
GILBERT'S SYNDROME-REPORT OF SIX CASES
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Gilbert's syndrome are reported. All tbe subjects were young males.
presented with intermittent mild jaundice. Apart from raised bilirubin
11 had any clinical, biochemical/histological/evidence of liver disease.
;ts showed a rise in serum bilirubin after a 400 calorie diet for 24

d that Gilbert's syndrome may not be uncommon in Bangladesh'

'ION

.rome is a common cause of congenital hyperbiIirubinaemia. The
United Kingdom is arround 2-5% (Sherlock, 1981). There has been
Gilbert's syndrome from Bangladesh. The present report is based on
1 in our unit at IPGMR during a period of 15 months.

:3 Year old male presented \\ith occ2sional mild jaundice, malaise and
fatty food for one year. He had normal blood counts, haemoglobin,

l1bin time, transaminases and alkalIine phosphatase. Serum bilirubin
'ter 400 calorie diet for 1 day was 8.5 and 12.3 mcmoljL respectively.
. was normal.

~o Year old male student presented with frequent episodes of mild
Ig for a few days since one year, During these episodes, he also lost
felt tired. At the time of admission he was mildly jaundiced. His

ESR, transaminases, alkaline phosphatase, prothrombin time were
serum bilirbin level was 39.33 mcmol/L but was raised to 49.33 mc-
~ caloric test.
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Case 3: A 30 year old male service holder presented with repeated episodes of
mild jaundice for last 8 years. These episodes were accompanied with right hypo-
chondriac discomfort, anorexia and feeling of weakness. He was admitted twice in
another ho~pital during episodes of jaundice and was labelled as a caSe of chronic-
liver disease. At this admIssion all the liver funotion tests were normal. Serum
bilirubin before and after the calorie test were 10.3 anji 124 mcmoljL respectively.
Needle biopsy of liver was done and histology was normal.

Case 4: A 24 year old male engineer presented with frequent attacks of mild jaundice-
for previous 8 years. This was accompanied by mild epigastric discDmfort and loss
of appetite. For six weeks before admis.,ion he felt feverish, malaise and sick at
times. After admission_ his temperature was found to be normal and all investi-
gations were within normal limits except serum bilirubin which was 33.00 mcmoJjL.
After the c'ilorie test, the level was 59.18 mcmoljL. An attempt for needle biopsy
of liver was not successful.

Case 5: A 4th year male medical student, 22 years of age presented with fluctuating
jaundice for last one year. Physical examination and laboratory investigations
revealed no abnormality except serum bilirubin which was 35.0 mcmoljL and after
the calorie test the level was 51.0 mcmoljL. Needle biopsy of Iiver showed
normal histology.

Case 6: A 20 year old male dental student presented w;th occasional juundice, right
hypochondriao pain and disturbed bowel movement for last 6 years. On admission
he had jaundice. Other clinical examinations revealed no abnorma[ity. The serum
bilirubin level was 39.50 UlomoljL and after the calorie tost 85.00 mcmol/L. Blood
~ount, ESR. other liver function tests and liver histolo.:?y were all within normal
limits.

DISCUSSION

Gilbert's ~yndrome was first described in 1901 ( Gilbert and Lereboullet-quoted from
Owens and Sherlock, 1973). In this condition there is defective clearance of bilirubin
in the liver (Berk et aI, 1970), The defective clearance has been attributed to
reduced bilirubin UDP glucuronyl transferase (Black and Billing, lQ69) or due
to reduced uptake of bilirubin by the Jiver cell membrane (Sherlock, 1981). Both
these meohanisms have been described. It affects mostly young males. Subjects.
present with recurrent or continued mild jaundice. Jaundice may be present at birth
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but usually is first noted in ear]y adult life and persists into old age. The condi-
tion may be first noted after an attack of viral hepatitis. Jaundice usually fluctuates
and is increased by fasting, fatigue, emotion or intercurrent infection. Systemic symp-
10ms are usually absent but there may be mild malaise, anorexia, dyspepsia, right
hypochondriac pain and disturbed bowel habit. Other than jaundice, these subjects
do not have any stigmata of chronic liver disease.

Chronic unconjugated hyperbilirubinaemia in adults are cnmmonly due to chronic liver
diseases, haemolytic anaemias, and Gilbert's syndrome. Patients with chronic liver
disease may have stigmata of the disease, and usually have splenomegaly and abnor.
mal liver function tests. Liver histology is also diagnostic. Patients with haemolytic
anaemias have low haemoglobin and splenomegaly. All the six subjects reported in
this communication had no stigmata of liver disease, no splenomegaly and had normal
liver function. Ultrasonogram was done in all the cases and this showed normal
sized liver and spleen. Liver biopsy showed normal histological pattern in all of them.

An increase in the serum ullconjugated bilirubin following a 400 calorie diet for
24 hours has been found useful in the diagnosis of Gilbert's syndrome ( Owens and
Sherlock, 1973). This is a simple and non-invasive test, can be done in any labora.
tory having facility for estimating serum bilirubin. The diet can be easily made from
local fooeTstuff (The one used by us :-Morning chapati 2 oZS = 150 Cal, 1 egg =
50 Cal ; Lunch --cooked rice 2 ozs = 70 Cal ; fish 1 oz = 30 Cal ; Dinner - cooked
rice 2 ozs = 70 Cal, Fish 1 oz = 30 Cal). All our subjects showed a rise in serum
bilirubin after the calorie test, the mean rise being 67%. Rise of serum bilirbin follow-
ing i.v. administration of nicotinic acid has been used in the diagnosis of Gilbert's
syndrome (Davidson et aI, 1975), The calorie test is non-invasive and has given
consistent result in all our subjects,

In this series needle biopsy of liver was done in all subjects but this may not be
(ssential (Berk et aI, 1970). Typical presentation, absence of stigmata of liver disease,
normal liver function tests, normal size of liver and spleen and positive calorie
test are virtually diagnostic of Gilbert's syndrome. HospitaJisation is unnecessary for
the establishment of diagnosis according to the above criteria.

All the patients in this series are males whereas in the western countries males suffer
predominantly (Sherlock, 1981). This is not surprising for a condition which hardly
produce any symptom and in a country where the access to medical facilities is limited
for women folk. Six Case have been seen in a period of 15 months which suggest thai
the condition may not be uncommon in our country.
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The condition needs to be positively identified otherwise they may wrongly be lebelJed
as acute or chronic liver diseases causing unnecessary sufferings. These subjects havOc
nOlmallite expectancy and need only reassurance (Bailey and Robinson, 1977).
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