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Abstract: Genetic disorders of the central nervous system (CNS) comprise a significant portion
of disability in both children and adults. Several preclinical animal models have shown effective
adeno-associated virus (AAV) mediated gene transfer for either treatment or prevention of autosomal
recessive genetic disorders. Owing to the intricacy of the human CNS and the blood–brain barrier,
it is difficult to deliver genes, particularly since the expression of any given gene may be required
in a particular CNS structure or cell type at a specific time during development. In this review, we
analyzed delivery methods for AAV-mediated gene therapy in past and current clinical trials. The
delivery routes analyzed were direct intraparenchymal (IP), intracerebroventricular (ICV), intra-
cisterna magna (CM), lumbar intrathecal (IT), and intravenous (IV). The results demonstrated that
the dose used in these routes varies dramatically. The average total doses used were calculated and
were 1.03 × 1013 for IP, 5.00 × 1013 for ICV, 1.26 × 1014 for CM, and 3.14 × 1014 for IT delivery. The
dose for IV delivery varies by patient weight and is 1.13 × 1015 IV for a 10 kg infant. Ultimately,
the choice of intervention must weigh the risk of an invasive surgical procedure to the toxicity and
immune response associated with a high dose vector.

Keywords: gene therapy; adeno-associated virus vector; AAV; gene delivery; inherited disorders

1. Introduction

The biology and function of the central nervous system (CNS) in humans is highly
elaborate and currently not fully understood. Given this complexity, it is not surprising
that single gene disorders often manifest with CNS disease. Disorders of CNS, including
both monogenic and multifactorial disorders, comprise a significant portion of disability
in both children and adults. Gene therapy for autosomal recessive genetic diseases of the
CNS is conceptually attractive since the replacement of a single gene should correct or
prevent disease manifestations. These single gene disorders are devastating childhood
and early adulthood neurodegenerative disorders that cause poor quality of life and early
mortality. Examples include aromatic L-amino acid decarboxylase (AADC) deficiency,
lysosomal storage disorders such as Tay-Sachs Disease (TSD), neuronal ceroid lipofusci-
noses (Batten Disease), mucopolysaccharidoses, and leukodystrophies (Canavan Disease),
Huntington’s disease and neuromuscular disorders such as spinal muscular atrophy (SMA)
and Duchenne muscular dystrophy (DMD). Table 1 depicts a complete list of clinical trials
to date. Several of these diseases are linked to a single deficient enzyme, and the expression
of that enzyme in specific cell types can potentially restore normal neurological function.
There have been attempts to treat neurodegenerative diseases such as Parkinson’s and
Alzheimer’s disease with gene therapy as well. Furthermore, the development of adeno-
associated virus (AAV) vectors with tropism for neurons and other cells of the CNS and
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the ability to transduce non-dividing cells like neurons and to express therapeutic genes in
very long-term fashion have made gene therapy for genetic CNS disorders feasible.

Technically accomplishing the replacement of defective genes in the CNS is, however,
a daunting task, particularly since the expression of any given gene may be required in a
particular CNS structure or cell type at a specific time during development. Recombinant
AAV (rAAV) vectors were developed in the 1980s, initially based on AAV2, the serotype
which was most extensively characterized in the pre-gene therapy era, largely because of
its unique mechanisms of long-term persistence [1–3]. In early studies in the 1990s, AAV2
vectors proved to be capable of in vivo transduction of various tissues, including lung,
muscle, and brain [4–7]. The discovery by Gao et al. of the natural biodiversity of AAV and
the ability to cross-package AAV2-ITR flanked gene cassettes into AAV capsids of other
serotypes led to the availability of a far wider range of rAAV vectors with a range of tissue
tropisms [8–10]. Of the serotypes then available, the neurotropic propensity of rAAV9 and
other related serotypes was discovered, along with the ability of rAAV9 vectors to cross the
blood–brain barrier [11,12]. Subsequently, a wide variety of single gene disorders affecting
the central nervous system have been addressed with rAAV gene therapy, with the rAAV9
vector for spinal muscular atrophy being the first one to be FDA-approved [13]. As AAV
vector technology has developed, AAV vectors with different AAV capsid serotypes that
have improved tropism for different cell types, including those within the CNS, have been
devised [14–16]. However, the specific difficulty with gene or cell therapy for the CNS
is the physical delivery method, particularly due to both the blood–brain barrier and the
cerebrospinal fluid (CSF)–brain barrier [17,18].

AAV (adeno-associated virus) gene therapy can be delivered through various routes
depending on the specific disease, target tissue, and therapeutic goals. The choice of
delivery route depends on the specific disease, target tissue, safety considerations, and the
desired therapeutic outcomes. Various delivery methods are continually being optimized
to enhance the safety and effectiveness of AAV gene therapy. In the case of CNS gene
therapy, the primary methods used have been intraparenchymal, injection into the CSF
and intravenous (IV) delivery (Figure 1). Each of these will be considered in greater
depth below.
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Overall, adeno-associated virus (AAV) gene therapy has shown significant promise in
treating various genetic and acquired diseases, but it is not without limitations and risks.
Some of the potential risks and challenges associated with the delivery of AAV gene therapy
include those related to innate, cellular and humoral immune responses, overexpression
and off-target effects, its limited cargo capacity, tissue-specific transduction, dosage, and
toxicity. In this review, we discuss alternatives to intravenous delivery and provide an
overview of current clinical trials.

Table 1. Different delivery routes used in clinical trials, both completed and ongoing.

Disease Specific Route Transgene Capsid Dose & Volume Ages

AADC deficiency
[19,20]

Bilateral putamen [20]

hAADC AAV2

160 µL per hemisphere:
1.81 × 1011 vg

200 µL per hemisphere:
2 × 1011 vg

1.7–8.4 years
4–19 years

Bilateral Substantia nigra
compacta and Ventral

tegmental area (VTA) [19]

80 µL per hemisphere:
1.3 × 1011 vg–4.2 × 1011 vg 4–9 years

Alhzeimer’s Disease [21]
Basal forebrain (which
contains the Nucleus
basalis of Meynert)

NGF AAV2 2.0 × 1011 (n = 23) 55–80 years

Batten Disease CLN2 [22]
NCT00151216
NCT01161576
NCT01414985

12 intraparenchymal
locations (six on each side) hCLN2

AAV2 2.5 × 1012 vg × 12 =
3 × 1012 (n = 10)

3–18 years

AAVrh.10

3 × 1012 particle units
or

2.4–7.5 × 1010 vg in 150 µL ×
12 = 9 × 1011 (n = 8)

2–18 years
3–18 years

Canavan Disease [23]

12 intraparenchymal
locations (six on each side)

frontal, periventricular,
occipital

ASPA AAV2 1.1 × 1012 4–83 months

Huntington’s disease [24] Bilateral caudate miHTT AAV9 6 × 1012–6 × 1013 25–65 years

Metachromatic
leukodystrophy (MLD)

NCT01801709
12 locatinos in white matter cuARSA AAVrh10 1 × 1012; 4 × 1012 vg

6 months–
5 years

MPS I
NCT03580083 Intraparenchymal IDUA AAV9 1 × 1010–5 × 1010 gc/g

brainmass (n = 5)
>4 months

MPS II
NCT03566043 Intraparenchymal IDS AAV9 1.3 × 1010–2.9 × 1011

moi/mL per site
4 months–

5 years

MPS IIIA
NCT03612869

12 locations in white matter
anterior, medial, and
posterior to the basal

ganglia [25]

hSGSH-IRES-
SUMF1 AAVrh10 720 µL of 7.2 × 1011 vg

over 12 sites (n = 4)
18 months to

6 years

MPS IIIB
NCT03300453 16 sites in white matter NAGLU AAV5 4 × 1012 over 16 sites (n = 7)

18–60
months

Multiple Systems atrophy
NCT04680065 Putamen GDNF AAV2 Dose unknown (n = 9) 35–75 years

Parkinson’s Disease

Bilateral postcommissural
putamen CED [26,27] hAADC AVV2

200 µL over the four
injection sites; 9 × 1010–3 ×

1011 vg (n = 10)
57–71 years

Unilateral subthalamic
nucleus [28] GAD AAV2 1 × 1012 53–65 years

Bilateral putamen [29,30] hGDNF AAV2 9 × 1010–3 × 1012 vg >18 yo

Bilateral putamen CED [31]
Substantia nigra [32] Neuturin AAV2 1.3 × 1011–2.4 × 1012
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Table 1. Cont.

Disease Specific Route Transgene Capsid Dose & Volume Ages

Tay-Sachs and Sandhoff
Disease (GM2)
NCT04669535

Bilateral thalamic
convection-enhanced
delivery (CED) [33] HEXA/HEXB

AAVrh8 4.08 × 1013 bilaterally
6 months–
12 years

Cisterna Magna [33]
and Lumbar intrathecal (IT) AAVrh8 1 × 1014–4.2 × 1013 vg

Krabbe Disease
NCT04771416 Cisterna Magna GALC AAVrh10 1.4 × 1011–5.0 × 1011 gc/g

brain mass (n = 24)
1–9 months

MPS II
NCT04571970

Cisterna Magna
Intracereroventricular IDS AAV9 Dose unkown 5–17 years

Frontotemporal
Dementia (FTD)
NCT04408625

Cisterna Magna GRN AAV9 Dose unknown 30–85 years

Canavan Disease
NCT04833907 Intracerebroventricular ASPA AAV-

oligo001 3.7 × 1013 3–60 months

Parkinson’s Disease
NCT04127578 Cisterna Magna GBA1 AAV9 Ascending dose 35–80 years

Gaucher Disease
NCT04411654 Cisterna Magna GBA1 AAV9 Ascending dose 0–24 months

GM1
NCT04273269 Cisterna Magna GLB1 AAVrh10 8 × 1012 vg/kg <3 years

ALS [34]

Lumbar intrathecal (IT)

miR-SOD1 AAVrh10 4.2 × 1014 vg 22–56 yo

CLN3
NCT03770572 CLN3 AAV9 6 × 1013–1.2 × 1014 vg 3–10 years

CLN6
NCT02725580 CLN6 AAV9 Dose unknown >1 year

CLN7
NCT04737460 CLN7 AAV9 5 × 1014–1 × 1015 vg 1–18 years

SMA
NCT03381729

[35]
SMN scAAV9 6 × 1013–1.2 × 1014–

2.4 × 1014 vg
6–60 months

Giant Axonal Neuropathy
NCT02362438

[36]
Gigaxonin scAAV9 3.5 × 1013 vg 3–99 years

Adrenomyeloneuropathy
(AMN)

NCT05394064
ABCD1 AAV9 1.0 × 1015 vg

3.0 × 1014 vg
18–65 years

Spinal muscular atrophy
NCT03505099 SMN scAAV9

6.0 × 1013 vg
1.2 × 1014 vg
2.4 × 1014 vg

6–60 months

Alzheimer’s disease
NCT04133454 IV and IT hTERT AAV2 Dose unknown >45 years

Krabbe
NCT04693598

Intravenous (IV)

hGALC AAVrh10 Dose unknown <12 months

Gaucher
NCT05324943 GBA1 AAVS3 Dose unknown >18 years

Spinal muscular atrophy
(SMA) [13,37] SMN scAAV9 1.1 × 1014 vg/kg

<42 days to
<6 months
(depending

on trial)

MPS I
NCT02702115 IDUA AAV6-

ZFN Does unknown >5 years

MPS IIIA NCT02716246
NCT04088734 hSGSH scAAV9 0.5 × 1013–3.00 × 1013 vg/kg 2–18 years

MPS IIIB
NCT03300453 hNAGLU AAV9 2.0 × 1013–1.00 × 1014 vg/kg

18 months–
60 years
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Table 1. Cont.

Disease Specific Route Transgene Capsid Dose & Volume Ages

GM1
NCT03952637

Intravenous (IV)

GLB1 AAV9 1.5 × 1012–4.5 × 1013 vg/kg
6 months–
12 years

Canavan
NCT04998396 ASPA AAV9 4.50 × 1013 vg/kg

Up to
30 months

DMD [38]
NCT05096221 micro-dystrophin rAAVrh74 1.0 × 1014–3.0 × 1014 vg/kg 4–5 years

2. Routes of Delivery to the Central Nervous System
2.1. Intraparenchymal (IP) Delivery

Perhaps the most intuitive delivery method for AAV is directly into the site of pathol-
ogy (Figure 1). This method is effective in the treatment of diseases that affect a very
specific anatomic location, such as AADC deficiency, in which the gene function is only
necessary within the basal ganglia. The first ever intraparenchymal clinical trial using
AAV was in Canavan Disease, where larger brain areas were targeted utilizing twelve sites
of injection [6,23]. Other studies in Batten Disease have also used this multiple injection
approach [22,39]. More recently, direct brain injection into the thalamus has been used to
take advantage of the existing axonal tracts within the brain for retrograde and anterograde
transport [40–44]. Interestingly, these early-generation therapies for AADC deficiency,
Canavan Disease and Batten Disease utilized the AAV2 capsid, which has relatively low
tropism for CNS tissues. Upstaza, the current EMA-approved agent for AADC deficiency,
utilizes an AAV2 capsid. Second-generation vectors, such as AAV9, are considerably more
efficient at CNS transduction, bypassing the blood–brain barrier and showing potential for
the treatment of global CNS pathology [45]. This was highlighted by the FDA approval of
intravenously administered AAV9 for spinal muscular atrophy.

Several years of work with AAVs has demonstrated reliable efficacy in delivering
genes to specific areas of the CNS with direct intraparenchymal injection via stereotactic
guidance [46,47]. The benefit of this route is that it bypasses the need for the capsid to cross
the blood–brain barrier and allows for smaller doses of vector. In the clinical trials that
have been completed or are ongoing, the average doses that were used were 1.03 × 1013

for intraparenchymal delivery, 5.00 × 1013 for intracerebroventricular delivery, 1.26 × 1014

for cisterna magna delivery, and 3.14 × 1014 for lumbar intrathecal delivery (Figure 2).
The dose for IV delivery varies by patient weight and is 1.13 × 1015 IV for a 10 kg in-
fant. Stereotactic brain delivery of genes has targeted the striatum (putamen), thalamus,
substantia nigra, ventral tegmental area, nucleus basalis of Meynert, white matter in the
frontal, periventricular and occipital lobes. The safety of intracranial AAV-mediated gene
delivery was first shown in patients with Canavan disease, a lethal leukodystrophy. There-
after, several studies on Parkinson’s disease utilized AAV2 to target different pathways of
dopamine production, such as glutamic acid decarboxylase (GAD) into the subthalamic
nucleus, aromatic L-amino acid decarboxylase (AADC) into the putamen and, also genes
linked to neuronal growth such as GDNF and neurterin.

Success in the field was highlighted recently by the EMA approval of eladocagene
exuparvovec, Upstaza, for aromatic L-amino acid decarboxylase (AADC) deficiency, a fatal
error of neurotransmitter biosynthesis resulting from mutations in the dopa decarboxylase
(DDC) gene. The one-time treatment corrects the underlying genetic defect by using
AAV2 to deliver a functioning DDC gene directly into the putamen. The authors chose
to inject the putamen because the putamen receives dopaminergic projections from the
substantia nigra, and dopamine depletion in the putamen causes the loss of voluntary
motor movement [20]. This expression of the AADC enzyme and restoration of dopamine
resulted in improved motor function in patients [48,49]. A one-time single injection of a
total dose of 1.8 × 1011 vg delivered as four 0.08 mL (0.45 × 1011 vg) infusions directly
to four quadrants of the putamen was performed. After the infusion of Upstaza into the
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putamen, the AADC enzyme is thought to be expressed through the direct transduction of
postsynaptic neurons in the putamen that is thought to synthesize dopamine.
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Another group led by Bankiewicz et al. published a different target for gene therapy
for AADC deficiency; the substantia nigra compacta (SNc) in the midbrain and ventral
tegmental area (VTA). Both the SNc and the VTA are the highways for dopamine production
in the brain. By delivering AAV2-hAADC to the SNc and VTA, AADC enzyme activity is
directly increased in the midbrain dopaminergic neurons, resulting in dopamine synthesis
and rescue of neurotransmission through the nigrostriatal, mesolimbic, and mesocortical
pathways. Midbrain delivery also takes advantage of anterograde axonal transport of
AAV2 from these regions to deliver AAV2-hAADC to neuroanatomically appropriate brain
regions like the striatum [19].

The idea of treating the entire brain with one or two injection sites is ambitious.
Multiple intracranial injections to the white matter were studied in Batten disease and mu-
copolysarcharidosis (MPS, mainly IIIa and IIIb); however, these results, although generally
showing safety, were not ultimately successful in clinical treatment. This could be a result
of AAV2 utilization initially, and AAV9 is currently being investigated for the same diseases
utilizing the intrathecal route.

Another intracerebral route that may have some promise is bilateral intrathalamic
delivery, and this is due to the fact that the thalamus is a relay station for the entire
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cerebral cortex. The thalamus is an elaborate structure consisting of several nuclei that
connect to almost all areas of the cortex, and these pathways can serve as highways for
axonal transport [50]. Preclinical animal models have shown that a single injection of AAV
carrying Gm1 into the thalamus can cause widespread distribution of this enzyme through
the entire injected brain hemisphere [51]. Bilateral thalamic injections for gene replacement
in GM2 mice, cats, and sheep were carried out by Gray-Edwards and Esteves et al., and this
comprehensive work ultimately led to the clinical trial in GM2 patients utilizing bilateral
thalamic injections. No adverse events have been reported in the small number of patients
treated with this method [33].

For a complete list of past and current clinical trials involving intraparenchymal
delivery, please see Table 1.

2.1.1. Convection-Enhanced Delivery

Convection-enhanced delivery (CED) using neurosurgical techniques has been re-
searched predominantly by Bankiewicz et al. [46]. CED uses a hydrostatic pressure gradi-
ent, also known as bulk flow, to maximize the spread of compounds throughout the brain.
A syringe pump is used to infuse small amounts of volume (approximately 1–4 µL/min)
through a specifically designed (usually silica) stepped cannula into a specific brain region.
A stepped cannula is used to prevent fluid backflow. With CED, high volumes of vector
can be delivered through interstitial spaces in a way that minimizes potential backflow
and brain cavitation. Cranial navigation software and hardware such as Brainlab® and
ROSA® can accurately plan trajectories and allow for more precise catheter placement. At
UMass Chan Medical School and UMass Memorial Health, the authors use the Brainlab
Flexible Catheter [REF19772] and ROSA One software version 3.1.6 for intraparenchymal
convection enhanced gene delivery navigation guidance. Although stereotactic placement
of a cannula in a deep brain region for convection-enhanced delivery requires neurosurgical
expertise, there are several advantages to this technique of drug delivery. For instance, it
is possible to target a specific set of cells in the brain, such as the medium spiny neurons
and/or monoenzymatic/dienzymatic neurons, to enhance dopamine production in the
putamen. It is also possible to inject in the ventral tegmental area or substantia nigra, again
for dopamine production. In this way, treatment can be targeted to diseased neuronal
circuitry and can avoid normal brain pathways.

The use of intraoperative imaging in AAV vector delivery is helpful for accurate
targeting and delivery. Intraoperative CT and MRI can confirm the accurate placement
of the cannula tip. Co-infusion of the AAV with a surrogate imaging tracer (gadoteridol)
has also been used and has reportedly been shown to be safe, accurate and reliable in
determining the infusate dynamics [52,53]. Intraoperative MRI during the infusion allows
for real-time tracking of the infusate, allowing for the identification of initial infusion, the
identification of backflow, and the realization of perfusion outside of the target. If a problem
is detected during infusion, adjustments to the catheter tip can be made intraoperatively
before the infusion is complete [54].

2.1.2. Axonal Transport

Axonal transport is a physiological process used to transport material in between the
cell body and the axonal terminal of neurons. Depending on the direction of flow, whether
to the axonal terminal or to the cell body, axonal transport is divided into anterograde and
retrograde axonal transport, respectively [55]. The axonal fiber tracts of the human brain
have been studied for years, and areas connected by axonal fibers are well characterized.
Manipulation of these interconnected sites for therapeutic gain can be influenced by the
target selection and AAV serotype. Specifically, the perfusion of a single anatomical target,
like the ventral tegmental area or the thalamus with AAV can be used for distant widespread
transgene expression that is defined by anterograde and/or retrograde transport depending
on serotype [43]. AAV vectors can take advantage of these axonal highways to deliver
transgenes both antero- and/or retrograde from the site of delivery. Previous work has
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demonstrated that AAV delivered by CED can be transported to interconnected regions
by antero- or retrograde axonal transport that is serotype-dependent [40,56–58]. While
AAV2 undergoes anterograde transport and AAV6 undergoes retrograde transport [40],
studies have demonstrated that AAV serotypes 1, 5, 8, and 9 undergo both anterograde and
retrograde transport [46,56,59].

2.1.3. Cross Correction

Convection-enhanced delivery allows for the delivery of high payloads of vector
to specific areas of the brain, and axonal transport then mediates delivery to connected
neurons. However, these alone are not sufficient for the transduction of the whole brain.
As discussed previously, AAV serotypes guide cell-specific transduction, and the brain
consists of many cell types, including neurons, microglia and astrocytes. A natural aspect
of the biology of lysosomal enzymes has been harnessed to treat lysosomal storage diseases
(LSDs). When one neuron is transduced, it can either transport its transgenic protein across
to another neuron via axonal transport, or in the case of a secreted protein, it can secrete the
protein in the extracellular matrix, and nearby cells can be cross-corrected via the mannose-
6-phosphate receptor. This process, which utilizes the mannose-6-phosphate receptor-
mediated endocytic pathway, is called cross-correction. Cross-correction is an important
aspect of gene therapy when it pertains to lysosomal storage diseases, where the missing
enzyme can be produced in a few transduced cells but can then be released and uptaken
by surrounding cells as first described in the case of mucopolysaccharidosis type 1 [43,60].
The concept of cross-correction is utilized in the treatment of mucopolysachharidosis,
metachromatic leukodystrophy and GM2 diseases such as Tay-sachs and Sandhoff Disease,
where even a minimal re-establishment of enzymatic activity can have dramatic clinical
implications [61].

2.1.4. Toxicity Associated with Direct Intraparenchymal Injection

Gene therapy utilizing AAV delivered to the brain parenchyma has been generally
well tolerated surgically with few adverse events. Although rare, adverse effects related
to the neurosurgical procedure include misplaced cannula for vector infusion, infusate
backflow, infusate leaking into surrounding structures, hemorrhage, seizure, and wound
problems. A notable case of focal lesions in the brain following intracerebral gene therapy
for mucopolysaccharidosis IIIA was reported by Bugiani et al. in 2023 [62]. In this trial,
called the AAVance trial, patients were immunosuppressed 7 days prior to surgery and up
to 1 year post-surgery with mycophenolate, tacrolimus and prednisolone. They reported
that three months after stereotactic infusion of AAVrh.10-SGSH, a patient developed ra-
diographic lesions surrounding the injection sites on MRI, and one of these lesions caused
temporary neurological deficits. Over time, the lesions stabilized and decreased in size. A
brain biopsy of one of the lesions showed no abundance of B or T cells, strong expression
of transgene (sulfamidase), and no detectable heparan sulfate. The authors interpreted
these results as an overexpression of sulfamidase locally at the site of gene therapy, which
caused dysfunction of transduced cells and extracellular spilling of lysosomal enzymes [62].
Another case of intracranial pathology was observed in an earlier clinical trial for metachro-
matic leukodystrophy (MLD), a lysosomal disease caused by a defect in the arylsulfatase
A (ARSA) gene. In this trial, the same capsid as in the aforementioned trial, AAVrh.10,
was used to deliver hARSA to the white matter of the centrum semiovale of four children.
All patients received corticosteroids. One serious adverse event was reported, and it was
called “intracranial suffusion”, which reportedly resolved spontaneously [63]. In an even
earlier trial involving a form of Batten Disease, late infantile neuronal ceroid lipofuscinosis
(LINCL), patients received AAV2 expressing the human CLN2 cDNA in 12 frontal and
parietal white matter locations [39]. One patient developed a status epilepticus on day 14,
which was ultimately fatal. It was unclear if this was related to the treatment or to the
natural history of LINCL [39].
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More recently, and also thought to be related to the overexpression of transgene,
patients in the AADC clinical trials for the recently EMA-approved medication, Upstaza,
experienced dyskinesia after treatment. This was temporary and resolved over time [20].

2.1.5. Immune Response Associated with Direct Intraparenchymal Injection

While the CNS has been described as a relatively immune-privileged site, direct intra-
parenchymal injection of AAV vectors may result in significant systemic biodistribution,
depending on the dose, accompanied by systemic immune responses. While known inter-
actions of AAV with toll receptors and other pattern recognition receptors would lead one
to predict localized innate immune responses as well, such responses have generally been
mild or even subclinical.

However, adaptive immune responses to AAV after intraparenchymal injection of
AAV have been documented [33,64]. The development of anti-AAV antibodies after vector
delivery, while observed in several studies, is not necessarily problematic since vector re-
dosing is generally not necessary given the long-term persistence of AAV vector expression
in non-dividing cells of the CNS. The presence of effector T cell responses against AAV
capsids has been observed as well. These may be accompanied by modest elevations of
liver enzymes and are generally treatable with systemic corticosteroids [65–68].

2.2. Intravenous (IV) Delivery

The intravenous delivery (IV) delivery of AAV to cross the BBB was not thought to be
feasible prior to the discovery that the AAV9-based vectors possessed some ability to cross
the BBB [12]. AAV9 vector efficiency at penetrating the BBB has proven to be sufficient for
the delivery of the SMN1 gene to lower motor neurons in spinal muscular atrophy type 1,
leading to the FDA approval of the AAV9-SMN1 vector, Zolgensma [13]. Although delivery
to the CNS directly seems intuitive, systemic delivery may be more effective at widespread
transduction of the CNS and other peripheral organs. This has been exemplified in the
groundbreaking clinical trial for spinal muscular atrophy (SMA), where Onasemnogene
abeparvovec, also known as Zolgensma, is delivered IV and crosses the blood–brain barrier.
Zolgensma is a gene therapy that was recently approved in 2019 by the US Food and Drug
Administration as a treatment for SMA in pediatric patients (<2 years old). Zolgensma
consists of a single-dose, intravenous infusion of a self-complementary adeno-associated
vector 9 (AAV9) that crosses the blood–brain barrier and delivers a functional copy of the
SMN1 gene under the control of the cytomegalovirus (CMV) enhancer/chicken-β-actin-
hybrid promoter (CB).

Although intravenous AAV9 is efficacious for gene transfer, the doses required for
delivery to the central nervous system and for bypassing the central nervous system are
very high, at or exceeding 1 × 1014 vg/kg. This is because the vast majority of IV AAV
genomes are distributed to the liver and other organs rather than to the CNS. The major
biodistribution of AAV to organs outside the CNS leads, in a small subset of patients, to
clinically significant hepatotoxicity, thrombocytopenia with or without thrombotic microan-
giopathy (TMA) or cardiac toxicity [68–74]. In addition to these considerations, IV AAV
gene therapy may be inhibited by pre-existing neutralizing antibodies which, therefore,
may exclude certain patients from being eligible to receive the therapy. Zolgensma high-
lighted the potential of AAV-mediated gene therapy to cross the blood–brain barrier and
paved the way for other clinical trials. Unfortunately, high-dose systemic therapy (i.e.,
3 × 1014 GC/kg) for neuromuscular diseases like X-linked myotubular myopathy [75] or
early clinical trials for SMA have proven that very high doses can cause hepatotoxicity and
death. Even with Zolgensma, which was approved in 2019, data revealed that there are
dose-limiting toxicities, including hepatotoxicity [72].

Canavan Disease (CD) is a leukodystrophy caused by mutations in aspartate acylase
(ASPA), which cause excessive buildup of N-acetyl aspartic acid in the brain parenchyma.
This leads to brain edema and abnormal myelination. CD was an example of AAV applica-
tion in the human brain. Although initially thought to be best treated with direct injection
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into several regions of white matter parenchyma, CD has been recently successfully treated
using the IV route alone (CANaspire Trial, NCT04998396). The first proof-of-concept intra-
parenchymal delivery of AAV2-ASPA performed for CD was in two children by Leone et al.
in 2002 but it was not until 2012 when a follow-up study demonstrated some success in
disease stabilization and slowed progression of brain atrophy and seizures [23]. Impor-
tantly, there were no adverse events associated with the direct brain injections of vector,
and this paved the way for future intracerebral injections for gene therapy. Subsequent
preclinical data utilizing a mouse model of CD showed that ASPA gene replacement pro-
vided phenotypic rescue when using a capsid that is systemically delivered and crosses
the blood–brain barrier: AAV9 [76]. Currently, a clinical trial is investigating the systemic
delivery of AAV9-ASPA under the control of a ubiquitous promoter to restore ASPA expres-
sion in both neuronal and non-neuronal cell types (NCT04998396). To better understand
whether a dual delivery method enhances the efficacy of AAV9-CB6-ASPA, a 2-year-old
child with Canavan disease was treated with IV and ICV delivery in an expanded access
trial. The results showed that the child had remyelination in the CNS, restoration of visual
function, neurodevelopmental improvement and reduction in N-acetytalaspartate (NAA)
accumulation at 4 years after dosing. The authors concluded that the combination of
dual routes of therapy with immune suppression can improve therapeutic outcomes by
increasing vector distribution [77].

2.2.1. Biodistribution of AAV Delivery

In 2023, Gray et al. [78] published a comprehensive review of the biodistribution
of AAV gene therapy in the CNS. They analyzed the preclinical studies of AAV gene
therapy biodistribution following cerebrospinal fluid delivery (intracerebroventricular,
intra-cisterna magna, and intrathecal lumbar). They concluded that the current preclinical
literature varies greatly in the reported biodistribution of AAV following administration in
the CSF. This variability, the authors postulated, was due to differences in the animal model
used, vector serotype used, method used to detect biodistribution, route of administration,
and dose. In terms of detecting biodistribution, methods for its evaluation include vector
copy number and should also report details of the empty:full capsid ratio and quality of
the encapsidated genome.

2.2.2. Immune Response Associated with IV Delivery of AAV

The immune response to adeno-associated virus (AAV) vectors can have significant
implications for the success of gene therapy and other AAV-based treatments. AAV vectors
are derived from a benign virus, but they can still trigger an immune response. The immune
response to AAV can be categorized into two main components: the innate immune
response and the adaptive immune response. The innate immune response is comprised
of the inflammatory response and complement activation. Upon administration of AAV
vectors, the body’s innate immune system may recognize the foreign viral particles via
interactions of AAV capsid and AAV vector DNA with TLR9 and other pattern recognition
receptors and may respond with an inflammatory reaction. This can involve the release of
proinflammatory cytokines and activation of immune cells like macrophages and dendritic
cells. One strategy that has been used to reduce such toxicity is the elimination of CpG
sequences within the vector genome [79].

The complement system may be a part of the innate immune response and may become
activated in response to AAV vectors. This can lead to the elimination of AAV particles and
to other systemic toxicities, including thrombocytopenia and endothelial injury. For these
reasons, it is important to assess the patient’s baseline neutralizing antibody levels prior to
enrollment in gene therapy clinical trials.

The adaptive immune system can generate either antibodies or cytotoxic T cell re-
sponses, which may be directed against AAV capsid proteins and transgene proteins. These
antibodies can neutralize AAV vectors, preventing them from effectively delivering thera-
peutic genes to target cells. AAV-specific T cells may recognize and target AAV-infected
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cells. This T-cell response can be both cellular (CD8+ cytotoxic T cells) and humoral
(CD4+ helper T cells). In some cases, a strong T-cell response can result in the clearance of
AAV-transduced cells [67,71].

Tissue macrophages of the liver, known as Kupffer cells, can present the new transgene
protein to either B or T cells. The therapeutic effect of the desired transgene protein may be
eliminated by either developing antibodies to the transgene protein or by using cytotoxic T
cells to remove the transduced cells [80,81]. Anti-capsid cytotoxic T-cell-mediated destruc-
tion of transduced hepatocytes in the clinical setting may be mitigated with prophylactic or
on-demand immunosuppression [67].

2.2.3. Clinical Toxicity Associated with IV Delivery of AAV

Preclinical studies have suggested that cell-mediated immunity directed against the
AAV capsid plays an important role in the safety and efficacy of AAV gene transfer in
humans. Immune responses have been observed in AAV vector clinical trials across different
neuromuscular diseases (e.g., SMA, Duchenne muscular dystrophy, myotubular myopathy).

The intravenous delivery of AAV vectors carries the risk of hepatotoxicity. This
may be represented by elevation of liver enzymes (alanine aminotransferase, aspartate
aminotransferase or γ-glutamyl transferase). Thus far, hepatotoxicity has resulted in the
tragic death of eight patients treated with AAV gene therapy, including four patients treated
for X-linked myotubular myopathy and four patients treated for spinal muscular atrophy.

X-linked myotubular myopathy is a defect in the MTM1 gene that causes skeletal mus-
cle weakness in 80% of affected boys, and without intervention, greater than 50% of these
children will die within the first 18 months of life. The ASPIRO trial enrolled 24 boys with
X-linked myotubular myopathy who were on mechanical ventilatory support for treatment
with an AAV8 delivering the human MTM1 transgene (1.3–3 × 1014 vg/kg). Unfortunately,
four of these patients died, and all deaths were associated with severe cholestatic liver
injury [82,83]. The relationship of the toxicity to vector administration remains unclear but
appears to relate to pre-existing hepatobiliary disease in these patients [84].

Clinical trials for spinal muscular atrophy (SMA) have demonstrated clear evidence of
clinically meaningful efficacy following IV administration of onasemnogeneab eparvovec
(Zolgensma—1.1 × 1014 vg/kg) in spinal muscular atrophy; however, there were also four
deaths reported in the 5–6-week post-marketing stage [85]. The FDA has also issued a black
box warning for serious liver injury and acute liver failure for its use and recommended a
30-day course of prophylactic prednisolone beginning just prior to treatment (https://www.
fda.gov/media/126109/download, accessed on 30 November 2023). Chand et al. in the
Journal of Hepatology analyzed 325 patients with SMA in five clinical trials and found that
90 of 100 patients had elevated alanine aminotransferase, and or aspartate aminotransferase
and or bilirubin concentrations. Of these, 34% had liver-associated adverse events, and two
patients had serious acute liver injury. All of the patients were treated with prednisolone
for 60–120 days, and the liver injury resolved [68]. In addition, cardiac toxicity, manifested
by high troponin levels, has also been noted with this vector.

Two new AAV-related immunotoxicities emerged in the last few years. These included
dorsal route ganglia toxicity and a syndrome of thrombocytopenia, hepatic and renal toxic-
ity, referred to as thrombotic microangiopathy [86]. Dorsal root ganglia toxicity is discussed
below, specifically in relation to intrathecal delivery. Thrombotic microangiopathy (TMA)
has been reported in a few cases treated with Zolgensma [73,74]. TMA, with complement
activation, has also been reported in cases of AAV9-based gene therapy for Duchenne
muscular dystrophy and Danon disease [74]. The patient with Danon disease developed
TMA, but this resolved with supportive treatment, including transient hemodialysis [87]. It
should also be noted that thrombocytopenia, or at least a drop from baseline platelet counts,
has been seen frequently, including in patients where there is no evidence of complement
activation or other aspects of TMA.

Acute lung injury, which presented as capillary leak syndrome, was also observed
in one case of Duchene Muscular Dystrophy (DMD) reported in NEJM after the systemic

https://www.fda.gov/media/126109/download
https://www.fda.gov/media/126109/download
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administration of an AAV9 vector expressing VP64 (transcription activation domain)-fused
dead Staphylococcus aureus Cas9 (dCas9-VP64) from the muscle-specific CK8e promoter,
and a gRNA targeting the cortical promoter of the DMD gene [88].

2.3. Delivery to the Cerebrospinal Fluid (CSF)

Stereotactic intracerebroventricular (ICV), intracisternal magna (ICM) and intrathecal
(IT) injections to deliver AAV via the cerebrospinal fluid (CSF) for widespread distribution
to the CNS are currently being investigated in clinical trials. Although these approaches
may be advantageous for diseases with widespread CNS pathology, the CSF-brain barrier
is still a challenge for parenchymal transduction. The presence of tight junctions between
ependymal cells in the ventricle is a significant barrier for some AAV serotypes, which must
pass through these cells from the ventricle to have intraparenchymal spread. Interestingly,
Chakrabarty et al. found that not only are there differences in capsid serotype transduction
of the CNS, but there are cell-type differences (neurons versus glial cell) in the transduction
profile of an ICV injection carried out in mice at postnatal day 0 (p0) when compared to
post natal day 1 or 2 (P1–P2) [89]. Whether this is due to structural changes in the postnatal
brain or differential expression of receptors on the surface of cells depending on age is
largely unknown.

One might assume that an injection into the human CSF, whether ICV, ICM or IT,
yields the same transduction profile. Historically, the flow of CSF has been known to be
unidirectional: CSF produced by choroid plexus mainly in the lateral ventricles travels
into the third ventricle, through the cerebral aqueduct, into the foramina of Magendie and
Luschka into the cerebral cisterns and subarachnoid spaces or out the central canal and into
the lumbar intrathecal space, and this flow is largely mediated by cilia in the ependymal
lining of ventricles. This concept has been challenged by several scientists who claim that
CSF flow is through the brain interstitium itself and the so-called “glymphatic system”.
Nedergaard et al. showed via in vivo two-photon imaging of small fluorescent tracers that
CSF enters the brain parenchyma along paravascular spaces that surround penetrating
arteries and that brain interstitial fluid is cleared along paravenous drainage pathways.
They also showed that ventricular CSF minimally enters the brain parenchyma whereas
subarachnoid CSF rapidly enters the brain parenchyma [90,91]. It is, therefore, probable
that the delivery of gene therapy into the CSF, whether by the ventricle, cisterna magna or
the lumbar intrathecal space, may yield differing results.

Whether there is a difference in transduction when an AAV capsid containing trans-
gene is administered via ICV, ICM or IT was studied by Hinderer et al. In 2014, they
showed that an AAV9 injection into the cisterna magna of a non-human primate (NHP) was
100-fold more efficient at transducing the brain and a 10-fold more efficient at transducing
the spinal cord when compared to lumbar intrathecal delivery [92]. In a different study,
Hinderer et al. demonstrated that an AAV9-GFP injection (1.8 × 1013 in 1 mL) into the
cisterna magna could effectively target the entire brain, as demonstrated by widespread
GFP staining but predominantly the cerebellum, brainstem and spinal cord. Similarly, a
unilateral injection in the ventricle (n = 3) causes widespread transduction of the bilateral
brain, however, a cisternal injection (n = 3) has greater transduction of the spinal cord [93].
The team noted that one of the dogs did not survive the ICV injection and that this was
due to a T cell-mediated immune response to the transgene (GFP) at the site of injection.
Additional histological evaluation revealed that after ICV injection, there are areas of severe
lymphocytic inflammation in the region of the injection site, whereas the ICM injection
did not have this associated toxicity due to the fact that one does not need to trespass
parenchyma to deliver to the cisterna magna. Altogether, this preclinical evidence suggests
that ICM and ICV routes of delivery are both promising alternatives to direct parenchymal
injection for broad CNS transduction. There are concerns regarding the risks of direct
cisterna magna puncture in humans due to the proximity of critical structures in this area,
such as the brainstem and upper cervical cord. To overcome this concern, the cisterna
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magna can be accessed via a lumbar access site using an endovascular SL-10 catheter to
advance the catheter to the cisterna magna, as demonstrated by Taghian et al. [94].

2.3.1. Lumbar Intrathecal (IT) Delivery

Intrathecal delivery involves delivering the AAV vector directly into the cerebrospinal
fluid (CSF) through a lumbar puncture. Intrathecal delivery enables the AAV to target the
central nervous system (CNS) and treat neurological disorders, such as spinal muscular
atrophy or certain types of lysosomal storage diseases.

Several current clinical trials use intrathecal routes of delivery for CNS penetration.
These include, Alzheimer’s disease (NCT03634007), Giant axonal neuropathy (NCT02362438),
Batten Disease [CLN3—NCT0377052, CLN6—NCT02725580, CLN7—NCT04737460], GM2
(NCT04669535), SMA2 (NCT03381729 & NCT05089656) and IGHMBP2-related diseases
(NCT05152823).

The challenge with these methods of delivery is again widespread delivery to the
entire CNS, which is limited by the CSF brain barrier.

2.3.2. Intracerebroventricular (ICV) Delivery

Access to the cerebral ventricles, which can be performed with or without stereotactic
guidance, is a relatively common neurosurgical procedure. Clinical trials currently investi-
gating its use are those in Canavan disease (NCT04833907) and MPS II (NCT04571970).

2.3.3. Cisterna Magna (CM) Delivery

The cisterna magna is a large chamber or cistern that bathes the cerebellum and brain-
stem. It has historically been used as a method for delivery to the spinal fluid in animals,
but due to the proximity of the cisterna magna to vital structures such as the brainstem, it is
not the preferred method of delivery in humans. Taghian et al. reported the development
of a gene therapy delivery method to the cisterna magna through the adaptation of an
intravascular microcatheter, which can be safely navigated intrathecally under fluoroscopic
guidance [94]. The team reported the safety, reproducibility, and distribution/transduction
of this method in sheep using a scAAV9-GFP vector. This technique was used to treat
two Tay-Sachs disease patients with AAV gene therapy [33,94]. No adverse effects were
observed during infusion or post-treatment. This delivery technique is a safe and min-
imally invasive alternative to direct infusion into the cisterna magna, achieving broad
distribution of AAV gene transfer to mainly the cerebellum and spinal cord but also distant
cortical areas.

Current clinical trials that are using an ICM delivery route include Frontotemporal
Dementia-GRN (NCT04408625 and NCT04408625), Parkinson’s disease-GBA1 (NCT04127578),
Gaucher disease (NCT04411654), GM1 (NCT04713475), GM2 (NCT04669535), Krabbe
disease (NCT04771416), MPS I (NCT03580083), and MPS II (NCT03566043).

2.3.4. Toxicity

The main toxicity associated with delivery to the CSF or intrathecal delivery is dorsal
root ganglia (DRG) toxicity. Although only described once in a human [34], dorsal root
ganglia toxicity has been repeatedly found in animal models [93]. Wilson et al. studied
the presence and degree of DRG pathology in animals treated with a wide variety of
capsids. They found that all five capsids and all five promoters tested had some degree of
DRG pathology in non-human primates (NHPs). Additionally, there was DRG pathology
associated with 20 different transgenes that were tested. They showed that DRG pathol-
ogy is almost universal in all NHPs tested. The team postulated that this is because of
toxicity mediated by transgene overexpression. However, the pathologic changes were
microscopic, and the animals did not display clinical signs. The incorporation of sensi-
tive techniques such as nerve conduction velocity testing was, however, able to pick up
peripheral sensory neuropathy.
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The first in-human case of possible DRG toxicity was reported by Brown et al. after
using an intrathecal delivery of AAV containing a microRNA to suppress SOD1, the
pathologic gene in familial amyotrophic lateral sclerosis (ALS). Three weeks after the
infusion, the patient had transient tingling in both hands, and 1 week later, he reported
having a feeling of painful “electric shocks” in his left foot. Cerebrospinal fluid analysis
revealed pleocytosis with high protein (23 white cells and a protein level of 342 mg/dL).
Simultaneously, the patient had an elevation in hepatic aminotransferases. EMG analysis at
10 weeks revealed absent or reduced sensory nerve potentials, and MRI at 16 weeks post-
infusion showed enhancement in the cauda equina and some DRGs. High-dose steroids
were used for treatment, and over the course of several weeks, the pain in the patient’s left
foot lessened [34].

3. Summary and Analysis

Gene therapy utilizing viral vectors continues to hold promise for the treatment of
neurological disorders, as evidenced by the U.S. Food and Drug Administration (FDA) or
European Medical Agency (EMA) approvals of AAV-mediated gene therapy for Luxturna
(FDA), Zolgensma (FDA), and Upstaza (EMA). As viral vectors continue to be modified
and optimized for delivery to the cells of the central nervous system, it is important to
strictly uphold parameters for safety and efficacy.

We presented here an analysis of the delivery methods for AAV-mediated gene ther-
apy in completed and ongoing clinical trials. The delivery routes analyzed were direct
intraparenchymal (IP), intracerebroventricular (ICV), intra-cisterna magna (CM), lumbar
intrathecal (IT), and intravenous (IV). The results demonstrated that the dose used in
these routes varies dramatically. The average total doses used were calculated and were
1.03 × 1013 for IP, 5.00 × 1013 for ICV, 1.26 × 1014 for CM, and 3.14 × 1014 for IT delivery
(Figure 2). The dose for IV delivery varies by patient weight and is 1.13 × 1015 IV for a
10 kg infant. Toxicities associated with IP delivery have included vector overexpression
in the brain and seizures. A concerning form of toxicity associated with delivery to the
CSF (IT or CM), although more commonly observed in animals rather than humans, is
dorsal root ganglia toxicity. All forms of delivery can be associated with systemic toxicity,
as seen most prominently in the liver, especially with IV delivery. Additionally, intravenous
delivery has been associated with thrombocytopenia and thrombotic microangiopathy. All
forms of administration of AAV have been linked to a host immune response, whether by
the innate immune system, antibody-mediated response, or, more commonly, an adaptive
T cell response to the viral capsid. It remains important to screen patients for neutralizing
antibodies to the viral capsid and to prophylactically immunosuppress patients utilizing
both corticosteroids and B and T cell depletion medications prior to gene therapy.

As with any other therapy, AAV gene therapy for CNS disorders requires a balance
of safety and efficacy concerns. The specific procedures associated with each route of
delivery vary in their degree of risk, with the more direct and invasive procedures incurring
more procedural risk than IV administration. Conversely, the dose of vector required to
achieve therapeutic effect is much higher with IV administration, which has the potential
to increase systemic exposure and immune-related risks. Given this tradeoff, there is no
single best approach at the current time. Regardless of the route of delivery, the risk/benefit
relationship will be improved if vector potency can be improved, thereby allowing for
greater transgene expression for any given dose of vector. We expect that as vector platforms
continue to improve, this will enhance the risk-benefit balance for patients who are in need
of these potentially life-sustaining therapies.

4. Literature Review Methods

This review consisted of a literature search on Pubmed and a ClinicalTrials.gov search.
Keywords for both searches consisted of “adeno-associated virus” and “central nervous
system”. When possible, information was obtained from published literature. If the
published literature was not available, information was obtained from clinicaltrials.gov.
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Diseases that have been studied utilizing gene therapy in clinical trials include aro-
matic L-amino acid decarboxylase (AADC) Deficiency, Spinal Muscular Atrophy (SMA),
Alzheimer’s Disease, Parkinson’s Disease, Batten Disease or Neuronal Ceroid Lipofusci-
nosis (CLN2, CLN3, CLN6, CLN7), Canavan Disease, Huntington Disease, Metachromatic
Leukodystrophy (MLD), Frontotemporal Dementia (FTD), Mucopolysaccharidosis Type I
(MPS 1), Mucopolysaccharidosis Type II (MPSII), Mucopolysaccharidosis Type IIIa (MP-
SIIIa), Mucopolysaccharidosis Type IIIa (MPSIIIb), Multiple Systems Atrophy (MSA),
Tay-sachs and Sandhoff Diseases or GM2 gangliosidosis, Krabbe Disease, Amyotrophic Lat-
eral Sclerosis (ALS), and Duchene Muscular Dystrophy (DMD. These are further elucidated
in Table 1.

Author Contributions: R.D. and T.R.F. both together conceptualized, wrote, reviewed, and edited
the manuscript. R.D. created the figures. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Kotin, R.M.; Siniscalco, M.; Samulski, R.J.; Zhu, X.D.; Hunter, L.; Laughlin, C.A.; McLaughlin, S.; Muzyczka, N.; Rocchi, M.;

Berns, K.I. Site-Specific Integration by Adeno-Associated Virus. Proc. Natl. Acad. Sci. USA 1990, 87, 2211–2215. [CrossRef]
2. Tatschin, J.-D.; West, M.H.P.; Sandbank, T.; Carter, B.J. A Human Parvovirus, Adeno-Associated Virus, as a Eucaryotic Vector:

Transient Expression and Encapsidation of the Procaryotic Gene for Chloramphenicol Acetyltransferase. Mol. Cell. Biol. 1984, 4,
2072–2081. [CrossRef]

3. Hermonat, P.L.; Muzyczka, N. Use of Adeno-Associated Virus as a Mammalian DNA Cloning Vector: Transduction of Neomycin
Resistance into Mammalian Tissue Culture Cells. Proc. Natl. Acad. Sci. USA 1984, 81, 6466–6470. [CrossRef]

4. Flotte, T.R.; Afione, S.A.; Conrad, C.; McGrath, S.A.; Solow, R.; Oka, H.; Zeitlin, P.L.; Guggino, W.B.; Carter, B.J. Stable in Vivo
Expression of the Cystic Fibrosis Transmembrane Conductance Regulator with an Adeno-Associated Virus Vector. Proc. Natl.
Acad. Sci. USA 1993, 90, 10613–10617. [CrossRef]

5. Afione, S.A.; Conrad, C.K.; Kearns, W.G.; Chunduru, S.; Adams, R.; Reynolds, T.C.; Guggino, W.B.; Cutting, G.R.; Carter, B.J.;
Flotte, T.R. In Vivo Model of Adeno-Associated Virus Vector Persistence and Rescue. J. Virol. 1996, 70, 3235–3241. [CrossRef]

6. Kaplitt, M.G.; Leone, P.; Samulski, R.J.; Xiao, X.; Pfaff, D.W.; O’Malley, K.L.; During, M.J. Long-Term Gene Expression and
Phenotypic Correction Using Adeno-Associated Virus Vectors in the Mammalian Brain. Nat. Genet. 1994, 8, 148–154. [CrossRef]

7. Kessler, P.D.; Podsakoff, G.M.; Chen, X.; McQuiston, S.A.; Colosi, P.C.; Matelis, L.A.; Kurtzman, G.J.; Byrne, B.J. Gene Delivery to
Skeletal Muscle Results in Sustained Expression and Systemic Delivery of a Therapeutic Protein. Proc. Natl. Acad. Sci. USA 1996,
93, 14082–14087. [CrossRef]

8. Rabinowitz, J.E.; Rolling, F.; Li, C.; Conrath, H.; Xiao, W.; Xiao, X.; Samulski, R.J. Cross-Packaging of a Single Adeno-Associated
Virus (AAV) Type 2 Vector Genome into Multiple AAV Serotypes Enables Transduction with Broad Specificity. J. Virol. 2001, 76,
791–801. [CrossRef]

9. Gao, G.; Alvira, M.R.; Somanathan, S.; Lu, Y.; Vandenberghe, L.H.; Rux, J.J.; Calcedo, R.; Sanmiguel, J.; Abbas, Z.; Wilson, J.M.
Adeno-Associated Viruses Undergo Substantial Evolution in Primates during Natural Infections. Proc. Natl. Acad. Sci. USA 2003,
100, 6081–6086. [CrossRef]

10. Gao, G.-P.; Alvira, M.R.; Wang, L.; Calcedo, R.; Johnston, J.; Wilson, J.M. Novel Adeno-Associated Viruses from Rhesus Monkeys
as Vectors for Human Gene Therapy. Proc. Natl. Acad. Sci. USA 2002, 99, 11854–11859. [CrossRef] [PubMed]

11. Foust, K.D.; Poirier, A.; Pacak, C.A.; Mandel, R.J.; Flotte, T.R. Neonatal Intraperitoneal or Intravenous Injections of Recombinant
Adeno-Associated Virus Type 8 Transduce Dorsal Root Ganglia and Lower Motor Neurons. Hum. Gene Ther. 2008, 19, 61–70.
[CrossRef]

12. Foust, K.D.; Nurre, E.; Montgomery, C.L.; Hernandez, A.; Chan, C.M.; Kaspar, B.K. Intravascular AAV9 Preferentially Targets
Neonatal Neurons and Adult Astrocytes. Nat. Biotechnol. 2009, 27, 59–65. [CrossRef]

13. Mendell, J.R.; Al-Zaidy, S.; Shell, R.; Arnold, W.D.; Rodino-Klapac, L.R.; Prior, T.W.; Lowes, L.; Alfano, L.; Berry, K.; Church, K.; et al.
Single-Dose Gene-Replacement Therapy for Spinal Muscular Atrophy. N. Engl. J. Med. 2017, 377, 1713–1722. [CrossRef]

14. Choudhury, S.R.; Hudry, E.; Maguire, C.A.; Sena-Esteves, M.; Breakefield, X.O.; Grandi, P. Viral Vectors for Therapy of Neurologic
Diseases. Neuropharmacology 2017, 120, 63–80. [CrossRef]

15. Hudry, E.; Vandenberghe, L.H. Therapeutic AAV Gene Transfer to the Nervous System: A Clinical Reality. Neuron 2019, 101,
839–862. [CrossRef]

16. Ramirez, S.H.; Hale, J.F.; McCarthy, S.; Cardenas, C.L.L.; Dona, K.N.U.G.; Hanlon, K.S.; Hudry, E.; Cruz, D.D.L.; Ng, C.; Das, S.; et al.
An Engineered Adeno-Associated Virus Capsid Mediates Efficient Transduction of Pericytes and Smooth Muscle Cells of the
Brain Vasculature. Hum. Gene Ther. 2023, 34, 682–696. [CrossRef]

https://doi.org/10.1073/pnas.87.6.2211
https://doi.org/10.1128/mcb.4.10.2072-2081.1984
https://doi.org/10.1073/pnas.81.20.6466
https://doi.org/10.1073/pnas.90.22.10613
https://doi.org/10.1128/jvi.70.5.3235-3241.1996
https://doi.org/10.1038/ng1094-148
https://doi.org/10.1073/pnas.93.24.14082
https://doi.org/10.1128/JVI.76.2.791-801.2002
https://doi.org/10.1073/pnas.0937739100
https://doi.org/10.1073/pnas.182412299
https://www.ncbi.nlm.nih.gov/pubmed/12192090
https://doi.org/10.1089/hum.2007.093
https://doi.org/10.1038/nbt.1515
https://doi.org/10.1056/NEJMoa1706198
https://doi.org/10.1016/j.neuropharm.2016.02.013
https://doi.org/10.1016/j.neuron.2019.02.017
https://doi.org/10.1089/hum.2022.211


Int. J. Mol. Sci. 2024, 25, 1050 16 of 19

17. Kimura, S.; Harashima, H. Current Status and Challenges Associated with CNS-Targeted Gene Delivery across the BBB.
Pharmaceutics 2020, 12, 1216. [CrossRef]

18. Keep, R.F.; Jones, H.C.; Hamilton, M.G.; Drewes, L.R. A Year in Review: Brain Barriers and Brain Fluids Research in 2022. Fluids
Barriers CNS 2023, 20, 30. [CrossRef]

19. Pearson, T.S.; Gupta, N.; Sebastian, W.S.; Imamura-Ching, J.; Viehoever, A.; Grijalvo-Perez, A.; Fay, A.J.; Seth, N.; Lundy, S.M.;
Seo, Y.; et al. Gene Therapy for Aromatic L-Amino Acid Decarboxylase Deficiency by MR-Guided Direct Delivery of AAV2-AADC
to Midbrain Dopaminergic Neurons. Nat. Commun. 2021, 12, 4251. [CrossRef]

20. Kojima, K.; Nakajima, T.; Taga, N.; Miyauchi, A.; Kato, M.; Matsumoto, A.; Ikeda, T.; Nakamura, K.; Kubota, T.; Mizukami, H.; et al.
Gene Therapy Improves Motor and Mental Function of Aromatic L-Amino Acid Decarboxylase Deficiency. Brain 2019, 142,
322–333. [CrossRef] [PubMed]

21. Rafii, M.S.; Tuszynski, M.H.; Thomas, R.G.; Barba, D.; Brewer, J.B.; Rissman, R.A.; Siffert, J.; Aisen, P.S.; Team, A.-N.S. Adeno-
Associated Viral Vector (Serotype 2)–Nerve Growth Factor for Patients with Alzheimer Disease: A Randomized Clinical Trial.
JAMA Neurol. 2018, 75, 834. [CrossRef]

22. Worgall, S.; Sondhi, D.; Hackett, N.R.; Kosofsky, B.; Kekatpure, M.V.; Neyzi, N.; Dyke, J.P.; Ballon, D.; Heier, L.; Greenwald, B.M.;
et al. Treatment of Late Infantile Neuronal Ceroid Lipofuscinosis by CNS Administration of a Serotype 2 Adeno-Associated Virus
Expressing CLN2 CDNA. Hum. Gene Ther. 2008, 19, 463–474. [CrossRef]

23. Leone, P.; Shera, D.; McPhee, S.W.; Francis, J.S.; Kolodny, E.H.; Bilaniuk, L.T.; Wang, D.J.; Assadi, M.; Goldfarb, O.;
Goldman, H.W.; et al. Long-term follow-up after gene therapy for canavan disease. Sci. Transl. Med. 2012, 4, 165ra163. [CrossRef]

24. Thomson, S.B.; Stam, A.; Brouwers, C.; Fodale, V.; Bresciani, A.; Vermeulen, M.; Mostafavi, S.; Petkau, T.L.; Hill, A.; Yung, A.; et al.
AAV5-MiHTT-Mediated Huntingtin Lowering Improves Brain Health in a Huntington’s Disease Mouse Model. Brain 2022, 146,
2298–2315. [CrossRef]

25. Tardieu, M.; Zérah, M.; Husson, B.; de Bournonville, S.; Deiva, K.; Adamsbaum, C.; Vincent, F.; Hocquemiller, M.; Broissand, C.;
Furlan, V.; et al. Intracerebral Administration of Adeno-Associated Viral Vector Serotype Rh.10 Carrying Human SGSH and
SUMF1 CDNAs in Children with Mucopolysaccharidosis Type IIIA Disease: Results of a Phase I/II Trial. Hum. Gene Ther. 2014,
25, 506–516. [CrossRef]

26. Christine, C.W.; Starr, P.A.; Larson, P.S.; Eberling, J.L.; Jagust, W.J.; Hawkins, R.A.; VanBrocklin, H.F.; Wright, J.F.; Bankiewicz, K.S.;
Aminoff, M.J. Safety and Tolerability of Putaminal AADC Gene Therapy for Parkinson Disease. Neurology 2009, 73, 1662–1669.
[CrossRef] [PubMed]

27. Eberling, J.L.; Jagust, W.J.; Christine, C.W.; Starr, P.; Larson, P.; Bankiewicz, K.S.; Aminoff, M.J. Results from a Phase I Safety Trial
of HAADC Gene Therapy for Parkinson Disease. Neurology 2008, 70, 1980–1983. [CrossRef]

28. Kaplitt, M.G.; Feigin, A.; Tang, C.; Fitzsimons, H.L.; Mattis, P.; Lawlor, P.A.; Bland, R.J.; Young, D.; Strybing, K.; Eidelberg, D.; et al.
Safety and Tolerability of Gene Therapy with an Adeno-Associated Virus (AAV) Borne GAD Gene for Parkinson’s Disease:
An Open Label, Phase I Trial. Lancet 2007, 369, 2097–2105. [CrossRef]

29. Mahato, A.K.; Sidorova, Y.A. Glial Cell Line-Derived Neurotrophic Factors (GFLs) and Small Molecules Targeting RET Receptor
for the Treatment of Pain and Parkinson’s Disease. Cell Tissue Res. 2020, 382, 147–160. [CrossRef]

30. Lang, A.E.; Gill, S.; Patel, N.K.; Lozano, A.; Nutt, J.G.; Penn, R.; Brooks, D.J.; Hotton, G.; Moro, E.; Heywood, P.; et al. Randomized
Controlled Trial of Intraputamenal Glial Cell Line–Derived Neurotrophic Factor Infusion in Parkinson Disease. Ann. Neurol. 2006,
59, 459–466. [CrossRef]

31. Marks, W.J.; Bartus, R.T.; Siffert, J.; Davis, C.S.; Lozano, A.; Boulis, N.; Vitek, J.; Stacy, M.; Turner, D.; Verhagen, L.; et al. Gene
Delivery of AAV2-Neurturin for Parkinson’s Disease: A Double-Blind, Randomised, Controlled Trial. Lancet Neurol. 2010, 9,
1164–1172. [CrossRef]

32. Bartus, R.T.; Baumann, T.L.; Siffert, J.; Herzog, C.D.; Alterman, R.; Boulis, N.; Turner, D.A.; Stacy, M.; Lang, A.E.; Lozano, A.M.; et al.
Safety/Feasibility of Targeting the Substantia Nigra with AAV2-Neurturin in Parkinson Patients. Neurology 2013, 80, 1698–1701.
[CrossRef]

33. Flotte, T.R.; Cataltepe, O.; Puri, A.; Batista, A.R.; Moser, R.; McKenna-Yasek, D.; Douthwright, C.; Gernoux, G.; Blackwood, M.;
Mueller, C.; et al. AAV Gene Therapy for Tay-Sachs Disease. Nat. Med. 2022, 28, 251–259. [CrossRef]

34. Mueller, C.; Berry, J.D.; McKenna-Yasek, D.M.; Gernoux, G.; Owegi, M.A.; Pothier, L.M.; Douthwright, C.L.; Gelevski, D.;
Luppino, S.D.; Blackwood, M.; et al. SOD1 Suppression with Adeno-Associated Virus and MicroRNA in Familial ALS. N. Engl. J.
Med. 2020, 383, 151–158. [CrossRef] [PubMed]

35. Finkel, R.S.; Darras, B.T.; Mendell, J.R.; Day, J.W.; Kuntz, N.L.; Connolly, A.M.; Zaidman, C.M.; Crawford, T.O.; Butterfield, R.J.;
Shieh, P.B.; et al. Intrathecal Onasemnogene Abeparvovec for Sitting, Nonambulatory Patients with Spinal Muscular Atrophy:
Phase I Ascending-Dose Study (STRONG). J. Neuromuscul. Dis. 2023, 10, 389–404. [CrossRef] [PubMed]

36. Bailey, R.M.; Armao, D.; Kalburgi, S.N.; Gray, S.J. Development of Intrathecal AAV9 Gene Therapy for Giant Axonal Neuropathy.
Mol. Ther.—Methods Clin. Dev. 2018, 9, 160–171. [CrossRef]

37. Al-Zaidy, S.A.; Kolb, S.J.; Lowes, L.; Alfano, L.N.; Shell, R.; Church, K.R.; Nagendran, S.; Sproule, D.M.; Feltner, D.E.; Wells, C.; et al.
AVXS-101 (Onasemnogene Abeparvovec) for SMA1: Comparative Study with a Prospective Natural History Cohort. J. Neuromuscul.
Dis. 2019, 6, 307–317. [CrossRef]

38. Hoy, S.M. Delandistrogene Moxeparvovec: First Approval. Drugs 2023, 83, 1323–1329. [CrossRef] [PubMed]

https://doi.org/10.3390/pharmaceutics12121216
https://doi.org/10.1186/s12987-023-00429-0
https://doi.org/10.1038/s41467-021-24524-8
https://doi.org/10.1093/brain/awy331
https://www.ncbi.nlm.nih.gov/pubmed/30689738
https://doi.org/10.1001/jamaneurol.2018.0233
https://doi.org/10.1089/hum.2008.022
https://doi.org/10.1126/scitranslmed.3003454
https://doi.org/10.1093/brain/awac458
https://doi.org/10.1089/hum.2013.238
https://doi.org/10.1212/WNL.0b013e3181c29356
https://www.ncbi.nlm.nih.gov/pubmed/19828868
https://doi.org/10.1212/01.wnl.0000312381.29287.ff
https://doi.org/10.1016/S0140-6736(07)60982-9
https://doi.org/10.1007/s00441-020-03227-4
https://doi.org/10.1002/ana.20737
https://doi.org/10.1016/S1474-4422(10)70254-4
https://doi.org/10.1212/WNL.0b013e3182904faa
https://doi.org/10.1038/s41591-021-01664-4
https://doi.org/10.1056/NEJMoa2005056
https://www.ncbi.nlm.nih.gov/pubmed/32640133
https://doi.org/10.3233/JND-221560
https://www.ncbi.nlm.nih.gov/pubmed/36911944
https://doi.org/10.1016/j.omtm.2018.02.005
https://doi.org/10.3233/JND-190403
https://doi.org/10.1007/s40265-023-01929-x
https://www.ncbi.nlm.nih.gov/pubmed/37566211


Int. J. Mol. Sci. 2024, 25, 1050 17 of 19

39. Souweidane, M.M.; Fraser, J.F.; Arkin, L.M.; Sondhi, D.; Hackett, N.R.; Kaminsky, S.M.; Heier, L.; Kosofsky, B.E.; Worgall, S.;
Crystal, R.G.; et al. Gene Therapy for Late Infantile Neuronal Ceroid Lipofuscinosis: Neurosurgical Considerations: Clinical
Article. J. Neurosurg. Pediatr. 2010, 6, 115–122. [CrossRef]

40. Salegio, E.A.; Samaranch, L.; Kells, A.P.; Mittermeyer, G.; Sebastian, W.S.; Zhou, S.; Beyer, J.; Forsayeth, J.; Bankiewicz, K.S.
Axonal Transport of Adeno-Associated Viral Vectors Is Serotype-Dependent. Gene Ther. 2013, 20, 348–352. [CrossRef]

41. Bradbury, A.M.; Peterson, T.A.; Gross, A.L.; Wells, S.Z.; McCurdy, V.J.; Wolfe, K.G.; Dennis, J.C.; Brunson, B.L.; Gray-Edwards, H.;
Randle, A.N.; et al. AAV-Mediated Gene Delivery Attenuates Neuroinflammation in Feline Sandhoff Disease. Neuroscience 2017,
340, 117–125. [CrossRef] [PubMed]

42. Gray-Edwards, H.L.; Randle, A.N.; Maitland, S.A.; Benatti, H.R.; Hubbard, S.M.; Canning, P.F.; Vogel, M.B.; Brunson, B.L.;
Hwang, M.; Ellis, L.E.; et al. Adeno-Associated Virus Gene Therapy in a Sheep Model of Tay–Sachs Disease. Hum. Gene Ther.
2018, 29, 312–326. [CrossRef]

43. Cearley, C.N.; Wolfe, J.H. A Single Injection of an Adeno-Associated Virus Vector into Nuclei with Divergent Connections Results
in Widespread Vector Distribution in the Brain and Global Correction of a Neurogenetic Disease. J. Neurosci. 2007, 27, 9928–9940.
[CrossRef] [PubMed]

44. Kells, A.P.; Hadaczek, P.; Yin, D.; Bringas, J.; Varenika, V.; Forsayeth, J.; Bankiewicz, K.S. Efficient Gene Therapy-Based Method
for the Delivery of Therapeutics to Primate Cortex. Proc. Natl. Acad. Sci. USA 2009, 106, 2407–2411. [CrossRef]

45. Gao, G.; Vandenberghe, L.H.; Alvira, M.R.; Lu, Y.; Calcedo, R.; Zhou, X.; Wilson, J.M. Clades of Adeno-Associated Viruses Are
Widely Disseminated in Human Tissues. J. Virol. 2004, 78, 6381–6388. [CrossRef]

46. Lonser, R.R.; Akhter, A.S.; Zabek, M.; Elder, J.B.; Bankiewicz, K.S. Direct Convective Delivery of Adeno-Associated Virus Gene
Therapy for Treatment of Neurological Disorders. J. Neurosurg. 2021, 134, 1751–1763. [CrossRef]

47. Sudhakar, V.; Naidoo, J.; Samaranch, L.; Bringas, J.R.; Lonser, R.R.; Fiandaca, M.S.; Bankiewicz, K.S. Infuse-as-You-Go Convective
Delivery to Enhance Coverage of Elongated Brain Targets: Technical Note. J. Neurosurg. 2020, 133, 530–537. [CrossRef]

48. Keam, S.J. Eladocagene Exuparvovec: First Approval. Drugs 2022, 82, 1427–1432. [CrossRef]
49. Hwu, W.-L.; Muramatsu, S.; Tseng, S.-H.; Tzen, K.-Y.; Lee, N.-C.; Chien, Y.-H.; Snyder, R.O.; Byrne, B.J.; Tai, C.-H.; Wu, R.-M.

Gene Therapy for Aromatic L-Amino Acid Decarboxylase Deficiency. Sci. Transl. Med. 2012, 4, 134ra61. [CrossRef] [PubMed]
50. Acsády, L. Organization of Thalamic Inputs. In The Thalamus; Halassa, M.M., Ed.; Cambridge University Press: Cambridge, UK,

2022; pp. 27–44. [CrossRef]
51. Baek, R.C.; Broekman, M.L.D.; Leroy, S.G.; Tierney, L.A.; Sandberg, M.A.; d’Azzo, A.; Seyfried, T.N.; Sena-Esteves, M. AAV-

Mediated Gene Delivery in Adult GM1-Gangliosidosis Mice Corrects Lysosomal Storage in CNS and Improves Survival. PLoS
ONE 2010, 5, e13468. [CrossRef]

52. Ohno, K.; Samaranch, L.; Hadaczek, P.; Bringas, J.R.; Allen, P.C.; Sudhakar, V.; Stockinger, D.E.; Snieckus, C.; Campagna, M.V.;
Sebastian, W.S.; et al. Kinetics and MR-Based Monitoring of AAV9 Vector Delivery into Cerebrospinal Fluid of Nonhuman
Primates. Mol. Ther.—Methods Clin. Dev. 2019, 13, 47–54. [CrossRef] [PubMed]

53. Rocco, M.T.; Akhter, A.S.; Ehrlich, D.J.; Scott, G.C.; Lungu, C.; Munjal, V.; Aquino, A.; Lonser, R.R.; Fiandaca, M.S.;
Hallett, M.; et al. Long-Term Safety of MRI-Guided Administration of AAV2-GDNF and Gadoteridol in the Putamen of
Individuals with Parkinson’s Disease. Mol. Ther. J. Am. Soc. Gene Ther. 2023, 30, 3632–3638. [CrossRef]

54. Bankiewicz, K.S.; Sudhakar, V.; Samaranch, L.; Sebastian, W.S.; Bringas, J.; Forsayeth, J. AAV Viral Vector Delivery to the Brain by
Shape-Conforming MR-Guided Infusions. J. Control. Release 2016, 240, 434–442. [CrossRef] [PubMed]

55. Teng, Q.; Federici, T.; Boulis, N.M. Gene Therapy of the Central Nervous System. In Gene Therapy of the Central Nervous System:
From Bench to Bedside; Section IV: Gene Therapy for Pain and Spinal Cord Diseases; Academic Press: Cambridge, MA, USA, 2006;
pp. 253–271. [CrossRef]

56. Castle, M.J.; Gershenson, Z.T.; Giles, A.R.; Holzbaur, E.L.F.; Wolfe, J.H. Adeno-Associated Virus Serotypes 1, 8, and 9 Share
Conserved Mechanisms for Anterograde and Retrograde Axonal Transport. Hum. Gene Ther. 2014, 25, 705–720. [CrossRef]
[PubMed]

57. Salegio, E.A.; Samaranch, L.; Kells, A.P.; Forsayeth, J.; Bankiewicz, K. Guided Delivery of Adeno-Associated Viral Vectors into the
Primate Brain. Adv. Drug Deliv. Rev. 2012, 64, 598–604. [CrossRef]

58. Castle, M.J.; Perlson, E.; Holzbaur, E.L.; Wolfe, J.H. Long-Distance Axonal Transport of AAV9 Is Driven by Dynein and Kinesin-2
and Is Trafficked in a Highly Motile Rab7-Positive Compartment. Mol. Ther. 2014, 22, 554–566. [CrossRef]

59. Castle, M.J.; Turunen, H.T.; Vandenberghe, L.H.; Wolfe, J.H. Controlling AAV Tropism in the Nervous System with Natural and
Engineered Capsids. Methods Mol. Biol. 2015, 1382, 133–149. [CrossRef]

60. Chen, F.; Vitry, S.; Hocquemiller, M.; Desmaris, N.; Ausseil, J.; Heard, J.-M. α-l-Iduronidase Transport in Neurites. Mol. Genet.
Metab. 2006, 87, 349–358. [CrossRef]

61. Leinekugel, P.; Michel, S.; Conzelmann, E.; Sandhoff, K. Quantitative Correlation between the Residual Activity of β-
Hexosaminidase A and Arylsulfatase A and the Severity of the Resulting Lysosomal Storage Disease. Hum. Genet. 1992, 88,
513–523. [CrossRef]

62. Bugiani, M.; Abbink, T.E.M.; Edridge, A.W.D.; Hoek, L.; Hillen, A.E.J.; Til, N.P.; Hu-A-Ng, G.V.; Breur, M.; Aiach, K.;
Drevot, P.; et al. Focal Lesions Following Intracerebral Gene Therapy for Mucopolysaccharidosis IIIA. Ann. Clin. Transl.
Neurol. 2023, 10, 904–917. [CrossRef]

https://doi.org/10.3171/2010.4.PEDS09507
https://doi.org/10.1038/gt.2012.27
https://doi.org/10.1016/j.neuroscience.2016.10.047
https://www.ncbi.nlm.nih.gov/pubmed/27793778
https://doi.org/10.1089/hum.2017.163
https://doi.org/10.1523/JNEUROSCI.2185-07.2007
https://www.ncbi.nlm.nih.gov/pubmed/17855607
https://doi.org/10.1073/pnas.0810682106
https://doi.org/10.1128/JVI.78.12.6381-6388.2004
https://doi.org/10.3171/2020.4.JNS20701
https://doi.org/10.3171/2019.4.JNS19826
https://doi.org/10.1007/s40265-022-01775-3
https://doi.org/10.1126/scitranslmed.3003640
https://www.ncbi.nlm.nih.gov/pubmed/22593174
https://doi.org/10.1017/9781108674287.003
https://doi.org/10.1371/journal.pone.0013468
https://doi.org/10.1016/j.omtm.2018.12.001
https://www.ncbi.nlm.nih.gov/pubmed/30666308
https://doi.org/10.1016/j.ymthe.2022.08.003
https://doi.org/10.1016/j.jconrel.2016.02.034
https://www.ncbi.nlm.nih.gov/pubmed/26924352
https://doi.org/10.1016/b978-012397632-1/50021-6
https://doi.org/10.1089/hum.2013.189
https://www.ncbi.nlm.nih.gov/pubmed/24694006
https://doi.org/10.1016/j.addr.2011.10.005
https://doi.org/10.1038/mt.2013.237
https://doi.org/10.1007/978-1-4939-3271-9_10
https://doi.org/10.1016/j.ymgme.2005.11.017
https://doi.org/10.1007/BF00219337
https://doi.org/10.1002/acn3.51772


Int. J. Mol. Sci. 2024, 25, 1050 18 of 19

63. Sevin, C.; Roujeau, T.; Cartier, N.; Baugnon, T.; Adamsbaum, C.; Piraud, M.; Martino, S.; Mouiller, P.; Couzinié, C.; Bellesme, C.; et al.
Intracerebral Gene Therapy in Children with Metachromatic Leukodystrophy: Results of a Phase I/II Trial. Mol. Genet. Metab.
2018, 123, S129. [CrossRef]

64. Gougeon, M.-L.; Poirier-Beaudouin, B.; Ausseil, J.; Zérah, M.; Artaud, C.; Heard, J.-M.; Deiva, K.; Tardieu, M. Cell-Mediated
Immunity to NAGLU Transgene Following Intracerebral Gene Therapy in Children with Mucopolysaccharidosis Type IIIB
Syndrome. Front. Immunol. 2021, 12, 655478. [CrossRef] [PubMed]

65. Mingozzi, F.; High, K.A. Immune Responses to AAV Vectors: Overcoming Barriers to Successful Gene Therapy. Blood 2013, 122,
23–36. [CrossRef] [PubMed]

66. Mendell, J.R.; Al-Zaidy, S.A.; Rodino-Klapac, L.R.; Goodspeed, K.; Gray, S.J.; Kay, C.N.; Boye, S.L.; Boye, S.E.; George, L.A.;
Salabarria, S.; et al. Current Clinical Applications of In Vivo Gene Therapy with AAVs. Mol. Ther. 2021, 29, 464–488. [CrossRef]

67. Nathwani, A.C.; Tuddenham, E.G.; Rangarajan, S.; Rosales, C.; McIntosh, J.; Linch, D.C.; Chowdary, P.; Riddell, A.; Pie, A.J.;
Harrington, C.; et al. Adenovirus-Associated Virus Vector–Mediated Gene Transfer in Hemophilia B. N. Engl. J. Med. 2011, 365,
2357–2365. [CrossRef]

68. Chand, D.; Mohr, F.; McMillan, H.; Tukov, F.F.; Montgomery, K.; Kleyn, A.; Sun, R.; Tauscher-Wisniewski, S.; Kaufmann, P.;
Kullak-Ublick, G. Hepatotoxicity Following Administration of Onasemnogene Abeparvovec (AVXS-101) for the Treatment of
Spinal Muscular Atrophy. J. Hepatol. 2021, 74, 560–566. [CrossRef]

69. Keeler, A.M.; Flotte, T.R. Recombinant Adeno-Associated Virus Gene Therapy in Light of Luxturna (and Zolgensma and Glybera):
Where Are We, and How Did We Get Here? Annu. Rev. Virol. 2019, 6, 601–621. [CrossRef]

70. Ertl, H.C.J. Immunogenicity and Toxicity of AAV Gene Therapy. Front. Immunol. 2022, 13, 975803. [CrossRef]
71. Arjomandnejad, M.; Dasgupta, I.; Flotte, T.R.; Keeler, A.M. Immunogenicity of Recombinant Adeno-Associated Virus (AAV)

Vectors for Gene Transfer. BioDrugs 2023, 37, 311–329. [CrossRef]
72. Ogbonmide, T.; Rathore, R.; Rangrej, S.B.; Hutchinson, S.; Lewis, M.; Ojilere, S.; Carvalho, V.; Kelly, I.; Ogbonmide, T.S. Gene

Therapy for Spinal Muscular Atrophy (SMA): A Review of Current Challenges and Safety Considerations for Onasemnogene
Abeparvovec (Zolgensma). Cureus 2023, 15, e36197. [CrossRef]

73. Chand, D.H.; Zaidman, C.; Arya, K.; Millner, R.; Farrar, M.A.; Mackie, F.E.; Goedeker, N.L.; Dharnidharka, V.R.; Dandamudi, R.;
Reyna, S.P. Thrombotic Microangiopathy Following Onasemnogene Abeparvovec for Spinal Muscular Atrophy: A Case Series.
J. Pediatr. 2021, 231, 265–268. [CrossRef] [PubMed]

74. Guillou, J.; de Pellegars, A.; Porcheret, F.; Frémeaux-Bacchi, V.; Allain-Launay, E.; Debord, C.; Denis, M.; Péréon, Y.; Barnérias, C.;
Desguerre, I.; et al. Fatal Thrombotic Microangiopathy Case Following Adeno-Associated Viral SMN Gene Therapy. Blood Adv.
2022, 6, 4266–4270. [CrossRef] [PubMed]

75. Wilson, J.M.; Flotte, T.R. Moving Forward after Two Deaths in a Gene Therapy Trial of Myotubular Myopathy. Hum. Gene Ther.
2020, 31, 695–696. [CrossRef] [PubMed]

76. Gessler, D.J.; Li, D.; Xu, H.; Su, Q.; Sanmiguel, J.; Tuncer, S.; Moore, C.; King, J.; Matalon, R.; Gao, G. Redirecting N-acetylaspartate
metabolism in the central nervous system normalizes myelination and rescues Canavan disease. JCI Insight 2017, 2, e90807.
[CrossRef]

77. Corti, M.; Byrne, B.J.; Gessler, D.J.; Thompson, G.; Norman, S.; Lammers, J.; Coleman, K.E.; Liberati, C.; Elder, M.E.; Escolar, M.L.;
et al. Case Report of Adeno-Associated Virus-Mediated Gene Therapy in a Patient with Canavan Disease Using Simultaneous
Dual Route of Administration and Immune Modulation. Mol. Ther.—Methods Clin. Dev. 2023, 30, 303–314. [CrossRef]

78. Chen, X.; Lim, D.A.; Lawlor, M.W.; Dimmock, D.; Vite, C.H.; Lester, T.; Tavakkoli, F.; Sadhu, C.; Prasad, S.; Gray, S.J. Biodistribution
of Adeno-Associated Virus Gene Therapy Following Cerebrospinal Fluid-Directed Administration. Hum. Gene Ther. 2023, 34,
94–111. [CrossRef]

79. Wright, J.F. Quantification of CpG Motifs in RAAV Genomes: Avoiding the Toll. Mol. Ther. 2020, 28, 1756–1758. [CrossRef]
80. Sands, M.S. Adeno-Associated Virus, Methods and Protocols. Methods Mol. Biol. 2011, 807, 141–157. [CrossRef]
81. Mingozzi, F.; Maus, M.V.; Hui, D.J.; Sabatino, D.E.; Murphy, S.L.; Rasko, J.E.J.; Ragni, M.V.; Manno, C.S.; Sommer, J.; Jiang, H.; et al.

CD8+ T-Cell Responses to Adeno-Associated Virus Capsid in Humans. Nat. Med. 2007, 13, 419–422. [CrossRef]
82. Shieh, P.B.; Kuntz, N.L.; Dowling, J.J.; Müller-Felber, W.; Bönnemann, C.G.; Seferian, A.M.; Servais, L.; Smith, B.K.; Muntoni, F.;

Blaschek, A.; et al. Safety and Efficacy of Gene Replacement Therapy for X-Linked Myotubular Myopathy (ASPIRO):
A Multinational, Open-Label, Dose-Escalation Trial. Lancet Neurol. 2023, 22, 1125–1139. [CrossRef]

83. Voermans, N.C.; Ferreiro, A.; Aartsema-Rus, A.; Jungbluth, H. Gene Therapy for X-Linked Myotubular Myopathy: The Challenges.
Lancet Neurol. 2023, 22, 1089–1091. [CrossRef]

84. Duan, D. Lethal Immunotoxicity in High-Dose Systemic AAV Therapy. Mol. Ther. 2023, 31, 3123–3126. [CrossRef] [PubMed]
85. Philippidis, A. Novartis Confirms Deaths of Two Patients Treated with Gene Therapy Zolgensma. Hum. Gene Ther. 2022, 33,

842–844. [CrossRef] [PubMed]
86. Flotte, T.R. Revisiting the “New” Inflammatory Toxicities of Adeno-Associated Virus Vectors. Hum. Gene Ther. 2020, 31, 398–399.

[CrossRef]
87. Rossano, J.; Lin, K.; Epstein, S.; Battiprolu, P.; Ricks, D.; Syed, A.A.; Waldron, A.; Schwartz, J.; Greenberg, B. Safety Profile of The

First Pediatric Cardiomyopathy Gene Therapy Trial: RP-A501 (AAV9:LAMP2B) For Danon Disease. J. Card. Fail. 2023, 29, 554.
[CrossRef]

https://doi.org/10.1016/j.ymgme.2017.12.352
https://doi.org/10.3389/fimmu.2021.655478
https://www.ncbi.nlm.nih.gov/pubmed/34040605
https://doi.org/10.1182/blood-2013-01-306647
https://www.ncbi.nlm.nih.gov/pubmed/23596044
https://doi.org/10.1016/j.ymthe.2020.12.007
https://doi.org/10.1056/NEJMoa1108046
https://doi.org/10.1016/j.jhep.2020.11.001
https://doi.org/10.1146/annurev-virology-092818-015530
https://doi.org/10.3389/fimmu.2022.975803
https://doi.org/10.1007/s40259-023-00585-7
https://doi.org/10.7759/cureus.36197
https://doi.org/10.1016/j.jpeds.2020.11.054
https://www.ncbi.nlm.nih.gov/pubmed/33259859
https://doi.org/10.1182/bloodadvances.2021006419
https://www.ncbi.nlm.nih.gov/pubmed/35584395
https://doi.org/10.1089/hum.2020.182
https://www.ncbi.nlm.nih.gov/pubmed/32605399
https://doi.org/10.1172/jci.insight.90807
https://doi.org/10.1016/j.omtm.2023.06.001
https://doi.org/10.1089/hum.2022.163
https://doi.org/10.1016/j.ymthe.2020.07.006
https://doi.org/10.1007/978-1-61779-370-7_6
https://doi.org/10.1038/nm1549
https://doi.org/10.1016/S1474-4422(23)00313-7
https://doi.org/10.1016/S1474-4422(23)00416-7
https://doi.org/10.1016/j.ymthe.2023.10.015
https://www.ncbi.nlm.nih.gov/pubmed/37822079
https://doi.org/10.1089/hum.2022.29216.bfs
https://www.ncbi.nlm.nih.gov/pubmed/36125439
https://doi.org/10.1089/hum.2020.29117.trf
https://doi.org/10.1016/j.cardfail.2022.10.021


Int. J. Mol. Sci. 2024, 25, 1050 19 of 19

88. Lek, A.; Wong, B.; Keeler, A.; Blackwood, M.; Ma, K.; Huang, S.; Sylvia, K.; Batista, A.R.; Artinian, R.; Kokoski, D.; et al. Death
after High-Dose RAAV9 Gene Therapy in a Patient with Duchenne’s Muscular Dystrophy. N. Engl. J. Med. 2023, 389, 1203–1210.
[CrossRef] [PubMed]

89. Chakrabarty, P.; Rosario, A.; Cruz, P.; Siemienski, Z.; Ceballos-Diaz, C.; Crosby, K.; Jansen, K.; Borchelt, D.R.; Kim, J.-Y.;
Jankowsky, J.L.; et al. Capsid Serotype and Timing of Injection Determines AAV Transduction in the Neonatal Mice Brain. PLoS
ONE 2013, 8, e67680. [CrossRef] [PubMed]

90. Iliff, J.J.; Wang, M.; Liao, Y.; Plogg, B.A.; Peng, W.; Gundersen, G.A.; Benveniste, H.; Vates, G.E.; Deane, R.; Goldman, S.A.; et al.
A Paravascular Pathway Facilitates CSF Flow through the Brain Parenchyma and the Clearance of Interstitial Solutes, Including
Amyloid β. Sci. Transl. Med. 2012, 4, 147ra111. [CrossRef]

91. Mestre, H.; Mori, Y.; Nedergaard, M. The Brain’s Glymphatic System: Current Controversies. Trends Neurosci. 2020, 43, 458–466.
[CrossRef]

92. Hinderer, C.; Bell, P.; Vite, C.H.; Louboutin, J.-P.; Grant, R.; Bote, E.; Yu, H.; Pukenas, B.; Hurst, R.; Wilson, J.M. Widespread Gene
Transfer in the Central Nervous System of Cynomolgus Macaques Following Delivery of AAV9 into the Cisterna Magna. Mol.
Ther.—Methods Clin. Dev. 2014, 1, 14051. [CrossRef]

93. Hinderer, C.; Bell, P.; Katz, N.; Vite, C.H.; Louboutin, J.-P.; Bote, E.; Yu, H.; Zhu, Y.; Casal, M.L.; Bagel, J.; et al. Evaluation of
Intrathecal Routes of Administration for Adeno-Associated Viral Vectors in Large Animals. Hum. Gene Ther. 2018, 29, 15–24.
[CrossRef] [PubMed]

94. Taghian, T.; Marosfoi, M.G.; Puri, A.S.; Cataltepe, O.I.; King, R.M.; Diffie, E.B.; Maguire, A.S.; Martin, D.R.; Fernau, D.;
Batista, A.R.; et al. A Safe and Reliable Technique for CNS Delivery of AAV Vectors in the Cisterna Magna. Mol. Ther. 2020, 28,
411–421. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1056/NEJMoa2307798
https://www.ncbi.nlm.nih.gov/pubmed/37754285
https://doi.org/10.1371/journal.pone.0067680
https://www.ncbi.nlm.nih.gov/pubmed/23825679
https://doi.org/10.1126/scitranslmed.3003748
https://doi.org/10.1016/j.tins.2020.04.003
https://doi.org/10.1038/mtm.2014.51
https://doi.org/10.1089/hum.2017.026
https://www.ncbi.nlm.nih.gov/pubmed/28806897
https://doi.org/10.1016/j.ymthe.2019.11.012
https://www.ncbi.nlm.nih.gov/pubmed/31813800

	Introduction 
	Routes of Delivery to the Central Nervous System 
	Intraparenchymal (IP) Delivery 
	Convection-Enhanced Delivery 
	Axonal Transport 
	Cross Correction 
	Toxicity Associated with Direct Intraparenchymal Injection 
	Immune Response Associated with Direct Intraparenchymal Injection 

	Intravenous (IV) Delivery 
	Biodistribution of AAV Delivery 
	Immune Response Associated with IV Delivery of AAV 
	Clinical Toxicity Associated with IV Delivery of AAV 

	Delivery to the Cerebrospinal Fluid (CSF) 
	Lumbar Intrathecal (IT) Delivery 
	Intracerebroventricular (ICV) Delivery 
	Cisterna Magna (CM) Delivery 
	Toxicity 


	Summary and Analysis 
	Literature Review Methods 
	References

