
Intractable & Rare Diseases Research. 2025; 14(4):249-257.                           www.irdrjournal.comIntractable & Rare Diseases Research. 2025; 14(4):249-257.                           www.irdrjournal.com

Mitochondrial DNA A3243G variant: Current perspectives and 
clinical implications

Kuan-Yu Chu1,2,*

1 School of Dentistry and Graduated Institute of Dental Science, College of Oral Medicine, National Defense Medical University, Taipei, Taiwan;
2 Interdisciplinary Education Center, MacKay Junior College of Medicine, Nursing and Management, Taipei, Taiwan.

1. Introduction

Mitochond r i a l  DNA d i so rde r s  encompass  a 
heterogeneous group of inherited diseases that impair 
oxidative phosphorylation (OXPHOS) (1). Among 
more than 400 reported mtDNA variants, the A3243G 
transition in MT-TL1 is both prevalent and clinically 
important, with a population frequency estimated at 7.6–
236 per 100,000 (2,3). Initially linked to Mitochondrial 
Encephalomyopathy, Lactic Acidosis, and Stroke-like 
Episodes (MELAS), A3243G is now recognized as the 
genetic basis for a wide array of phenotypes (1). The 
mutation disrupts tRNALeu(UUR) structure, diminishing 
aminoacylation and mitochondrial protein synthesis 
(4), and is classically associated with MELAS and 
Maternally Inherited Diabetes and Deafness (MIDD) (5).
	 Phenotypic variability reflects heteroplasmy, tissue 
energy requirements, and nuclear background (6). 
Advances in molecular diagnostics, neuroimaging, 

and targeted therapy have improved detection and 
management of A3243G-related disease.
	 This comprehensive review examines the current 
understanding of the A3243G mitochondrial variant, 
focusing on its pathophysiology, clinical manifestations, 
diagnostic approaches, and therapeutic strategies, 
with particular emphasis on the two major associated 
syndromes: MELAS and MIDD.

2. Pathophysiology

2.1. Molecular mechanisms

The primary consequence of the A3243G mutation is 
impaired mitochondrial protein synthesis, particularly 
affecting the translation of mitochondrial-encoded 
respiratory chain subunits (7). The A3243G mutation 
occurs in the D-loop region of the MT-TL1 gene encoding 
tRNALeu(UUR), specifically disrupting the structure and 
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function of this crucial transfer RNA molecule. This 
mutation leads to the loss of post-transcriptional taurine 
modifications at the wobble uridine base (τm5U; 
5-taurinomethyluridine), which are essential for accurate 
codon recognition and efficient translation (8).
	 The absence of τm5U modifications specifically 
impairs the recognition of UUG leucine codons while 
having minimal effect on UUA codon translation (8). This 
defect has profound implications for mitochondrial protein 
synthesis because the thirteen mitochondrial-encoded 
proteins contain varying numbers of UUG codons.
	 The ND6 subunit of Complex I contains the highest 
frequency of UUG codons among all mitochondrially-
encoded proteins, making it particularly vulnerable to 
translational defects caused by the A3243G mutation 
(9). This explains why Complex I deficiency is the most 
consistent and severe biochemical abnormality observed 
in patients with this mutation.
	 The impaired UUG codon recognition leads to 
amino acid misincorporation during protein synthesis, 
resulting in the production of unstable, incorrectly folded 
respiratory chain subunits. These defective proteins 
cannot properly assemble into functional respiratory 
complexes and are rapidly degraded by mitochondrial 
quality control mechanisms (10). This results in 
deficiencies of complexes I, III, and IV of the electron 
transport chain, with complex I showing the most 
consistent and severe impairment (11). The A3243G 
mutation demonstrates dominant negative effects, where 
mutant tRNAs interfere with the normal processing of 
wild-type mitochondrial transcripts (12).

2.2. Bioenergetic consequences

The respiratory chain deficiency associated with the 
A3243G mutation leads to multiple bioenergetic 
abnormalities. Affected cells demonstrate reduced ATP 
synthesis, increased lactate production, and compromised 
maximal oxygen uptake capacity (6). Studies using 
induced neurons derived from A3243G patients have 
revealed heteroplasmy-dependent decreases in basal 
respiration, ATP-linked respiration, and spare respiratory 
capacity (13).
	 The mutation also triggers excessive reactive oxygen 
species (ROS) production, particularly in cells with high 
heteroplasmy levels. This oxidative stress contributes 
to mitochondrial membrane potential dissipation 
and promotes mitochondrial fragmentation through 
altered dynamics favoring fission over fusion (13). The 
combination of impaired ATP production and increased 
oxidative stress creates a cellular environment conducive 
to dysfunction and death, particularly in metabolically 
active tissues.

2.3. Tissue-specific vulnerability

Different tissues exhibit varying thresholds for 

mitochondrial dysfunction, correlating with their 
specific energy demands and reliance on oxidative 
phosphorylation (14). Tissues with high metabolic 
activity, such as skeletal muscle, cardiac muscle, and the 
central nervous system, are particularly susceptible to the 
effects of the A3243G mutation. The threshold effect of 
heteroplasmy levels determines the severity of clinical 
manifestations in each tissue type (15).

2.4. Factors contributing to phenotypic variability

The remarkable phenotypic variability observed in 
patients with the A3243G mutation results from multiple 
interconnected factors. Heteroplasmy levels represent the 
primary determinant of disease severity, with different 
tissues requiring varying thresholds of mutant mtDNA to 
manifest dysfunction. Skeletal muscle typically requires 
a 50–65% mutation load to develop symptoms, while 
cardiac and central nervous system manifestations may 
require higher thresholds of 60–90% (16,17).
	 Nuclear genetic background also significantly 
influences phenotypic expression. Polymorphisms in 
nuclear genes involved in mitochondrial biogenesis, 
DNA repair, and antioxidant defense can modify disease 
severity and age of onset. Additionally, environmental 
factors such as oxidative stress, infections, and metabolic 
demands can trigger clinical decompensation in 
previously asymptomatic carriers (18).
	 The tissue-specific energy demands and reliance on 
oxidative phosphorylation further explain the selective 
vulnerability observed in different organ systems. Post-
mitotic tissues with high energy requirements, such as 
neurons, cardiac myocytes, and skeletal muscle fibers, 
are particularly susceptible to mitochondrial dysfunction 
compared to rapidly dividing tissues that can rely more 
heavily on glycolytic metabolism (19).

3. Genetic inheritance and transmission patterns

3.1. Maternal inheritance patterns

Unlike nuclear DNA disorders that follow Mendelian 
inheritance patterns, mitochondrial DNA mutations such 
as A3243G are exclusively maternally inherited. This 
unique inheritance pattern occurs because mitochondria 
are predominantly derived from the oocyte, with paternal 
mitochondria being actively eliminated during early 
embryogenesis (20). Consequently, all offspring of an 
affected mother are at risk of inheriting the mutation, 
while affected fathers cannot transmit the mutation to 
their children.
	 The maternal inheritance pattern has important 
implications for genetic counseling and family planning. 
Risk assessment must consider not only the presence of 
the mutation in the mother but also her heteroplasmy 
level and the potential for heteroplasmy shifts during 
transmission. The lack of Mendelian segregation patterns 
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dehydrogenase (SDH) demonstrates preserved or 
enhanced activity in COX-deficient fibers, creating the 
characteristic dual-staining pattern that helps differentiate 
mitochondrial from other myopathies. Notably, the 
A3243G mutation may preserve COX staining better 
than other mitochondrial mutations, making SDH 
staining of blood vessel walls a valuable diagnostic clue 
(26).
	 Electron microscopy reveals ultrastructural 
mitochondrial abnormalities including proliferation, 
pleomorphism, and the presence of paracrystalline 
inclusions within damaged mitochondria. These 
changes are observed not only in skeletal muscle 
fibers but also in smooth muscle cells of arterioles and 
pericytes of capillaries, reflecting the systemic nature of 
mitochondrial dysfunction (28).

4.2. Vascular pathology

Vascular involvement represents a critical component 
of A3243G-associated pathology, particularly in 
MELAS syndrome. Histological examination reveals 
mitochondrial proliferation in smooth muscle cells of 
arterioles and capillary pericytes. These vascular changes 
contribute to the characteristic stroke-like episodes 
observed in MELAS patients and may explain the 
predilection for posterior cerebral involvement (29,30).

4.3. Central nervous system pathology

Neuropathological findings in A3243G-associated 
disorders include stroke-like lesions that predominantly 
affect the posterior cerebral regions, particularly the 
parietal and occipital cortices (31). These lesions cross 
vascular territories and show characteristics of cellular 
rather than vascular dysfunction, distinguishing them 
from typical ischemic strokes (32). Additional findings 
include cerebellar and cerebral atrophy, which typically 
occur only in severe disease and represent irreversible 
tissue damage (33).

5. Clinical features

5.1. MELAS syndrome

MELAS syndrome represents the most severe phenotypic 
expression of the A3243G mutation. The cardinal 
features include mitochondrial encephalomyopathy, 
lactic acidosis, and stroke-like episodes, though the 
clinical presentation is highly variable (9).
	 Stroke-like episodes occur in 95% of MELAS 
patients and typically manifest before age 40 years. 
These episodes are characterized by acute onset of focal 
neurological deficits, including hemiparesis, hemianopia, 
cortical blindness, and aphasia. Unlike typical strokes, 
these lesions do not follow vascular territories and may 
be reversible with appropriate treatment (1).

can make genetic counseling challenging, as traditional 
risk calculations do not apply (21).

3.2. Heteroplasmy and its clinical implications

Heteroplasmy refers to the coexistence of both wild-type 
and mutant mitochondrial DNA within the same cell or 
tissue. The proportion of mutant mtDNA (mutation load) 
is the primary determinant of clinical phenotype severity. 
Importantly, heteroplasmy levels can vary significantly 
between different tissues within the same individual, 
explaining the variable organ involvement observed in 
A3243G patients (22).
	 Heteroplasmy levels also change over time, with 
most studies documenting a decline in blood mutation 
load with advancing age. This age-related decline in 
blood heteroplasmy can complicate diagnosis in older 
patients and may necessitate testing alternative tissues 
such as urine sediment or muscle biopsy for accurate 
genetic confirmation (23).

3.3. Mitochondrial genetic bottleneck

The mitochondrial genetic bottleneck represents a crucial 
mechanism that occurs during oogenesis and determines 
the heteroplasmy levels transmitted to offspring. During 
oocyte maturation, the mitochondrial population 
undergoes a significant reduction in number followed 
by subsequent amplification, creating an opportunity for 
stochastic changes in mutation load (24).
	 This bottleneck effect explains why a heteroplasmic 
mother can produce offspring with widely varying 
heteroplasmy levels, ranging from very low to 
very high mutation loads. The bottleneck occurs 
primarily during postnatal folliculogenesis rather than 
embryonic oogenesis, and involves replication of a 
small subpopulation of mitochondrial genomes (25). 
Understanding this mechanism is essential for accurate 
genetic counseling and risk assessment in families 
affected by mitochondrial disease.

4. Histological features

4.1. Skeletal muscle pathology

Skeletal muscle biopsy remains the gold standard 
for diagnosing mitochondrial myopathies (26). 
Characteristic histological findings include ragged-
red fibers on modified Gomori trichrome staining, 
representing abnormal accumulations of mitochondria 
beneath the sarcolemma and between myofibrils. These 
fibers typically comprise 2-5% of total muscle fibers in 
A3243G patients (27).
	 Cytochrome c oxidase (COX) histochemistry reveals 
COX-deficient fibers, appearing as pale or negative-
staining myofibers when compared with normal 
brown-staining fibers. Serial staining with succinate 
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	 Seizures affect 88% of MELAS patients and may be 
the presenting symptom in some cases. The seizures can 
be focal or generalized and are often difficult to control 
with standard antiepileptic medications (34).
	 Encephalopathy, characterized by cognitive 
impairment, dementia, and psychiatric symptoms, 
develops in 90% of MELAS patients. This may include 
progressive intellectual decline, memory impairment, 
behavioral changes, and psychosis (1). Lactic acidosis, 
while present in 85% of cases, may be intermittent and is 
often most pronounced during acute episodes (35).

5.2. MIDD syndrome

Maternally inherited diabetes and deafness syndrome 
presents with a more restricted but characteristic clinical 
phenotype. The two cardinal features are diabetes 
mellitus and sensorineural hearing loss, though additional 
manifestations may develop over time (36).
	 Diabetes mellitus affects 90% of MIDD patients 
and typically presents as insulin-requiring diabetes 
with onset in adulthood. The diabetes is characterized 
by progressive β-cell dysfunction and may initially 
be misclassified as type 2 diabetes mellitus before the 
underlying mitochondrial etiology is recognized (37).
	 Sensorineural hearing loss occurs in 95% of MIDD 
patients and is typically progressive, bilateral, and more 
severe in higher frequencies (38,39). The hearing loss 
often predates the diagnosis of diabetes and may be more 
pronounced in males (37). Unlike MELAS, stroke-like 
episodes do not occur in MIDD syndrome, although 
other neurological manifestations may develop over time 
(40).

5.3. Systemic manifestations

Beyond the cardinal features of MELAS and MIDD 
syndromes, the A3243G mutation is associated with 
numerous systemic complications that may affect 
multiple organ systems.
	 Cardiac involvement manifests as cardiomyopathy in 
25–30% of patients, typically presenting as hypertrophic 
or dilated cardiomyopathy. Conduction abnormalities are 
frequent and include various degrees of atrioventricular 
block, bundle branch blocks, and pre-excitation 
syndromes (41). Wolff-Parkinson-White syndrome 
has been specifically associated with MELAS patients 
carrying the A3243G mutation. These conduction 
disturbances may be progressive and can lead to sudden 
cardiac death if not appropriately managed (42).
	 Ocular manifestations are common and may be 
among the earliest signs of disease. Retinal dystrophy 
affects 45–75% of patients and represents the most 
common ocular manifestation of the A3243G mutation. 
The retinopathy typically presents as bilateral macular 
dystrophy with various degrees of retinal pigment 
epithelium atrophy and hyperpigmentation. Pattern 

dystrophy and perifoveal atrophy are characteristic 
findings that may precede systemic symptoms (43).
	 Renal involvement develops in 25–35% of 
A3243G carriers and may manifest as focal segmental 
glomerulosclerosis (FSGS), tubulointerstitial nephritis, or 
bilateral enlarged cystic kidneys (44). Renal involvement 
is often progressive and may lead to end-stage renal 
disease, particularly in patients with prominent systemic 
manifestations (14).
	 Gastrointestinal symptoms include chronic 
constipation, gastroparesis, and pseudo-obstruction. 
These manifestations likely result from mitochondrial 
dysfunction in smooth muscle cells of the gastrointestinal 
tract and may significantly impact quality of life (45,46).
	 Table 1 provides a comprehensive comparison 
of the clinical features observed in both syndromes, 
highlighting the distinct phenotypic patterns associated 
with each presentation.

6. Diagnostic approaches

6.1. Genetic testing

Molecular genetic testing for the A3243G mutation can 
be performed on various tissue types, with each offering 
distinct advantages and limitations. The choice of tissue 
depends on the clinical presentation, accessibility, and 
required sensitivity.
	 Skeletal muscle biopsy remains the gold standard 
for diagnosis, particularly in patients with prominent 
myopathic features. Muscle tissue typically harbors 
the highest heteroplasmy levels and provides the most 
reliable genetic confirmation. However, the invasive 
nature of muscle biopsy limits its use in some clinical 
scenarios.
	 Blood testing offers a non-invasive alternative but has 
limitations due to age-related decline in heteroplasmy 
levels. The mutation load in blood decreases with age, 
potentially leading to false-negative results in older 
patients (47).
	 Urine sediment analysis has emerged as a valuable 

Table 1. Clinical Manifestations Associated with A3243G 
Mutation

Clinical Features

Stroke-like episodes
Seizures
Encephalopathy
Lactic acidosis
Sensorineural hearing loss
Diabetes mellitus
Short stature
Exercise intolerance
Muscle weakness
Cardiomyopathy
Retinal dystrophy
Nephropathy

Ref.

(1)
(1,34)

(1)
(1,35)
(37,39)
(36,37)
(1,37)
(1,39)
(1,6)

(14,42)
(5,43)
(14,44)

MELAS (%)

95
88
90
85
75
35
60
80
75
30
45
25

MIDD (%)

  0
15
10
30
95
90
35
45
30
25
75
35
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alternative, offering stable heteroplasmy levels that 
do not decline with age. This approach provides high 
sensitivity and specificity while remaining non-invasive 
(43).

6.2. Biochemical testing

Lactate elevation, both at rest and after exercise, 
represents a common biochemical abnormality in 
A3243G patients. However, lactate levels may be normal 
between acute episodes, limiting the diagnostic utility of 
single measurements. The lactate-to-pyruvate ratio may 
be more informative than absolute lactate levels.
	 Amino acid analysis may reveal elevated alanine 
levels, reflecting impaired pyruvate metabolism 
secondary to respiratory chain dysfunction.

6.3. Histological examination

Muscle biopsy with appropriate histological and 
histochemical studies remains crucial for diagnosis and 
phenotypic characterization. The combination of ragged-
red fibers, COX-deficient fibers, and SDH enhancement 
provides strong supportive evidence for mitochondrial 
disease.
	 Electron microscopy, while not routinely necessary, 
can provide additional ultrastructural evidence of 
mitochondrial abnormalities and help exclude other 
myopathic conditions.
	 Table 2 summarizes the heteroplasmy thresholds and 
diagnostic utility of various tissue types for detecting the 
A3243G variant.

7. Therapeutic approaches

7.1. Metabolic support therapy

Current therapeutic strategies for A3243G-associated 
disorders focus primarily on metabolic support and 
symptom management, as no curative treatments are 
currently available.
	 Coenzyme Q10 (CoQ10) supplementation at doses 

of 3.4–10 mg/kg/day aims to enhance electron transport 
chain function and reduce oxidative stress (48). Clinical 
studies have demonstrated variable responses to CoQ10 
therapy, with some patients showing improvement in 
exercise tolerance, reduction in lactic acidosis, and 
decreased frequency of stroke-like episodes (49). 
However, larger controlled studies have failed to 
demonstrate consistent beneficial effects across all 
patients, suggesting that individual responses may 
depend on specific genetic and phenotypic factors (50).
	 Idebenone, a synthetic CoQ10 analog, has been used 
at doses of 5–20 mg/kg/day and may offer advantages 
over CoQ10 due to its improved bioavailability and 
enhanced antioxidant properties (51).
	 Dichloroacetate (DCA) at doses of 25–50 mg/kg/day 
has been employed to reduce lactate levels by activating 
pyruvate dehydrogenase, though its long-term efficacy 
and safety profile require further evaluation (52).
	 B-vitamin supplementation, including riboflavin 
(50–200 mg/day), thiamine (100–300 mg/day), and 
nicotinamide (50–500 mg/day), is commonly used to 
support respiratory chain function, though evidence for 
clinical benefit remains limited (53).

7.2. L-arginine therapy

L-arginine supplementation represents one of the 
most promising therapeutic interventions for A3243G-
associated disorders, particularly for the prevention and 
treatment of stroke-like episodes in MELAS syndrome.
	 Oral L-arginine at doses of 150-300 mg/kg/day 
may help prevent stroke-like episodes by improving 
endothelial function and nitric oxide availability (7).
	 Intravenous L-arginine at doses of 500 mg/kg 
during acute stroke-like episodes has shown promise in 
reducing the severity and duration of symptoms, though 
larger controlled trials are needed to establish definitive 
efficacy (54).

7.3. Supportive care and symptomatic management

Comprehensive management of A3243G-associated 
disorders requires a multidisciplinary approach 
addressing diverse systemic complications.
	 Cardiac monitoring and management are essential 
given the high frequency of cardiomyopathy and 
conduction abnormalities. Regular echocardiography and 
electrocardiographic monitoring should be performed, 
with prompt intervention for significant arrhythmias or 
heart failure (41).
	 Hearing assessment and management should include 
regular audiometric testing and early intervention with 
hearing aids or cochlear implants when appropriate (44).
	 Ophthalmologic surveillance for retinal dystrophy 
and other ocular complications should be performed 
annually (55).
	 Renal function monitoring is important given the risk 

Table 2. Tissue-Specific Heteroplasmy Thresholds for 
A3243G Mutation

Tissue/Organ 
System

Skeletal muscle
Blood
Urine sediment
Hair follicles
Buccal mucosa
Cardiac muscle
Retina
Kidney
Central nervous 
system

Ref.

(6,63)
(45)
(43)
(43)
(15)
(42)

(5,43)
(14,44)

(1)

Threshold for 
Symptoms (%)

50–65
15–30
30–50
25–40
20–35
60–80
45–70
55–75
70–90

Diagnostic Utility

Gold standard
Age-dependent decline
Stable, high sensitivity
Accessible, moderate load
Non-invasive option
Functional correlation
Phenotype correlation
Progressive involvement
Severe manifestations
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of progressive nephropathy, particularly in patients with 
systemic manifestations (44).
	 Seizure management may require specialized 
expertise, as patients with mitochondrial disorders may 
be sensitive to certain antiepileptic drugs and may require 
modified treatment approaches (50).

7.4. Emerging therapies

Research into novel therapeutic approaches for 
mitochondrial diseases continues to evolve, with several 
promising strategies under investigation.
	 Gene therapy approaches are currently in various stages 
of development, with the most advanced applications 
focusing on Leber Hereditary Optic Neuropathy (LHON). 
Lenadogene nolparvovec has completed Phase 3 clinical 
trials and demonstrated efficacy and good tolerability for 
LHON treatment (56). For mtDNA disorders like those 
caused by A3243G mutations, gene therapy approaches 
face unique challenges due to the need to target 
mitochondria specifically.
	 Mitochondrial-targeted genome editing represents a 
breakthrough therapeutic approach. Recent developments 
include mitochondrial-targeted platinum transcription 
activator-like effector nucleases (mpTALENs) that can 
selectively reduce mutant mtDNA loads in patient-
derived stem cells. This technology has successfully 
achieved mutation loads ranging from 11% to 97% in 
iPSCs from A3243G patients, representing a significant 
advance in precision mitochondrial medicine (57).
	 Mitochondrial replacement therapy and advanced 
gene editing approaches are in early developmental 
stages but face significant technical and regulatory 
challenges. CRISPR-based mitochondrial genome 
editing systems are being developed to selectively 
eliminate mutant mtDNA while preserving wild-type 
copies (58).
	 Metabol ic  modulators  a imed at  bypass ing 
defective respiratory chain complexes or enhancing 
alternative energy production pathways are in various 
stages of preclinical and early clinical development. 
These include compounds targeting specific aspects 
of mitochondrial dysfunction beyond traditional 
antioxidant approaches (59).

7.5. Safety considerations and drug interactions

Patients with mitochondrial diseases, including those 
with A3243G mutations, require careful consideration 
of drug safety profiles due to potential mitochondrial 
toxicity. Several classes of medications are known to 
impair mitochondrial function and should be used with 
caution or avoided entirely in this population (60).
	 Medications to avoid or use with extreme caution 
include aminoglycoside antibiotics (particularly 
in patients with hearing loss), valproic acid (risk 
of severe hepatotoxicity and status epilepticus), 
linezolid (can cause severe lactic acidosis), and certain 
chemotherapeutic agents. The aminoglycoside class is 
particularly problematic as these antibiotics can cause 
irreversible hearing loss in patients with certain mtDNA 
mutations (60).
	 Drugs requiring careful monitoring include statins 
(myopathy risk), metformin (lactic acidosis risk), and 
certain antiepileptic drugs. When these medications 
are necessary, patients should be closely monitored 
with regular clinical assessments and laboratory studies 
including creatine kinase and lactate levels (60).
	 L-arginine safety profile: While generally well-
tolerated, high-dose L-arginine supplementation (9–30 
g/day) can cause gastrointestinal disturbances including 
diarrhea and nausea and may slightly reduce blood 
pressure. Intravenous L-arginine overdoses can lead 
to life-threatening hyperkalemia and hyponatremia, 
necessitating careful dosing and monitoring (61).
	 CoQ10 and Idebenone are generally considered 
safe with minimal reported adverse effects. However, 
therapeutic doses higher than 10 μM may be required to 
restore mitochondrial respiratory chain enzyme activities 
to control levels (62).
	  Table 3 outlines the available therapeutic agents, 
their mechanisms of action, and the current evidence 
supporting their use in patients with A3243G mutations.

8. Prognosis and disease monitoring

Prognosis for patients with A3243G-associated disorders 
varies significantly based on the specific clinical 
phenotype, age of onset, and severity of systemic 

Table 3. Therapeutic Approaches for A3243G-Associated Disorders

Therapeutic Agent

L-arginine (oral)
L-arginine (IV)
Coenzyme Q10
Idebenone
Dichloroacetate
Creatine monohydrate
Riboflavin (B2)
Thiamine (B1)
Nicotinamide (B3)
Supportive care

Dosage

150–300 mg/kg/day
500 mg/kg during SLE
3.4–10 mg/kg/day
5–20 mg/kg/day
25–50 mg/kg/day
0.3 g/kg/day
50–200 mg/day
100–300 mg/day
50–500 mg/day
Individualized

Mechanism of Action

NO precursor, endothelial function
Acute SLE management
Electron transport enhancement
Antioxidant, CoQ10 analog
Lactate reduction
Energy metabolism support
Respiratory chain cofactor
Pyruvate metabolism
NAD + synthesis
Symptom management

Evidence Level

Moderate
Limited

Moderate
Limited
Limited
Limited
Limited
Limited
Limited
Strong

Ref.

(7,51)
(7,51)

(47,49,50)
(49)
(50)

(46,50)
(50,53)
(46,50)
(50,53)
(32,46)
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involvement. MELAS syndrome generally carries a more 
severe prognosis than MIDD syndrome, with increased 
risk of early mortality due to stroke-like episodes and 
multisystem complications.
	 R e g u l a r  m o n i t o r i n g  s h o u l d  i n c l u d e :  i ) 
Cardiac assessment with echocardiography and 
electrocardiography, ii) Audiometric testing for hearing 
loss progression, iii) Ophthalmologic examination for 
retinal complications, iv) Renal function assessment, v) 
Neurological evaluation for cognitive decline or new 
symptoms, and vi) Exercise tolerance and functional 
capacity assessment.

9. Conclusion

Current evidence establishes that the A3243G mutation 
affects mitochondrial protein synthesis through impaired 
tRNALeu(UUR) function, leading to respiratory chain 
dysfunction that preferentially impacts metabolically 
active tissues. The complex interplay between 
heteroplasmy levels, tissue-specific energy demands, 
genetic bottleneck effects, and nuclear-mitochondrial 
interactions determines the remarkable phenotypic 
variability observed in affected patients. The threshold 
effects observed across different tissues provide 
important insights for both diagnostic approaches 
and prognostic assessment. Recognition that skeletal 
muscle heteroplasmy levels as low as 50% can produce 
symptoms challenges earlier assumptions about mutation 
thresholds and emphasizes importance of tissue-specific 
testing.
	 Understanding the maternal inheritance patterns, 
heteroplasmy dynamics, and genetic bottleneck 
mechanisms is essential for accurate genetic counseling 
and family planning.  The exclusive maternal 
transmission and variable heteroplasmy shifts during 
oogenesis create unique challenges for risk assessment 
that differ substantially from traditional Mendelian 
inheritance patterns.
	 The multisystem nature of A3243G-associated 
disorders necessitates comprehensive, multidisciplinary 
care approaches that address not only the primary 
neurological and metabolic manifestations but also 
important systemic complications affecting cardiac, renal, 
retinal, and gastrointestinal systems. Early recognition 
and proactive management of these complications 
can significantly impact quality of life and long-term 
outcomes. Additionally, careful attention to drug safety 
profiles and potential mitochondrial toxicity is crucial for 
optimal patient management.
	 Recent advances in mitochondrial-targeted gene 
editing and cellular reprogramming technologies offer 
unprecedented opportunities for developing precision 
therapies. Successful development of tools that can 
modulate heteroplasmy levels in patient-derived 
cells represents a significant step toward therapeutic 
interventions that target the fundamental genetic defect.

	 As our understanding of mitochondrial disease 
mechanisms continues to evolve, the A3243G 
variant will undoubtedly remain a critical model for 
advancing both fundamental knowledge and therapeutic 
development in mitochondrial medicine. Lessons learned 
from studying this mutation have broader implications 
for understanding the pathophysiology of mitochondrial 
dysfunction and developing rational therapeutic 
approaches for the entire spectrum of mitochondrial 
diseases.
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