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Case report: 
A case of Gilbert’s syndrome diagnosis during pregnancy

Soo Huat Teoh1*, Yoke Lan Ng2, Norlina Anuar3, Rahmah Kamaludin4

Abstract 
Gilbert’s	 syndrome	 (GS)	 is	 a	 benign	 condition	 that	 presents	with	 recurrent	 jaundice	 due	 to	
isolated	 hyperbilirubinemia	 which	 predominates	 by	 its	 unconjugated	 component.	 It	 is	 a	
diagnosis of exclusion and often missed by attending physician. The uncertainty of diagnosis 
may	cause	anxiety	among	patients	especially	in	pregnant	women	fearing	the	condition	impacting	
the	outcome	of	their	pregnancies.	We	present	a	case	of	a	primigravida	woman	with	recurrent	
jaundice	for	the	last	ten	years	whohad	not	been	givena	definitive	diagnosis	of	her	illness	despite	
on	regular	follow	up	in	tertiary	centre.	She	was	anxious	about	her	undiagnosed	condition	and	
the	possibility	of	it	affecting	her	pregnancy.	Gilbert’s	syndrome	was	diagnosed	after	evaluating	
information	 from	 the	 tertiary	 centre	 and	 she	 was	 assured	 regarding	 the	 prognosis	 of	 her	
pregnancy.	She	went	into	labour	at	term	without	complication	and	her	postpartum	period	was	
uneventful. 
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Introduction
Jaundice is one of the common presenting complaints 
in	 clinical	 setting	 and	 it	 is	 confirmed	 by	 a	 liver	
function	 test	 (LFT)	 showing	 hyperbilirubinemia.		
Hyperbilirubinemia	 can	 generally	 be	 divided	 into	
conjugated,	 unconjugated	 and	 mixed	 type.	 The	
differential	 diagnoses	 will	 depend	 on	 the	 type	 of	
hyperbilirubinemia.		Gilbert’s	syndrome	(GS)	is	one	
of	 the	 cause	 of	 unconjugated	 hyperbilirubinemia	
and sometimes presented as mixed type.1-2 It 
has an autosomal recessive inheritance pattern 
which	 results	 in	 deficiency	 of	 the	 enzyme	 uridine	

diphosphoglucuronate-glucuronosyl transferase 1A1 
(UGT1A1).2	 The	 conjugation	 process	 of	 bilirubin	
to	 water	 soluble	 glucuronic	 acid	 is	 disrupted	 thus	
affecting	its	excretion	into	bile.2-3

GS is commonly asymptomatic unless patients having 
concurrent triggering factors such as dehydration, 
fasting state and acute illnesses.3The prevalence of 
GS	has	been	reported	to	be	between	2%	to20%	for	
different	 populations	with	South	Asian	 and	Middle	
Eastern more prevalent than Europeans.1,5In addition, 
GS	is	more	common	in	men	than	women	in	a	ratio	of	
2 to 7:1.4
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Gilbert’s syndrome in pregnancy

Case report
Madam	 SABM,	 a	 25	 years	 old	 Malay	 lady,	
primigravida	at	34	weeks	of	gestation	came	to	primary	
care	health	clinic	for	routine	antenatal	follow	up.	She	
did	not	have	any	active	complaint;	vital	signs	were	
normal, abdominal scan revealed normal featured 
fetus,	and	routine	urine	albumin	and	sugar	test	were	
normal.However,	she	was	noted	to	be	jaundiced.	
On	further	questioning,	she	complained	of	recurrent	
jaundice	for	the	last	ten	years	ago.	She	denied	history	
suggestive	 of	 obstructive	 jaundice	 (right	 upper	
quadrant	 pain,	 pale	 coloured	 stool	 or	 tea	 coloured	
urine)	 and	 the	 symptomcommonlyhappens	 during	
Muslim’s fasting month. Coincidentally, her elder 
sister also reported similar problem since teenage 
years but did not consult a doctor. 
Madam	 SABM	 had	 been	 followed	 up	 every	 six	
months	 in	 tertiary	 centrewith	 increased	 frequency	
to	monthly	for	current	pregnancy,	but	 there	was	no	
definitive	 diagnosis	 given	 to	 her.	 She	was	 anxious	
and	 concernedabout	 her	 condition	 affecting	 her	
pregnancy outcome. At the same time, she felt 
financially	 and	 physically	 burdened	 of	 travelling	
frequently	to	hospital	and	clinics	for	blood	test	and	
review.
The medical report from the tertiary centre revealed 
thatshe	had	been	under	follow	up	with	impression	of	
‘isolated hyperbilirubinemia under investigations’ 
for the past six years. Alanine Aminotransferase 
(ALT),	 Aspartate	 Aminotransferase	 (AST)	 and	
Alkaline	 Phosphatase	 (ALP)	 in	 LFT	 were	 normal	
throughout	 the	 follow	 up.	 In	 addition,	 infective	
screening	 such	 as	 Hepatitis	 B,	 Hepatitis	 C,	 and	
Human	Immunodeficiency	Virus	were	non-reactive.	
Hepatobiliary	 system	 ultrasonography	 was	 also	
reported	to	be	normal.	The	only	salient	feature	was	
raised	 total	 bilirubin	 level	 rangingfrom	100	 to	 140	
µmol/L	 which	 predominated	 by	 indirect	 bilirubin	
level	ranging	from	70	to	90	µmol/L.
She	 was	 diagnosed	 to	 have	 GS	 after	 evaluating	
clinical and laboratory information above. Madam 
SABM	was	 then	 informed	about	 the	diagnosis	 and	
reassured the pregnancy outcome in GS patients. 
Subsequently,	 she	 delivered	 a	 term	 baby	 boy	 with	
birth	weight	of	3.5kg	via	normal	spontaneous	vaginal	
delivery.	 There	 were	 no	 postpartum	 or	 neonatal	
complications	experienced.	She	continued	her	follow	
up	 in	 primary	 care	 health	 clinic	with	 two	monthly	
follow	 up	 (lasted	 six	 months)	 and	 total	 bilirubin	

was	 fluctuating	 but	 was	 never	 above	 140	 µmol/L	
depending on stressors she experienced. She reported 
to be less anxious about her clinical condition.

Discussion
GS	 is	 a	 diagnosis	 of	 exclusion	 thus	 making	 the	
diagnostic	 process	 difficult	 and	 prolonged.	Clinical	
suspicion	 and	 knowledge	 about	 GS	 is	 required	 to	
confidently	diagnose	it.	Madam	SABM	had	presented	
with	few	important	histories	which	pointed	towards	
the	 diagnosis	 of	 GS.	 One	 of	 it	 was	 the	 frequent	
appearance	of	jaundice	during	the	Muslim’s	fasting	
month	 and	 coincidentally	 current	 presentation	 was	
also in Ramadhan. A small study conducted by 
Felsher et al in 1970 found a reciprocal relationship 
between	 calorie	 consumption	 and	 bilirubin	 level	
among	 patients	 with	 GS.6They observed that an 
abrupt	 rise	 in	 the	 unconjugated	 bilirubin	 always	
occurred	 within	 24	 hours	 after	 the	 fasting	 started,	
while	the	level	reduced	significantly	in	12	to	48	hours	
after	increasing	the	calorie	intake.	
Another important history is the presence of 
similar	problem	in	her	elder	sister	which	suggested	
possibility	of	inherited	disorder.	However,	autosomal	
recessive inheritance could not be inferred from the 
limited family history obtained. In addition to mildly 
elevated	 total	 bilirubin	 level	 with	 predominant	
unconjugated	 hyperbilirubinemia,	 normal	 results	
from other investigational modalities also supported 
the diagnosis of GS.3

There are limited studies available regarding the 
outcome	of	pregnancy	in	patients	with	GS.	Of	note,	
there	is	only	one	case	report	by	Mohan	et	al	which	
reported	 a	 favourable	 obstetric	 outcome	 which	
was	 similar	 with	 this	 case.7 Despite the positive 
outcome in this case, Madam SABM experienced 
anxiousness	 throughout	 her	 six	 years	 follow	 up	
due	 to	 her	 undiagnosed	 problem	which	 heightened	
during	current	pregnancy.	Her	experience	concurred	
with	 the	 finding	 from	 Bronner	 et	 al	 whereby	 high	
anxiety	score	was	found	during	patients’	diagnostic	
phase.8A	 review	 of	 literature	 by	Alder	 et	 al	 found	
anxiety	during	pregnancy	had	been	associated	with	
poor obstetric and neonatal outcomes.9 Therefore, 
reassuring her regarding the benign nature of GS is 
of great importance to reduce her anxiety level. It 
has been observed in several studies that reassurance 
from the physician during the diagnostic period 
reduced	 anxiety	 level,	 decreasedhelp	 seeking,	 less	



335

Soo	Huat	Teoh,	Yoke	Lan	Ng,	Norlina	Anuar,	Rahmah	Kamaludin

awareness	 of	 symptoms,	 and	 a	 change	 in	 patients’	
belief that the symptom could represent a serious 
disease.10

Conclusion
Diagnosis	 of	 GS	 is	 often	missed	 or	 delayed.	 High	
index	 of	 suspicion	 is	 required	 to	 diagnose	 it	 and	
delay in diagnosis causes anxiety among patients 
especially	 in	 pregnant	 women	 as	 the	 obstetrical	
outcome	is	their	major	concern.	Additionally,	anxiety	
has	 also	 been	 found	 to	 affect	 pregnancies	 outcome	
thus utilisation of medical reassurance to alleviate 
anxiety	in	pregnant	GS	patient	is	beneficial.
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