse model of IBD. SFC
is formulated with 5-ALA as an iron component, to support 5-ALA’s ability to promote
HO-1 formation (Figure 1). Both oral and intracolonic routes are investigated, and 5-
ALA performance is directly compared to that of two traditional IBD treatments: 5-ASA
(mesalamine) and ciclosporin.

2. Materials and Methods
2.1. Materials

5-ALA hydrochloride, 5-ASA, haemin, L-cysteine HCl, vitamin K, and resazurin
were obtained from Sigma Aldrich, Gillingham, UK. SFC was provided by Neopharma
Japan. Ciclosporin was obtained from Cayman Chemical, Ann Arbor, Michigan, USA.
Trifluoroacetic acid, tween 80, and sodium bicarbonate were obtained from Sigma Aldrich,
UK. Sodium chloride and dipotassium hydrogen phosphate were obtained from Fisher
Chemical, Loughborough, UK. Magnesium sulphate heptahydrate and calcium chloride
hexahydrate were obtained from VWR, Poole, UK. Bile salts were from Fluka Analytical,
Buchs, Switzerland. Boric acid, phosphate buffer saline, Nonidet P-40, and fluorescamine
were obtained from Sigma Aldrich, UK. DSS was obtained from MP Biomedicals, Santa
Ana, CA, USA. A protease fluorescent detection kit was purchased from Sigma-Aldrich,
MI, USA. All other chemicals used were of high-performance liquid chromatography
(HPLC)-grade and were used as received.

2.2. Methods
2.2.1. 5-ALA Stability and Permeability in Colonic Conditions
Preparation of Colonic Fluid

All faecal work was conducted within an anaerobic workstation (Electrotek 500TG
workstation, Electrotek, West Yorkshire, UK) set at 37 ◦C and 70% relative humidity. Faeces
from healthy human volunteers were weighed inside the chamber to total 5 g. Each 5 g
sample was then combined with 20 g basal medium (Table 1), homogenised at 10,000 rpm,
and sieved through a mesh with 5 µm aperture to remove any solid material. The resulting
faecal slurries from 3 volunteers were pooled at equal ratios to increase microbiota diversity
within slurry. Pooled faecal slurries were used immediately after preparation. The same
method was also used to prepare a separate slurry produced from mouse faeces (C57BL6
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healthy mice, n = 10) to provide validation of 5-ALA stability in the murine colon during
following in vivo work.

Table 1. Composition of the basal medium used to support anaerobic microbiota growth in faecal
slurry. Components were dissolved in HPLC-grade water sequentially as listed, under stirring. Basal
medium was left to stabilise for 30 min prior to use.

Component Quantity/L (In Grams Unless Otherwise Stated)

Peptone water 2.00
Yeast extract 2.00
Sodium chloride 0.10
Monopotassium phosphate 0.04
Calcium chloride hexahydrate 0.01
Magnesium sulfate heptahydrate 0.01
Tween 80 2 mL
Bile salts 0.50
L-cysteine hydrochloride 0.50
Phytomenadione (vitamin K) 10 µL
Sodium bicarbonate 2.00

Stability of 5-ALA in Faecal Slurry (Colonic Fluid)

The stability of 5-ALA was assessed through incubation with faecal slurry for 24 h in
an anaerobic chamber at 37 ◦C and 70% relative humidity. A 12 mg/mL solution of 5-ALA
in HPLC-grade water was added to a 2 mg/mL solution of SFC in HPLC-grade water;
these were then combined with faecal slurry in a 1:1 ratio. During incubation, samples
were agitated at 100 rpm on a horizontal shaker (VXR basic Vibrax®, Leicestershire, UK).
Aliquots of the reaction mixture were removed for analysis at timepoints (hours): 0, 1, 2, 4,
6, and 24. Withdrawn aliquots for each timepoint were immediately combined with ice
cold quencher solution (0.5% trifluoroacetic acid) at a ratio of 1:2 to halt microbiota activity
in slurry. Samples were then centrifuged at 9600× g for 10 min at 4 ◦C. The supernatant
was collected and analysed using HPLC with fluorescence (HPLC-FLD). As a negative
control, 5-ALA was incubated in basal medium only, in the absence of faecal microbiota.
The reaction and control were both conducted in triplicate.

HPLC-FLD Quantification of 5-ALA

A method by Namjoshi et al. for the derivatisation of 5-ALA to a fluorescent moiety
was used to detect 5-ALA [53]. In short, a 0.1% fluorescamine solution was made by
dissolving 10 mg fluorescamine in 10 mL acetone. A borate buffer was produced by
dissolving 61.83 mg boric acid in 10 mL HPLC water and adjusting the pH to 8.5 with 5 M
sodium hydroxide. Subsequently, 100 µL of the fluorescamine solution and 300 µL of borate
buffer were added to 100 µL of 5-ALA sample (removed from the incubation experiment)
and vortexed. The resulting solution was rested at room temperature for 10 min. Next,
this solution was analysed using HPLC-FLD system (1260 Infinity II Series™, Agilent
Technologies, Didcot, UK) equipped with a pump (model G1311C), autosampler (model
G1329B), and a diode-array UV detector (model G1314B). Analysis was performed at room
temperature with a fluorescence detection wavelength of 395/480 nm excitation/emission.
An injection volume of 10 µL for each 5-ALA sample was pumped through a 150 × 4.6-mm
Jupiter 5 µm 300 Å (Phenomenex, Torrance, CA, USA) C18 column at 1.0 mL/min. An
isocratic mobile phase consisting of 70% water and 30% acetonitrile was used. The area of
the dominant chromatograph peak was used to quantify 5-ALA, using two polynomial
regression models developed using triplicate standards of derivatised 5-ALA in mouse
faecal slurries.

Preparation of Colonic Tissue Lysate for Assessment of 5-ALA Stability

Human colonic tissue was supplied as a surgical byproduct during routine colonic
resection from Royal Free Hospital (n = 1). Murine colonic tissue (strain C57BL6, n = 3) was
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collected postmortem after culling mice in CO2 and immediate surgical removal. Tissue
samples were transported in ice and used fresh. Tissue homogenate was prepared using an
extraction buffer (Table 2).

Table 2. Composition of the extraction buffer used to extract colonic tissue proteins. Components
were added under stirring and allowed to stir until complete dissolution of sodium chloride.

Component Quantity per 10 mL HPLC H2O

Tris-buffered saline (10X stock solution) 2 mL
Phosphate buffered saline 8 mL
Sodium chloride 146 mg
Nonidet TM P40 substitute 100 µL

Colonic tissue was weighed, and 100 mg was added to freshly prepared extrac-
tion buffer, producing a mixture equaling 5 mL. This mixture was then homogenised at
10,000 rpm for 20 s and incubated for 2 h at 4 ◦C to allow complete extraction of tissue
enzymes. Next, the mixture was centrifuged at 10,000 rpm for 10 min at 4 ◦C. The resultant
supernatant containing tissue enzymes was then assessed for protease activity using the
protease fluorescent detection kit. Each tissue enzyme sample produced was added to a
solution of fluorescein isothiocyanate-casein (FITC-casein) and incubated for 1 h at 37 ◦C
under shaking (70 rpm). Trichloroacetic acid (0.6 M) was then added to the mixture and
incubated for a further 30 min under the same conditions. The resultant mixture was cen-
trifuged at 10,000× g for 10 min at room temperature, supernatant collected, and analysed
spectrophotometrically at 485/535 nm excitation/emission. The assumption was that one
unit of protease within samples would hydrolyse FITC-casein and produce a fluorescence
intensity equivalent to 1 ng of trypsin FITC-casein per hour at 37 ◦C. Proteases within
samples were quantified accordingly.

Stability Assessment of 5-ALA in the Presence of Colonic Tissue Enzymes

Colonic tissue enzyme stability studies were conducted within an anaerobic chamber
(Electrotek 500TG workstation, Electrotek, West Yorkshire, England) set at 37 ◦C and
70% relative humidity. A 120 mg/mL 5-ALA in HPLC water solution was added to a
20 mg/mL SFC solution, and together mixed with colonic tissue enzyme supernatant at
a ratio of 1:19 (final concentration 5-ALA: 6 mg/mL, SFC: 1 mg/mL). This mixture was
then incubated, and aliquots removed for analysis at timepoints (hours): 0, 1, 2, 4, 6, and
24. At each timepoint, the withdrawn aliquot was added to ice cold quencher solution
(0.5% trifluoroacetic acid) at a ratio of 1:2, to halt all enzymatic action. Samples were then
centrifuged at 9600× g for 10 min at 4 ◦C. The supernatant was collected and processed
according to the 5-ALA derivatisation and HPLC-FLD method. All incubations were
conducted in triplicate, and incubation of 5-ALA in extraction buffer in the absence of
colonic tissue enzymes was used as a negative control.

Evaluation of 5-ALA Colonic Tissue Permeability

Both human and murine colonic tissue was obtained as above. Excised tissue was
used fresh and transferred as soon as possible to ice cold Krebs–Ringer bicarbonate (Kbr)
buffer of pH 7.4 to maintain viability. Mouse colonic tissue was cut open transversally
and washed with Kbr buffer to remove luminal contents. A NaviCyte vertical Ussing
chamber system (Harvard Apparatus, Cambridge, UK) was used to measure 5-ALA per-
meability across the colonic tissue. The Ussing chamber system was prepared so that
colonic tissue (size: 4 × 8 mm2, exposed tissue area: 0.28 cm2) was mounted between two
chambers containing 4 mL Kbr buffer on each side, with the apical side facing one and the
basolateral side facing the other. The drug was added on the apical side to measure the
transcytosis across the mucosa into the tissue and across to the basal side. Epithelial tissue
integrity was assured using an EVOM™ voltammeter (World Precision Instruments Inc.,
Hertfordshire, UK) to measure the transepithelial electrical resistance (TEER) of the tissue.
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A TEER value of 200 Ω/cm2 was set as the lower limit to confirm tissue viability and
tight junction integrity. Ussing chambers were purged with carbogen (95% O2, 5% CO2)
and maintained at 37 ◦C by water jackets throughout experimentation. Before addition of
5-ALA, tissue mounted between the Ussing chambers was incubated in the Kbr buffer with
monitoring of TEER. Then, 5-ALA and SFC were added to the apical side at concentrations
of 6 mg/mL and 1 mg/mL, respectively. The permeation of 5-ALA was tested over 3 h
in triplicate. A negative control, whereby no drug was added to the apical chamber, was
used. Quantification of 5-ALA in the basolateral Ussing chamber (signalling epithelial
permeation) was conducted using the HPLC-FLD method as above.

2.2.2. Efficacy in DSS Colitis Mouse Model
Animals and Study Design

A combination of 5-ALA + SFC at two doses (10 + 1.5 mg/kg and 100 + 15.7 mg/kg)
were tested for efficacy in a dextran sulfate sodium (DSS) mouse model of colitis. These
doses were chosen as part of the dose finding strategy, as 5-ALA has not previously been
tested in in vivo models of IBD. The standard first doses during preclinical testing of
new IBD therapeutics are in the range of 10 mg/kg and 100 mg/kg [54]. Doses were
administered both orally (PO) by gavage and intrarectally (IR), and compared against two
established treatments for DSS colitis (positive controls): ciclosporin and 5-ASA. Male
C57BL/6 mice (Jackson Laboratories) were initiated into the study from 9 weeks old. All
mice were housed in HEPA-ventilated static rate cages (IPC, Innovive, San Diego, CA, USA)
with sani-chips bedding. Fluorescent lighting was provided on a 12-h cycle. Temperature
and humidity were monitored daily and maintained to the best extent possible between
20 and 23 ◦C, and 30–70% humidity. This in vivo study took place at Crown Bioscience
laboratories (San Diego, CA, USA) and respected animal welfare in line with the U.S.
Department of Agriculture’s Animal Welfare Act (9 CFR Parts 1, 2, 3). All processes
followed company standard operating procedures and were conducted solely by qualified
personnel under the management of a study director.

An overview of the study design can be seen in Figure 2, with details on dosing
for treatment groups in Table 3 Animals were sorted randomly into 11 groups (n = 7
per group) and allowed to acclimatise to their surroundings for 7 days. Following this,
normal drinking water was replaced with 2.5% DSS in drinking water, with ad libitum
consumption, to induce colitis similar to that seen in IBD. At the same time, daily dosing
of the treatment commenced and continued for a total of 10 days (Table 3). After 7 days
of treatment, DSS consumption in drinking water ceased and normal water was resumed.
The PO and IR naïve mice groups 1 and 7 were not administered DSS at any time during
the study. All animals were sacrificed on day 10.

5-ALA, SFC, and 5-ASA were formulated by suspension in phosphate buffered saline
(PBS) at specified concentrations and vortexed briefly until dissolved. Ciclosporin was
formulated in olive oil and ethanol at a ratio of 9:1. Animals were dosed according to their
body weight and group allocation.
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Biomedicines 2021, 9, 578 7 of 17

Table 3. Treatment group description.

Group Number of Mice Route Intervention Therapeutic Dose (mg/kg)

1 7 PO PBS NA
2 7 PO 2.5% DSS + PBS NA
3 7 PO 2.5% DSS + ciclosporin 70
4 7 PO 2.5% DSS + 5-ASA 50
5 7 PO 2.5% DSS + 5-ALA/SFC 10/1.5
6 7 PO 2.5% DSS + 5-ALA/SFC 100/15.7
7 7 IR PBS NA
8 7 IR 2.5% DSS + ciclosporin 70
9 7 IR 2.5% DSS + 5-ASA 50
10 7 IR 2.5% DSS + 5-ALA/SFC 10/1.5
11 7 IR 2.5% DSS + 5-ALA/SFC 100/15.7

Clinical Observations

Body weight, stool consistency, and stool blood content were measured daily for each
animal for the duration of the study.

• Weight score: 0 (maintain or increase in weight), 1 (1–5% weight loss), 2 (6–10% weight
loss), 3 (11–15% weight loss), 4 (>16% weight loss).

• Stool consistency score: 0 (normal), 1 (moist/sticky), 2 (soft), 3 (diarrhoea).
• Stool blood content score: 0 (negative haemoccult test—no blood), 1 (positive haemoc-

cult test in >30 s), 2 (positive haemoccult test in <30 s), 3 (gross observable blood).

For humane reasons, animals were sacrificed prematurely if they showed sustained
weight loss of ≥20% for up to 72 h (as per U.S. animal welfare regulations). Disease activity
index (DAI) was calculated as a representation of all clinical observations, whereby DAI
equaled the sum of body weight, stool consistency, and stool blood content scores.

Postmortem Analysis of Plasma and Tissue

Following sacrifice, terminal blood plasma was collected from mice of all groups by
cardiac puncture (>0.2 mL) and placed into heparinised plasma separator tubes (Becton,
Dickinson and Company, Franklin Lakes, NJ, USA). Plasma was collected after centrifuga-
tion, aliquoted into 50 µL portions, and stored at −80 ◦C. During autopsy, animals’ spleens
were removed and weighed. Colon length and weight was measured, then two 2 cm
sections of colon (furthest proximal and distal sections) were collected for each animal, and
flash frozen in liquid nitrogen. Plasma and colonic tissue were analysed for the following
chemokines/cytokines: TNF-α, IL-1β, IL-6, IL-10, and IL-2 using a Luminex® multianalyte
profiling kit (Invitrogen, Carlsbad, CA, USA). Plasma and colonic tissue HO-1 was also
quantified using an ELISA assay (Abcam Mouse SimpleStep ELISA, Cambridge, UK).

2.2.3. Data Analysis and Statistics

Both Python (version 3.9.0, via Jupyter Notebook version 6.1.4) and Microsoft Excel
(via Office 365) were used to store, analyse, and plot data. Statistical significance between
measurements’ means was determined using one-way analysis of variance (ANOVA). A
p-value of <0.05 was deemed significant.

3. Results and Discussion
3.1. Stability and Permeability of 5-ALA in Colonic Conditions

5-ALA was found to be completely stable in both mouse and human faecal slurry with
no drug degradation observed over 24 h (Figure 3A). As the total intestinal transit time of
the general human population is around 27 h, it can be assumed that 5-ALA will not be
microbially degraded in the GI tract [55].
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compartments during Ussing experiment with mouse colonic tissue (n = 3). Permeation of 5-ALA occurs from the apical to
basolateral side of tissue.

Favourably, 5-ALA was seen to maintain stability in the presence of human and
mouse colonic tissue enzymes (Figure 3B). During incubation with human colonic tissue
enzymes, a 10% degradation was observed between 6 and 24 h. In mice, total stability was
maintained throughout the 24 h. During tissue characterisation, human colonic tissue was
found to have a pH of 7.01, and protease activity of 61,256 (±8123) units/mL. Mouse tissue
had a slightly lower pH of 6.71 and protease activity of 54,782 (±8394) units/mL. Enzymes
in the intestinal wall can contribute towards drug degradation [56], thus it is important to
characterise drug susceptibility before oral administration to properly predict drug fate in
situ. From this data, degradation of 5-ALA by colonic tissue enzymes is not expected to
significantly affect drug pharmacokinetics.

The colonic permeability study found that 3% of available 5-ALA was able to permeate
across human colon epithelial tissue within 3 h. In addition, 13% of available 5-ALA was
found within the colonic tissue, mid-permeation (Figure 3C). Using mouse tissue, 19% of
5-ALA diffused across the colonic epithelium fully after 3 h, and 2% was in the process of
tissue permeation (Figure 3D). This data provides a basis for the assumption that 5-ALA
delivered to the colonic lumen will largely remain gut-restricted, extending its availability
for local therapeutic action.
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3.2. Efficacy in an IBD Mouse Model
3.2.1. Disease Activity Index (DAI) Score

The DAI scores from days 0–10 for mice in each treatment group of the study are
presented in Figure 4A,B. Low dose PO 5-ALA (group 5) did not record statistically lower
DAI scores than other PO treatments during the study. High dose PO 5-ALA (group 6),
however, achieved significantly lower DAI scores compared to PO 5-ASA (group 4) on day
10 (p = 0.008). Both low and high dose IR 5-ALA treatments recorded lower DAI scores
than the IR 5-ASA treatment (group 9) on day 10; however, these results did not reach
statistical significance.
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3.2.2. Colon Weight to Length Ratio

Low dose 5-ALA administered intrarectally (group 10) was seen to significantly lower
colonic weight to length ratio compared to IR ciclosporin (group 8, p = 0.01) and IR 5-ASA
(group 9, p = 0.02) (Figure 4C). Similarly, PO low dose 5-ALA (group 5) achieved lower
ratios than PO 5-ASA (group 4), though this did not reach statistical significance (p = 0.15).
Colitis is known to increase the colonic weight to length ratio [57]. Accordingly, effective
treatments for colonic inflammation should reduce this ratio to mirror that measured in
healthy colons.
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3.2.3. Spleen Weight

Average spleen weights for animals in this study can be seen in Figure 4D. No statisti-
cal significance was observed between the spleen weights of animals administered with PO
ciclosporin, PO 5-ASA, or PO low dose 5-ALA (groups 3–5, p = 0.18). However, PO high
dose 5-ALA (group 6) did significantly reduce spleen weight compared to untreated colitis
(group 2, p = 0.03) and PO ciclosporin (group 3, p = 0.01). This suggests that PO 5-ALA
has notably improved intestinal inflammation [58], demonstrated by its significance over
untreated controls, and has achieved this to an acceptable therapeutic extent, exhibited by
its significance over PO ciclosporin. Similarly, both dose levels of IR 5-ALA (groups 10
and 11) accomplished significantly lower spleen weights than untreated controls (group 2,
p = 0.002 and 0.01, respectively). Treatment with low dose IR 5-ALA (group 10) achieved
spleen weights lower than IR 5-ASA (group 9, p = 0.02).

3.2.4. Colonic Tissue and Serum Analysis
Plasma Inflammatory Markers

Analysis of inflammatory markers in mouse serum and colonic tissue was conducted
to gain an appreciation of treatments’ effect on local and systemic inflammation. Plasma
TNF-α, as shown in Figure 5A, was found to be significantly lower in mice treated with low
dose IR 5-ALA (group 10) compared to untreated colitis (group 2, p = 0.03), PO ciclosporin
(group 3, p = 0.009), PO 5-ASA (group 4, p = 0.007), and, interestingly, both PO 5-ALA
groups (groups 5 and 6, p = 0.005 and 0.002, respectively). Low dose IR 5-ALA (group
10) also achieved lower plasma TNF-α levels compared to IR 5-ASA (group 9) and IR
ciclosporin (group 8), though neither of these reached significance (p = 0.05 and 0.16,
respectively). This indication that colitis was superiorly treated by IR 5-ALA is echoed
by the plasma concentrations of IL-6, as shown in Figure 5B. Group 11 (high dose IR
5-ALA) achieved significantly lower IL-6 plasma concentrations than untreated controls
(group 2, p = 0.02), not seen with any other treatments. Groups 1 (PO PBS control) and
3 (PO ciclosporin) had plasma IL-6 concentrations that were below the limit of detection.
5-ALA treatments did not significantly lower inflammatory plasma concentrations of IL-1β
compared to other treatments (Figure 5C). However, both doses of IR 5-ALA resulted in a
lower average plasma IL-1β concentration than untreated controls (group 2). Measurement
of plasma IL-10 does, however, suggest that PO ciclosporin (group 3) was able to initiate
anti-inflammatory pathways better than any other treatment (p = 0.077); in fact, no other
groups achieved significantly measurable plasma IL-10 levels (Figure 5D). No treatments
were shown to modulate the levels of IL-2 (data not shown).

Colonic Tissue Inflammatory Markers

Concentrations of the inflammatory markers in animals’ colonic tissue were different,
though correlative, to those noted in plasma. Firstly, IR 5-ALA once again recorded
lower TNF-α concentrations than when administered orally (Figure 6A). Low dose IR
5-ALA (group 10) performed the best of the 5-ALA therapies, achieving significantly lower
tissue TNF-α concentrations than high dose PO 5-ALA (group 6, p = 0.01). There was
no significant difference between low dose IR 5-ALA (group 10) and other IR treatment
groups, including the group with the lowest mean TNF-α concentration (group 8, IR
ciclosporin, p = 0.18). Colonic tissue IL-6 concentrations again showed group 11 (high
dose IR 5-ALA) to be the best performing 5-ALA therapy (Figure 6B). Group 11 achieved
significantly lower IL-6 colonic tissue concentrations than PO low dose 5-ALA (group 5,
p = 0.02) and PO high dose 5-ALA (group 6, p = 0.004). There was no significant difference
between the lowest IL-6 treatment average (group 8, IR ciclosporin) and groups 10 and 11
(IR 5-ALA), indicating that IR 5-ALA was just as effective as a potent immunosuppressive
agent like ciclosporin. This was reaffirmed by IL-1β levels, wherein IR 5-ALA formulations
were statistically comparative to ciclosporin formulations (Figure 6C). Low dose IR 5-ALA
(group 10) also achieved statistically lower IL-1β concentrations than IR 5-ASA (group 9,
p = 0.04). Treatment with high dose IR 5-ALA (group 11) achieved similar IL-1β results to
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the low dose IR 5-ALA formulation (group 10); however, it did not result in significantly
better results than IR 5-ASA (group 9). Reduction in proinflammatory markers TNF-α, IL-6
and IL-1β demonstrates the significant superiority of IR 5-ALA treatment compared to PO
treatments in the reduction of inflammatory cytokines in colonic tissue.
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With regards to the anti-inflammatory marker IL-10, concentrations were substantially
higher in all treatment groups within colonic tissue compared to plasma (p = 2.67 × 10−25).
The drug treatment group achieving the highest mean tissue concentration of IL-10 was
high dose PO 5-ALA (group 6), which was statistically greater than PO 5-ASA (group 4,
p = 0.001) and IR 5-ASA (group 9, p = 0.03) (Figure 6D). Although IL-2 concentrations
were significantly higher in colonic tissue compared to plasma, there was no significant
difference between study groups (data not shown).

Herein, 5-ALA has shown the ability to suppress inflammatory pathways both sys-
temically and locally. When comparing the different methods of 5-ALA administration, the
IR route generally demonstrated enhanced anti-inflammatory activity compared to the PO
route. Furthermore, there does not seem to be a cumulative dose–activity relationship; on
several occasions, administration of low dose IR 5-ALA (group 10) has resulted in lower
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concentrations of inflammatory markers than high dose IR 5-ALA (group 11). This is
surprising, as animals in group 11 received a tenfold dose increase compared to those in
group 10. These results could indicate that efficacy of 5-ALA is dose-saturable, with dose
increases above a certain threshold having no appreciating benefit.
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Heme Oxygenase Activity

5-ALA is known to induce the upregulation of HO-1, an enzyme involved in protection
against intestinal IBD damage (Figure 1) [31–33].

Figure 7 shows that HO-1 concentrations tended to be much higher in colonic tissue
than plasma in all treated and untreated DSS arms (p = 8.12 × 10−5 across all groups).
High HO-1 levels in tissue compared to plasma are a positive sign that there is a local
anti-inflammatory response to colitis. This is likely partially explained by an intrinsic
physiological response to intestinal inflammation, as group 1 (the colitis-free control) had
similar levels of HO-1 in plasma and colonic tissue, as opposed to group 2 (the untreated
colitis control) with significantly more HO-1 in colonic tissue than plasma (p = 1.23 × 10−5).
In addition, an increased colonic tissue HO-1 concentration can also be attributed to
localised drug delivery, as shown by the IR formulations (groups 8–11). Groups 8, 9, and
11 achieved significantly higher concentrations of colonic tissue HO-1 than the IR placebo
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(group 7), showing that drug treatment does increase tissue HO-1 (p < 0.05). Of the IR
treatments, only group 10 (low dose 5-ALA) did not show statistical superiority over the
IR placebo (group 7). In general, IR treatments resulted in higher HO-1 colonic tissue
concentrations than the PO treatments (p = 1.72 × 10−7). This is an indication that local
drug delivery has greater ability to exert local drug action. High dose IR 5-ALA (group 11)
induced colonic tissue HO-1 activity to a greater extent than all PO treatments (p < 0.0005).
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3.3. The Potential of 5-ALA as a Novel IBD Treatment

The results of this study have presented 5-ALA as a promising addition to the IBD
armamentarium. Firstly, 5-ALA is stable in the colonic environment, exhibiting resistance
to degradation by colonic microbiota and tissue enzymes. Many drugs are susceptible
to chemical transformation by colonic microbial enzymes, thus this data implies that
5-ALA can be relied upon to maintain a predictable concentration profile at its site of
action [59–61]. In addition, 5-ALA did not show extensive permeability across the human
colonic epithelium, indicating that it will primarily remain restricted in the colon tissue
for local action where it is needed, with minimal systemic exposure and any associated
adverse effects. When tested in a mouse model of colitis, 5-ALA demonstrated efficacy
across numerous therapeutic indicators, including spleen weight, colon weight: length
ratio, local and systemic inflammatory cytokines, and local HO-1 concentrations.

No clear adverse effects of 5-ALA treatment were observed during this preclinical
study. In line with drug development guidelines, 5-ALA’s toxicity profile will need to
be systematically assessed for treatment of IBD; though, when used as an imaging agent,
5-ALA is recognised as a safe molecule [41,62]. In the case of SFC, iron supplements have
a well-documented safety profile. Overall, 5-ALA delivered intrarectally achieved better
results than when administered orally. Local delivery of drugs at the site of disease is
often an efficacious way to enhance therapeutic action whilst decreasing the incidence
of systemic side effects and the required dose [63]. Though IR administration of 5-ALA
has been shown to be superior to PO administration in this study, a promising hybrid of
the two could come in the form of targeted colonic delivery via the oral route [64]. Oral
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formulations that release the drug in the colon encompass the therapeutic advantages seen
with local IR efficacy, whilst offering the patient acceptability and convenience seen with
PO formulations [65,66]. 5-ALA could be delivered directly to the colon using targeted
formulation. For example, Phloral® technology, used commercially for delivery of a high-
dose mesalazine product for treatment of ulcerative colitis, could be applied to colonic
5-ALA delivery. Phloral® allows drugs to be orally administered and reliably delivered to
the colon by releasing drug in response to shifts in intestinal pH and microbial enzymatic
activity [67–69]. Finally, another interesting finding of this study was the lack of linear dose–
response relationship observed for 5-ALA. Two doses of 5-ALA were tested: 10 mg/kg and
a tenfold increase of 100 mg/kg. In numerous instances, low dose 5-ALA outperformed
the high dose group, for example, in plasma/tissue TNF-α and IL-1β concentrations. That
said, in some cases, the converse was true; for example, high dose IR 5-ALA achieved
significant results over all PO treatments in tissue HO-1 concentration, where the low
dose IR group did not. Future dose-ascending studies should be employed to investigate
5-ALA’s relationship with dose and efficacy in IBD.

4. Conclusions

This study assessed the viability and efficacy of 5-ALA as a novel first-line treatment
for IBD. Results demonstrated that 5-ALA is stable in the presence of colonic microbiota
and tissue enzymes for up to 24 h. In addition, 5-ALA was revealed as being largely
gut-restricted, with low concentrations able to diffuse across the human colonic epithe-
lium. When tested in an IBD mouse model, 5-ALA was shown to decrease plasma and
colonic tissue concentrations of inflammatory cytokines TNF-α, IL-6, and IL-1β. Such
immunomodulatory effects were frequently superior to that seen with established IBD
treatments, ciclosporin and 5-ASA. The anti-inflammatory enzyme, HO-1, was also signif-
icantly upregulated locally in colonic tissue by 5-ALA treatment. As delivery of 5-ALA
was shown to achieve greater therapeutic benefit than traditional oral administration,
the therapy would be ideally suited for oral targeted colonic delivery. Here, 5-ALA has
demonstrated promise as a novel addition to the arsenal of therapeutics aimed at early
interventional treatment of IBD. Future studies should focus on investigating 5-ALA’s
dose–efficacy relationship and explore its specific delivery to the colon via the oral route.

5. Patents

Intract Pharma Limited and Neopharma Japan have filed a patent for the therapeutic
use of compositions containing 5-aminolevulinic acid for the local treatment of inflamma-
tory bowel disease. International Publication Number: WO 2020/221827 A1.

Author Contributions: Conceptualization, V.Y., Y.M., Y.W., M.T., S.K., S.C. and A.W.B.; methodology,
V.Y., Y.M. and A.W.B.; formal analysis, V.Y. and L.E.M.; writing—original draft preparation, L.E.M.;
writing—review and editing, V.Y., A.W.B. and L.E.M.; supervision, A.W.B.; funding acquisition,
A.W.B. All authors have read and agreed to the published version of the manuscript.

Funding: We thank The Engineering and Physical Sciences Research Council (grant code EP/S023054/1)
to UCL School of Pharmacy for their support.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by National Research Ethics Service (NRES) of Royal Free
Hospital Biobank (reference number NC2017.010, date: 30 October 2016).

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no other conflict of interest than the patent mentioned
above. The funders had no role in the design of the study; in the collection, analyses, or interpretation
of data; in the writing of the manuscript, or in the decision to publish the results.



Biomedicines 2021, 9, 578 15 of 17

References
1. Franken, A.C.; Lokman, B.C.; Ram, A.F.; Punt, P.J.; van den Hondel, C.A.; de Weert, S. Heme biosynthesis and its regulation:

Towards understanding and improvement of heme biosynthesis in filamentous fungi. Appl. Microbiol. Biotechnol. 2011, 91,
447–460. [CrossRef] [PubMed]

2. Fujino, M.; Nishio, Y.; Ito, H.; Tanaka, T.; Li, X.K. 5-Aminolevulinic acid regulates the inflammatory response and alloimmune
reaction. Int. Immunopharmacol. 2016, 37, 71–78. [CrossRef]

3. Schwartz, D.A.; Tagarro, I.; Carmen Díez, M.; Sandborn, W.J. Prevalence of Fistulizing Crohn’s Disease in the United States:
Estimate from a Systematic Literature Review Attempt and Population-Based Database Analysis. Inflamm. Bowel Dis. 2019, 25,
1773–1779. [CrossRef] [PubMed]

4. Lichtenstein, G.R.; Shahabi, A.; Seabury, S.A.; Lakdawalla, D.N.; Espinosa, O.D.; Green, S.; Brauer, M.; Baldassano, R.N. Lifetime
Economic Burden of Crohn’s Disease and Ulcerative Colitis by Age at Diagnosis. Clin. Gastroenterol. Hepatol. 2020, 18, 889–897.e10.
[CrossRef]

5. Alatab, S.; Sepanlou, S.G.; Ikuta, K.; Vahedi, H.; Bisignano, C.; Safiri, S.; Sadeghi, A.; Nixon, M.R.; Abdoli, A.; Abolhassani, H.;
et al. The global, regional, and national burden of inflammatory bowel disease in 195 countries and territories, 1990–2017: A
systematic analysis for the Global Burden of Disease Study. Lancet Gastroenterol. Hepatol. 2020, 5, 17–30. [CrossRef]

6. Ma, C.; Sandborn, W.J.; D’Haens, G.R.; Zou, G.; Stitt, L.W.; Singh, S.; Ananthakrishnan, A.N.; Dulai, P.S.; Khanna, R.; Jairath, V.;
et al. Discordance Between Patient-Reported Outcomes and Mucosal Inflammation in Patients With Mild to Moderate Ulcerative
Colitis. Clin. Gastroenterol. Hepatol. 2020, 18, 1760–1768.e1. [CrossRef]

7. Neovius, M.; Arkema, E.V.; Blomqvist, P.; Ekbom, A.; Smedby, K.E. Patients with ulcerative colitis miss more days of work than
the general population, even following colectomy. Gastroenterology 2013, 144, 536–543. [CrossRef]

8. Ma, C.; Smith, M.K.; Guizzetti, L.; Panaccione, R.; Kaplan, G.G.; Novak, K.L.; Lu, C.; Khanna, R.; Feagan, B.G.; Singh, S.; et al.
Assessing National Trends and Disparities in Ambulatory, Emergency Department, and Inpatient Visits for Inflammatory Bowel
Disease in the United States (2005–2016). Clin. Gastroenterol. Hepatol. 2020, 18, 2500–2509.e1. [CrossRef]

9. Turpin, W.; Lee, S.H.; Raygoza Garay, J.A.; Madsen, K.L.; Meddings, J.B.; Bedrani, L.; Power, N.; Espin-Garcia, O.; Xu, W.; Smith,
M.I.; et al. Increased Intestinal Permeability Is Associated With Later Development of Crohn’s Disease. Gastroenterology 2020, 159,
2092–2100.e5. [CrossRef]

10. Baumgart, D.C.; Sandborn, W.J. Crohn’s disease. Lancet 2012, 380, 1590–1605. [CrossRef]
11. Yadav, V.; Varum, F.; Bravo, R.; Furrer, E.; Bojic, D.; Basit, A.W. Inflammatory bowel disease: Exploring gut pathophysiology for

novel therapeutic targets. Transl. Res. 2016, 176, 38–68. [CrossRef] [PubMed]
12. National Institute for Health and Care Excellence. Ulcerative Colitis. In Clinical Knowledge Summaries; 2020. Available online:

https://cks.nice.org.uk/topics/ulcerative-colitis/ (accessed on 13 March 2021).
13. National institute for Health and Care Excellence. Crohn’s Disease. In Clinical Knowledge Summaries; NICE: UK, 2020. Available

online: https://cks.nice.org.uk/topics/crohns-disease/ (accessed on 13 March 2021).
14. Ho, G.T.; Chiam, P.; Drummond, H.; Loane, J.; Arnott, I.D.; Satsangi, J. The efficacy of corticosteroid therapy in inflammatory

bowel disease: Analysis of a 5-year UK inception cohort. Aliment. Pharm. 2006, 24, 319–330. [CrossRef]
15. Fraser, A.G.; Orchard, T.R.; Jewell, D.P. The efficacy of azathioprine for the treatment of inflammatory bowel disease: A 30 year

review. Gut 2002, 50, 485. [CrossRef] [PubMed]
16. Loftus, C.G.; Loftus, E.V., Jr.; Sandborn, W.J. Cyclosporin for refractory ulcerative colitis. Gut 2003, 52, 172–173. [CrossRef]

[PubMed]
17. Iacucci, M.; de Silva, S.; Ghosh, S. Mesalazine in inflammatory bowel disease: A trendy topic once again? Can. J. Gastroenterol.

2010, 24, 127–133. [CrossRef]
18. Murray, A.; Nguyen, T.M.; Parker, C.E.; Feagan, B.G.; MacDonald, J.K. Oral 5-aminosalicylic acid for maintenance of remission in

ulcerative colitis. Cochrane Database Syst. Rev. 2020. [CrossRef]
19. Marshall, J.K.; Thabane, M.; Steinhart, A.H.; Newman, J.R.; Anand, A.; Irvine, E.J. Rectal 5-aminosalicylic acid for maintenance of

remission in ulcerative colitis. Cochrane Database Syst. Rev. 2012, 11, CD004118. [CrossRef] [PubMed]
20. Murray, A.; Nguyen, T.M.; Parker, C.E.; Feagan, B.G.; MacDonald, J.K. Oral 5-aminosalicylic acid for induction of remission in

ulcerative colitis. Cochrane Database Syst. Rev. 2020, 8, CD000543. [CrossRef]
21. Seoane-Viaño, I.; Ong, J.J.; Luzardo-Álvarez, A.; González-Barcia, M.; Basit, A.W.; Otero-Espinar, F.J.; Goyanes, A. 3D printed

tacrolimus suppositories for the treatment of ulcerative colitis. Asian J. Pharm. Sci. 2021, 16, 110–119. [CrossRef]
22. Seoane-Viaño, I.; Gómez-Lado, N.; Lázare-Iglesias, H.; García-Otero, X.; Antúnez-López, J.R.; Ruibal, Á.; Varela-Correa, J.J.;

Aguiar, P.; Basit, A.W.; Otero-Espinar, F.J.; et al. 3D Printed Tacrolimus Rectal Formulations Ameliorate Colitis in an Experimental
Animal Model of Inflammatory Bowel Disease. Biomedicines 2020, 8, 563. [CrossRef]

23. Hu, A.; Kotze, P.G.; Burgevin, A.; Tan, W.; Jess, A.; Li, P.S.; Kroeker, K.; Halloran, B.; Panaccione, R.; Peyrin-Biroulet, L.; et al.
Combination Therapy Does Not Improve Rate of Clinical or Endoscopic Remission in Patients with Inflammatory Bowel Diseases
Treated With Vedolizumab or Ustekinumab. Clin. Gastroenterol. Hepatol. 2020, 12, S1542-3565(20)30973-3. [CrossRef] [PubMed]

24. Ma, C.; Kotze, P.G.; Almutairdi, A.; Jairath, V.; Panaccione, R. Concomitant Use of Aminosalicylates Is Not Associated With
Improved Outcomes in Patients With Ulcerative Colitis Escalated to Vedolizumab. Clin. Gastroenterol. Hepatol. 2019, 17,
2374–2376.e2. [CrossRef]

http://doi.org/10.1007/s00253-011-3391-3
http://www.ncbi.nlm.nih.gov/pubmed/21687966
http://doi.org/10.1016/j.intimp.2015.11.034
http://doi.org/10.1093/ibd/izz056
http://www.ncbi.nlm.nih.gov/pubmed/31216573
http://doi.org/10.1016/j.cgh.2019.07.022
http://doi.org/10.1016/S2468-1253(19)30333-4
http://doi.org/10.1016/j.cgh.2019.09.021
http://doi.org/10.1053/j.gastro.2012.12.004
http://doi.org/10.1016/j.cgh.2020.01.023
http://doi.org/10.1053/j.gastro.2020.08.005
http://doi.org/10.1016/S0140-6736(12)60026-9
http://doi.org/10.1016/j.trsl.2016.04.009
http://www.ncbi.nlm.nih.gov/pubmed/27220087
https://cks.nice.org.uk/topics/ulcerative-colitis/
https://cks.nice.org.uk/topics/crohns-disease/
http://doi.org/10.1111/j.1365-2036.2006.02974.x
http://doi.org/10.1136/gut.50.4.485
http://www.ncbi.nlm.nih.gov/pubmed/11889067
http://doi.org/10.1136/gut.52.2.172
http://www.ncbi.nlm.nih.gov/pubmed/12524395
http://doi.org/10.1155/2010/586092
http://doi.org/10.1002/14651858.CD000544.pub5
http://doi.org/10.1002/14651858.CD004118.pub2
http://www.ncbi.nlm.nih.gov/pubmed/23152224
http://doi.org/10.1002/14651858.CD000543.pub5
http://doi.org/10.1016/j.ajps.2020.06.003
http://doi.org/10.3390/biomedicines8120563
http://doi.org/10.1016/j.cgh.2020.07.012
http://www.ncbi.nlm.nih.gov/pubmed/32668338
http://doi.org/10.1016/j.cgh.2018.11.062


Biomedicines 2021, 9, 578 16 of 17

25. Lukin, D.; Faleck, D.; Xu, R.; Zhang, Y.; Weiss, A.; Aniwan, S.; Kadire, S.; Tran, G.; Rahal, M.; Winters, A.; et al. Comparative
Safety and Effectiveness of Vedolizumab to Tumor Necrosis Factor Antagonist Therapy for Ulcerative Colitis. Clin. Gastroenterol.
Hepatol. 2021, 10, S1542-3565(20)31388-4. [CrossRef]

26. Ma, C.; Battat, R.; Dulai, P.S.; Parker, C.E.; Sandborn, W.J.; Feagan, B.G.; Jairath, V. Innovations in Oral Therapies for Inflammatory
Bowel Disease. Drugs 2019, 79, 1321–1335. [CrossRef]

27. Bewtra, M.; Lewis, J.D. Update on the risk of lymphoma following immunosuppressive therapy for inflammatory bowel disease.
Expert Rev. Clin. Immunol. 2010, 6, 621–631. [CrossRef]

28. Danese, S.; Argollo, M.; Le Berre, C.; Peyrin-Biroulet, L. JAK selectivity for inflammatory bowel disease treatment: Does it
clinically matter? Gut 2019, 68, 1893. [CrossRef]

29. Sands, B.E.; Armuzzi, A.; Marshall, J.K.; Lindsay, J.O.; Sandborn, W.J.; Danese, S.; Panés, J.; Bressler, B.; Colombel, J.F.; Lawendy,
N.; et al. Efficacy and safety of tofacitinib dose de-escalation and dose escalation for patients with ulcerative colitis: Results from
OCTAVE Open. Aliment. Pharm. 2020, 51, 271–280. [CrossRef]

30. Mowat, C.; Cole, A.; Windsor, A.; Ahmad, T.; Arnott, I.; Driscoll, R.; Mitton, S.; Orchard, T.; Rutter, M.; Younge, L.; et al. Guidelines
for the management of inflammatory bowel disease in adults. Gut 2011, 60, 571. [CrossRef] [PubMed]

31. Tsai, L.; Ma, C.; Dulai, P.S.; Prokop, L.J.; Eisenstein, S.; Ramamoorthy, S.L.; Feagan, B.G.; Jairath, V.; Sandborn, W.J.; Singh, S.
Contemporary Risk of Surgery in Patients With Ulcerative Colitis and Crohn’s Disease: A Meta-Analysis of Population-Based
Cohorts. Clin. Gastroenterol. Hepatol. 2021. [CrossRef]

32. Almradi, A.; Hanzel, J.; Sedano, R.; Parker, C.E.; Feagan, B.G.; Ma, C.; Jairath, V. Clinical Trials of IL-12/IL-23 Inhibitors in
Inflammatory Bowel Disease. BioDrugs 2020, 34, 713–721. [CrossRef] [PubMed]

33. Hazlewood, G.S.; Pokharel, G.; Deardon, R.; Marshall, D.A.; Bombardier, C.; Tomlinson, G.; Ma, C.; Seow, C.H.; Panaccione, R.;
Kaplan, G.G. Patient preferences for maintenance therapy in Crohn’s disease: A discrete-choice experiment. PLoS ONE 2020, 15.
[CrossRef] [PubMed]

34. Kalainayakan, S.P.; FitzGerald, K.E.; Konduri, P.C.; Vidal, C.; Zhang, L. Essential roles of mitochondrial and heme function in
lung cancer bioenergetics and tumorigenesis. Cell Biosci. 2018, 8, 56. [CrossRef] [PubMed]

35. Chohan, M.O.; Berger, M.S. 5-Aminolevulinic acid fluorescence guided surgery for recurrent high-grade gliomas. J. Neurooncol.
2019, 141, 517–522. [CrossRef] [PubMed]

36. Al-Saber, F.; Aldosari, W.; Alselaiti, M.; Khalfan, H.; Kaladari, A.; Khan, G.; Harb, G.; Rehani, R.; Kudo, S.; Koda, A.; et al.
The Safety and Tolerability of 5-Aminolevulinic Acid Phosphate with Sodium Ferrous Citrate in Patients with Type 2 Diabetes
Mellitus in Bahrain. J. Diabetes Res. 2016, 2016, 8294805. [CrossRef] [PubMed]

37. Yang, J.Z.; Van Dijk-Smith, J.P.; Van Vugt, D.A.; Kennedy, J.C.; Reid, R.L. Fluorescence and photosensitization of experimental
endometriosis in the rat after systemic 5-aminolevulinic acid administration: A potential new approach to the diagnosis and
treatment of endometriosis. Am. J. Obs. Gynecol. 1996, 174, 154–160. [CrossRef]

38. Hijioka, M.; Kitamura, K.; Yanagisawa, D.; Nishimura, K.; Takata, K.; Inden, M.; Kitamura, Y. Neuroprotective effects of 5-
aminolevulinic acid against neurodegeneration in rat models of Parkinson’s disease and stroke. J. Pharmacol. Sci. 2020, 144,
183–187. [CrossRef] [PubMed]

39. Sakurai, Y.; Ngwe Tun, M.M.; Kurosaki, Y.; Sakura, T.; Inaoka, D.K.; Fujine, K.; Kita, K.; Morita, K.; Yasuda, J. 5-amino levulinic
acid inhibits SARS-CoV-2 infection in vitro. Biochem. Biophys. Res. Commun. 2021, 545, 203–207. [CrossRef]

40. U.S. Food and Drug Administration, FDA. Aminolevulinic Acid Hydrochloride, Known as ALA HCl (Gleolan, NX Devel-
opment Corp.) as an Optical Imaging Agent Indicated in Patients with Gliomas. USA; 2017. Available online: https:
//www.fda.gov/drugs/resources-information-approved-drugs/aminolevulinic-acid-hydrochloride-known-ala-hcl-gleolan-
nx-development-corp-optical-imaging-agent (accessed on 13 March 2021).

41. Stummer, W.; Pichlmeier, U.; Meinel, T.; Wiestler, O.D.; Zanella, F.; Reulen, H.-J. Fluorescence-guided surgery with 5-
aminolevulinic acid for resection of malignant glioma: A randomised controlled multicentre phase III trial. Lancet Oncol. 2006, 7,
392–401. [CrossRef]

42. Darryl, L.; Shawn, L.H.-J.; Susan, C.; Annette, M.M.; Michael, W.M.; Joanna, J.P.; Mitchel, S.B. A prospective Phase II clinical
trial of 5-aminolevulinic acid to assess the correlation of intraoperative fluorescence intensity and degree of histologic cellularity
during resection of high-grade gliomas. J. Neurosurg. JNS 2016, 124, 1300–1309. [CrossRef]

43. Utsuki, S.; Oka, H.; Sato, S.; Shimizu, S.; Suzuki, S.; Tanizaki, Y.; Kondo, K.; Miyajima, Y.; Fujii, K. Histological Examination
of False Positive Tissue Resection Using 5-Aminolevulinic Acid-Induced Fluorescence Guidance. Neurol. Med. Chir. 2007, 47,
210–214. [CrossRef]

44. Ito, H.; Nishio, Y.; Hara, T.; Sugihara, H.; Tanaka, T.; Li, X.K. Oral administration of 5-aminolevulinic acid induces heme
oxygenase-1 expression in peripheral blood mononuclear cells of healthy human subjects in combination with ferrous iron. Eur. J.
Pharm. 2018, 833, 25–33. [CrossRef] [PubMed]

45. Hou, J.; Cai, S.; Kitajima, Y.; Fujino, M.; Ito, H.; Takahashi, K.; Abe, F.; Tanaka, T.; Ding, Q.; Li, X.-K. 5-Aminolevulinic acid
combined with ferrous iron induces carbon monoxide generation in mouse kidneys and protects from renal ischemia-reperfusion
injury. Am. J. Physiol. Ren. Physiol. 2013, 305, F1149–F1157. [CrossRef] [PubMed]

46. Hou, J.; Zhang, Q.; Fujino, M.; Cai, S.; Ito, H.; Takahashi, K.; Abe, F.; Nakajima, M.; Tanaka, T.; Xu, J.; et al. 5-Aminolevulinic
acid with ferrous iron induces permanent cardiac allograft acceptance in mice via induction of regulatory cells. J. Heart Lung
Transplant. 2015, 34, 254–263. [CrossRef] [PubMed]

http://doi.org/10.1016/j.cgh.2020.10.003
http://doi.org/10.1007/s40265-019-01169-y
http://doi.org/10.1586/eci.10.36
http://doi.org/10.1136/gutjnl-2019-318448
http://doi.org/10.1111/apt.15555
http://doi.org/10.1136/gut.2010.224154
http://www.ncbi.nlm.nih.gov/pubmed/21464096
http://doi.org/10.1016/j.cgh.2020.10.039
http://doi.org/10.1007/s40259-020-00451-w
http://www.ncbi.nlm.nih.gov/pubmed/33105016
http://doi.org/10.1371/journal.pone.0227635
http://www.ncbi.nlm.nih.gov/pubmed/31945089
http://doi.org/10.1186/s13578-018-0257-8
http://www.ncbi.nlm.nih.gov/pubmed/30410721
http://doi.org/10.1007/s11060-018-2956-8
http://www.ncbi.nlm.nih.gov/pubmed/30097823
http://doi.org/10.1155/2016/8294805
http://www.ncbi.nlm.nih.gov/pubmed/27738640
http://doi.org/10.1016/S0002-9378(96)70388-5
http://doi.org/10.1016/j.jphs.2020.07.012
http://www.ncbi.nlm.nih.gov/pubmed/32807663
http://doi.org/10.1016/j.bbrc.2021.01.091
https://www.fda.gov/drugs/resources-information-approved-drugs/aminolevulinic-acid-hydrochloride-known-ala-hcl-gleolan-nx-development-corp-optical-imaging-agent
https://www.fda.gov/drugs/resources-information-approved-drugs/aminolevulinic-acid-hydrochloride-known-ala-hcl-gleolan-nx-development-corp-optical-imaging-agent
https://www.fda.gov/drugs/resources-information-approved-drugs/aminolevulinic-acid-hydrochloride-known-ala-hcl-gleolan-nx-development-corp-optical-imaging-agent
http://doi.org/10.1016/S1470-2045(06)70665-9
http://doi.org/10.3171/2015.5.JNS1577
http://doi.org/10.2176/nmc.47.210
http://doi.org/10.1016/j.ejphar.2018.05.009
http://www.ncbi.nlm.nih.gov/pubmed/29753693
http://doi.org/10.1152/ajprenal.00275.2013
http://www.ncbi.nlm.nih.gov/pubmed/23904222
http://doi.org/10.1016/j.healun.2014.09.037
http://www.ncbi.nlm.nih.gov/pubmed/25455753


Biomedicines 2021, 9, 578 17 of 17

47. Zhao, M.; Guo, H.; Chen, J.; Fujino, M.; Ito, H.; Takahashi, K.; Abe, F.; Nakajima, M.; Tanaka, T.; Wang, J.; et al. 5-Aminolevulinic
acid combined with sodium ferrous citrate ameliorates H2O2-induced cardiomyocyte hypertrophy via activation of the
MAPK/Nrf2/HO-1 pathway. Am. J. Physiol. Cell Physiol. 2015, 308, C665–C672. [CrossRef]

48. Watanabe, K.; Hida, N.; Ajioka, Y.; Hori, K.; Kamata, N.; Sogawa, M.; Yamagami, H.; Tominaga, K.; Watanabe, T.; Fujiwara, Y.;
et al. Photodynamic diagnosis of endoscopically invisible flat dysplasia in patients with ulcerative colitis by visualization using
local 5-aminolevulinic acid-induced photosensitization. Gastrointest. Endosc. 2010, 71, 1094–1096. [CrossRef]

49. Komoike, N.; Kato, T.; Saijo, H.; Arihiro, S.; Hashimoto, H.; Okabe, M.; Ito, M.; Koido, S.; Homma, S.; Tajiri, H. Photodynamic
diagnosis of colitis-associated dysplasia in a mouse model after oral administration of 5-aminolevulinic acid. In Vivo 2013, 27,
747–754. [PubMed]

50. Naito, Y.; Takagi, T.; Yoshikawa, T. Heme oxygenase-1: A new therapeutic target for inflammatory bowel disease. Aliment. Pharm.
2004, 20 (Suppl. 1), 177–184. [CrossRef]

51. Zhu, X.; Fan, W.G.; Li, D.P.; Kung, H.; Lin, M.C. Heme oxygenase-1 system and gastrointestinal inflammation: A short review.
World J. Gastroenterol. 2011, 17, 4283–4288. [CrossRef]

52. Lin, Z.; Hao, H.; Hegarty, J.P.; Lin, T.R.; Wang, Y.; Harris, L.R.; Xu, H.N.; Wu, R.; Thomas, N.J.; Floros, J. Association of the haem
oxygenase-1 gene with inflammatory bowel disease. Swiss Med. Wkly. 2017, 147, w14456. [CrossRef]

53. Namjoshi, S.; Caccetta, R.; Edwards, J.; Benson, H.A.E. Liquid chromatography assay for 5-aminolevulinic acid: Application to
in vitro assessment of skin penetration via Dermaportation. J. Chromatogr. B 2007, 852, 49–55. [CrossRef]

54. Axelsson, L.G.; Landström, E.; Bylund-Fellenius, A.C. Experimental colitis induced by dextran sulphate sodium in mice: Beneficial
effects of sulphasalazine and olsalazine. Aliment. Pharmacol. Ther. 1998, 12, 925–934. [CrossRef] [PubMed]

55. Hatton, G.B.; Madla, C.M.; Rabbie, S.C.; Basit, A.W. All disease begins in the gut: Influence of gastrointestinal disorders and
surgery on oral drug performance. Int. J. Pharm. 2018, 548, 408–422. [CrossRef] [PubMed]

56. Tubic-Grozdanis, M.; Hilfinger, J.M.; Amidon, G.L.; Kim, J.S.; Kijek, P.; Staubach, P.; Langguth, P. Pharmacokinetics of the CYP 3A
substrate simvastatin following administration of delayed versus immediate release oral dosage forms. Pharm. Res. 2008, 25,
1591–1600. [CrossRef]

57. Montbarbon, M.; Pichavant, M.; Langlois, A.; Erdual, E.; Maggiotto, F.; Neut, C.; Mallevaey, T.; Dharancy, S.; Dubuquoy, L.;
Trottein, F.; et al. Colonic Inflammation in Mice Is Improved by Cigarette Smoke through iNKT Cells Recruitment. PLoS ONE
2013, 8, e62208. [CrossRef]

58. Resendez, J.C.; Rehagen, D. Infusion Toxicology and Techniques. In A Comprehensive Guide to Toxicology in Nonclinical Drug
Development; Elsevier BV: Amsterdam, The Netherlands, 2017; pp. 555–583.

59. Zimmermann, M.; Zimmermann-Kogadeeva, M.; Wegmann, R.; Goodman, A.L. Mapping human microbiome drug metabolism
by gut bacteria and their genes. Nature 2019, 570, 462–467. [CrossRef] [PubMed]

60. Javdan, B.; Lopez, J.G.; Chankhamjon, P.; Lee, Y.J.; Hull, R.; Wu, Q.; Wang, X.; Chatterjee, S.; Donia, M.S. Personalized Mapping of
Drug Metabolism by the Human Gut Microbiome. Cell 2020, 181, 1661–1679.e22. [CrossRef] [PubMed]

61. McCoubrey, L.E.; Elbadawi, M.; Orlu, M.; Gaisford, S.; Basit, A.W. Harnessing machine learning for development of microbiome
therapeutics. Gut Microbes 2021, 13, 1–20. [CrossRef] [PubMed]

62. European Medicines Agency. ICH Guideline M3(R2) on Non-Clinical Safety Studies for the Conduct of Human Clinical Trials
and Marketing Authorisation for Pharmaceuticals; The International Council for Harmonization of Technical Requirements for
Pharmaceuticals for Human Use (ICH): London, UK, 2009.

63. McConnell, E.L.; Basit, A.W.; Murdan, S. Colonic antigen administration induces significantly higher humoral levels of colonic
and vaginal IgA, and serum IgG compared to oral administration. Vaccine 2008, 26, 639–646. [CrossRef] [PubMed]

64. McConnell, E.L.; Liu, F.; Basit, A.W. Colonic treatments and targets: Issues and opportunities. J. Drug Target. 2009, 17, 335–363.
[CrossRef]

65. Ma, C.; Panaccione, R. Harnessing localised delivery of gut-selective therapy for ulcerative colitis. Lancet Gastroenterol. Hepatol.
2020, 5, 1031–1032. [CrossRef]

66. Steiger, C.; Phan, N.V.; Sun, H.; Huang, H.-W.; Hess, K.; Lopes, A.; Korzenik, J.; Langer, R.; Traverso, G. Controlled Delivery of
Bile Acids to the Colon. Clin. Transl. Gastroenterol. 2020, 11, e00229. [CrossRef]

67. Varum, F.; Cristina Freire, A.; Fadda, H.M.; Bravo, R.; Basit, A.W. A dual pH and microbiota-triggered coating (Phloral(TM)) for
fail-safe colonic drug release. Int. J. Pharm. 2020, 583, 119379. [CrossRef] [PubMed]

68. Varum, F.; Cristina Freire, A.; Bravo, R.; Basit, A.W. OPTICORE, an innovative and accurate colonic targeting technology. Int. J.
Pharm. 2020, 583, 119372. [CrossRef] [PubMed]

69. Ibekwe, V.C.; Khela, M.K.; Evans, D.F.; Basit, A.W. A new concept in colonic drug targeting: A combined pH-responsive and
bacterially-triggered drug delivery technology. Aliment. Pharmacol. Ther. 2008, 28, 911–916. [CrossRef] [PubMed]

http://doi.org/10.1152/ajpcell.00369.2014
http://doi.org/10.1016/j.gie.2009.10.016
http://www.ncbi.nlm.nih.gov/pubmed/24292578
http://doi.org/10.1111/j.1365-2036.2004.01992.x
http://doi.org/10.3748/wjg.v17.i38.4283
http://doi.org/10.4414/smw.2017.14456
http://doi.org/10.1016/j.jchromb.2006.12.040
http://doi.org/10.1046/j.1365-2036.1998.00357.x
http://www.ncbi.nlm.nih.gov/pubmed/9768537
http://doi.org/10.1016/j.ijpharm.2018.06.054
http://www.ncbi.nlm.nih.gov/pubmed/29969711
http://doi.org/10.1007/s11095-007-9519-6
http://doi.org/10.1371/journal.pone.0062208
http://doi.org/10.1038/s41586-019-1291-3
http://www.ncbi.nlm.nih.gov/pubmed/31158845
http://doi.org/10.1016/j.cell.2020.05.001
http://www.ncbi.nlm.nih.gov/pubmed/32526207
http://doi.org/10.1080/19490976.2021.1872323
http://www.ncbi.nlm.nih.gov/pubmed/33522391
http://doi.org/10.1016/j.vaccine.2007.11.071
http://www.ncbi.nlm.nih.gov/pubmed/18178292
http://doi.org/10.1080/10611860902839502
http://doi.org/10.1016/S2468-1253(20)30292-2
http://doi.org/10.14309/ctg.0000000000000229
http://doi.org/10.1016/j.ijpharm.2020.119379
http://www.ncbi.nlm.nih.gov/pubmed/32360546
http://doi.org/10.1016/j.ijpharm.2020.119372
http://www.ncbi.nlm.nih.gov/pubmed/32344022
http://doi.org/10.1111/j.1365-2036.2008.03810.x
http://www.ncbi.nlm.nih.gov/pubmed/18647282

	Introduction 
	Materials and Methods 
	Materials 
	Methods 
	5-ALA Stability and Permeability in Colonic Conditions 
	Efficacy in DSS Colitis Mouse Model 
	Data Analysis and Statistics 


	Results and Discussion 
	Stability and Permeability of 5-ALA in Colonic Conditions 
	Efficacy in an IBD Mouse Model 
	Disease Activity Index (DAI) Score 
	Colon Weight to Length Ratio 
	Spleen Weight 
	Colonic Tissue and Serum Analysis 

	The Potential of 5-ALA as a Novel IBD Treatment 

	Conclusions 
	Patents 
	References

