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Neonatal cholestasis (NC) may be due tomultiple surgical and non-surgical causes, some

of which are potentially fatal. The list of potential causes of NC is long, and the systematic

search for each of them is challenging in infants, especially when overt signs of underlying

disease are lacking. Endocrinological diseases as causes of NC are rare and sometimes

misdiagnosed. We report the case of an infant with prolonged cholestatic jaundice due to

adrenal insufficiency suspected because of a single episode of hypoglycemia occurring

at birth in the absence of clinical signs of adrenal impairment. Clinical exome analysis

identified a new homozygous variant in MC2R gene as a putative responsible for familial

glucocorticoid deficiency (FGD). Adrenal insufficiency should always be considered in all

cholestatic infants, even in the absence of specific symptoms, since early recognition

and treatment is essential to prevent life-threatening events.
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INTRODUCTION

Neonatal cholestasis (NC) is defined as an impairment in bile flow resulting in retention of bile
substances, generally characterized by an increase in serum direct bilirubin and bile acid levels
(1). It may be due to multiple surgical and non-surgical causes, some of which are potentially
fatal. Clinical manifestations can range from initially paucisymptomatic forms, such as biliary
atresia to severe conditions of clinical derangement such as galactosemia and other metabolic
disorders (1). For some etiologies, early diagnosis is strongly recommended because specific
and effective treatments are available. Unfortunately, as a result of the absence of significant
clinical signs, some cholestatic infants can be misdiagnosed as affected by common and transient
forms of unconjugated hyperbilirubinemia such as physiological or breastfeeding jaundice. Hence,
NC guidelines recommend testing the conjugated serum bilirubin in all jaundiced breast-fed or
formula-fed infants after 3 or 2 weeks of life, respectively (1). The list of potential causes of NC
is long, and their systematic research is partly hampered by the difficulty in taking many blood
samples from young infants, especially in the absence of overt signs of disease. Endocrinological
diseases, such as hypopituitarism and congenital hypothyroidism, are well-known causes of NC
(1). Several studies have shown that the pituitary–adrenal axis affects the synthesis of bile acids and
that cortisol deficiency may have a role in inducing cholestasis (2–5). Primary adrenal insufficiency
(PAI) is a potentially life-threatening disease characterized by impaired secretion of glucocorticoids
eventually associated with mineralocorticoid and adrenal androgen deficiency or excess (6, 7).
Although PAI is known to be a possible cause of NC, cholestasis has not been reported as its
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isolated clinical manifestation so far. In children, PAI is mainly
due to inherited disorders of steroidogenesis, including familial
glucocorticoid deficiency (FGD), which is characterized by
isolated glucocorticoid deficiency (6). Here, we report the case
of an infant with prolonged cholestatic jaundice due to PAI
suspected because of a single episode of hypoglycemia occurring
at birth in the absence of other clinical signs of adrenal
insufficiency. A novel homozygous variant in MC2R gene was
identified as a possible cause of FGD.

CASE REPORT

The patient was male, born to healthy unrelated parents after 40
weeks of gestation by cesarean section for early decelerations.
Maternal viral markers for HIV, HBV, and HCV were negative.
The mother was immune to toxoplasma, CMV, and rubella.
Birth weight was 2.980 kg, appropriate for gestational age,
length 51 cm, head circumference 36 cm. On the first day of
life, he was admitted in the neonatal intensive care unit for
hypoglycemia requiring early enteral feeding and a single glucose
intravenous infusion with subsequent stabilization of blood
glucose levels. Due to the presence of transient tachypnea, he
received O2 supplementation for the first 48 h of life. During
hospitalization, the neonate underwent transfontanellar and
abdominal ultrasounds with normal results. Echocardiography
showed muscular ventricular septal defect with mild left-to-right
shunt without hemodynamic consequences. Complete blood
count, coagulation, blood culture, and urinalysis were normal.
Extended neonatal screening for metabolic diseases, performed
according to regional guidelines (8), congenital hypothyroidism,
and cystic fibrosis were negative. Due to the presence of jaundice
with mild cholestasis since day 4, ursodeoxycholic acid therapy
was started on the seventh day of life at a dose of 25 mg/kg per
day. At the age of 28 days, the patient was referred to our pediatric
liver unit to investigate cholestasis. At admission, the infant
was healthy looking with normal weight and length on mixed
breast- and formula milk feeding. On physical examination,
there was a mild jaundice, a normal-sized liver of normal
consistency, and colored stools. External genitalia were male with
palpable testis. No cutaneous or mucosal hyperpigmentation
was observed. Laboratory evaluation confirmed cholestasis with
normal values of liver enzymes, prothrombin time, and albumin
(Table 1). Biliary atresia was excluded not only due to normal
colored stools but also because fasting abdominal ultrasound
showed a normal-sized liver with preserved echostructure
and absence of the following typical signs: triangular cord,
abnormal gallbladder morphology and contractility, increased
subcapsular liver flow, and splenic malformations. The following
other causes of neonatal cholestasis were excluded: infections,
cystic fibrosis, α-1-antitrypsin deficiency, Alagille syndrome,
and progressive familial intrahepatic cholestasis. To investigate
possible metabolic diseases, the dosage of serum acylcarnitines,
serum amino acids, and urinary organic acids was carried out
with normal results.

Abbreviations:NC, neonatal cholestasis; PAI, primary adrenal insufficiency; FGD,
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Since hypopituitarism is a cause of NC, although only a
single episode of hypoglycemia occurred at birth, the main
endocrine causes associated with NC were investigated, and
blood glucose was monitored. Blood glucose levels remained
normal even after prolonged fasting, while hormonal evaluation
revealed undetectable levels of cortisol (<20 µg/dl) with very
high levels of ACTH (5,549 pg/ml) suggestive of PAI (7). Adrenal
precursors were all very low except for testosterone which was
adequate to minipuberty. Renin and electrolytes were normal
at first evaluation; mild transient hyperthyrotropinemia (TSH
11.404µUI/ml, fT4 1.07 ng/dl) was also found, but not confirmed
at a second evaluation.

The child was promptly treated with hydrocortisone (22
mg/m2/day) with early normalization of conjugated bilirubin
values. Ursodeoxycholic acid therapy was withdrawn at the age of
2months with no recurrence of cholestasis. During the follow-up,
a trend toward progressive increase in renin levels (252.6 pg/ml,
nv 2.52–35.82) was observed, andmineralocorticoid replacement
therapy was introduced at 55 days of life.

As for PAI etiology, low-normal levels of 17-
hydroxyprogesterone excluded congenital adrenal hyperplasia
due to 21OH deficiency. Moreover, adrenal autoantibodies, very
long-chain fatty acids, and adrenal ultrasound were also normal,
thus, excluding autoimmunity, X-linked adrenoleukodistrophy,
or adrenal hemorrhage. There were no complex or multisystem
features suggesting a specific syndromic condition. Clinical
exome sequencing including about 5,200 mendelian disease
genes (constitutional custom panel, Agilent), was performed in
trio (proband, father, mother) to identify the etiology of PAI. The
analysis showed that in the proband, a previously unreported
Thr33Lys homozygous variant in MC2R gene was potentially
responsible for FGD. The Sanger sequencing confirmed the same
variant in both the parents in a heterozygous state.

On the last observation, the patient was 9 months old,
of general well-being, on stable therapy with hydrocortisone
and fludrocortisone. His weight and length were appropriate
for his age, and the serum bilirubin and electrolytes values
were normal. Table 1 shows the time-course of the laboratory
parameters during the entire observation period and the
therapies performed.

DISCUSSION

In the neonatal period, the liver responds with cholestasis
to numerous stimuli for which an impairment in bile flow
can result from multiple entities including endocrinological
disorders, which are rare and sometimes misdiagnosed (7, 9).
It is reported that a fair number of infants with cholestasis due
to endocrinopathy receive a delayed diagnosis because of mild
clinical signs, and liver biopsy is sometimes performed before the
diagnosis of endocrinopathy is established (10–13). According to
the NC guidelines, endocrinological disorders have to be carefully
sought in order to identify hypopituitarism or hypothyroidism as
a cause of cholestasis (1), but little attention seems to be reserved
to PAI.

PAI is a potentially life-threatening disorder requiring prompt
recognition and treatment (7, 14). Since PAI often presents
with non-specific symptoms, there is a significant delay in
diagnosis resulting in increased morbidity and mortality, even
more evident for FGD (11, 15). FGD is a group of rare conditions
characterized by a lack of response to ACTH and the presence
of isolated glucocorticoid deficiency. FGD usually presents in the
early period of life with hypoglycemia, convulsions, prolonged
jaundice, and marked skin hyperpigmentation (6, 11, 14). Several
defects in MC2R, MRAP, MCM4, NNT, and TXNRD2 genes are
related to FGD or related conditions, and MC2R variants cause
about 25% of all cases of FGD (15, 16). In our patient, clinical
exome analysis showed a homozygous variant in MC2R gene,
potentially causative of FGD, never previously reported. It is to
note that molecular analysis now enables rapid and affordable
diagnosis for many causes of cholestasis whose identification is
challenging with conventional tests (17).

Presentation of AI with cholestasis is limited only to the
early infantile period, but in the cases reported so far, cholestasis
was associated with extrahepatic manifestations. Beyond infancy,
the hepatic manifestations due to AI include elevation of liver
enzymes but not cholestasis (18). Infants with AI have been
reported to show conjugated hyperbilirubinemia at a median
age of 13–18 days, followed by raised transaminases 2–4 weeks
later, while GGT concentration remained frequently normal
or slightly elevated (10, 12, 13). Al Hussaini et al. in 2012
described four male infants with prolonged neonatal jaundice
due to isolated cortisol deficiency (19). All were born from
consanguineous parents with median age at observation of
10 weeks (range 6–12) and with mild hepatomegaly. Two of
them received diagnosis of FGD, while the remaining two
of isolated ACTH deficiency. In all these infants, recurrent
hypoglycemia was detected, and the two infants with FGD also
showed hyperpigmented skin (19). Different from these cases,
our infant presented with early onset mild cholestasis in the
absence of any other sign of AI such as recurrent hypoglycemia
or hyperpigmented skin; moreover, the size of liver was normal.
Furthermore, as for liver enzymes, Al Hussaini et al. observed
elevated levels of aminotransferases with normal GGT levels
(19), while in our case, GGT was elevated for sex and age, but
other serum liver enzymes were normal probably due to the very
early diagnosis.

Children with FGD usually respond very well to
glucocorticoid replacement even if serum ACTH levels can
remain high (14). In the study of Hussaini, cholestasis was
resolved in 3months (19). Differently, in our case, direct bilirubin
levels normalized after 2 weeks of cortisol supplementation,
while high ACTH levels persisted at the last observation in spite
of an adequate hormone replacement.

Partial or complete deficiency of sex hormones such as
testosterone, progesterone, and dehydroepiandrosterone sulfate
was reported in several FGD patients (15, 20). Although
associated mineralocorticoid insufficiency is very rare, transient
salt loss can also occur (11, 14, 16). Renin and aldosterone were
slightly elevated in our patient so that replacement therapy was
added even in the absence of serum electrolyte abnormalities.
Accordingly, it has been reported that patients with variants
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in the MC2R gene require temporary mineralocorticoid
replacement (20, 21).

The main message of this case report is to encourage
pediatricians to systematically research PAI in all cases of NC
including paucisymptomatic patients and also in the absence of
overt signs of AI. In fact, in our case, hypoglycemia was only
transient, while the unexplained cholestasis was the main sign
presented. It is to note that even after 6 h of fasting required
for abdominal ultrasound, no hypoglycemia occurred in our
patient. This could lead to the neglect of the single episode of
hypoglycemia at birth. It is to note that while hypoglycemia
associated with perinatal risk factors such as low gestational age
and low birth weightmay reasonably not be considered a warning
sign, in the absence of risk factors (as in our case), hypoglycemia
has to be valued.

The systematic search for endocrinological causes in all
cholestatic infants raises the question on how far it is necessary
to extend the search for possible etiologies in paucisymptomatic
cholestatic infants. These considerations are also of value for the
economic implications and the awareness that the NC can be
transient in a variable number of cases (1, 22). As for transient
cholestasis, it is an emerging subgroup among patients with
neonatal cholestasis (23), and the guidelines do not provide
specific recommendations (1). On the basis of our case, in all
infants with unexplained cholestasis, cortisol serum levels should
be tested.

In conclusion, this case of FGD, associated with a novel variant
in MC2R gene, presenting only with NC and a single transient
episode of hypoglycemia, should alert physicians to investigate

the presence of PAI in order to favor prompt recognition and
treatment replacement and avoid further invasive diagnostic tests
including liver biopsy in any infant with unexplained cholestasis.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author/s.

ETHICS STATEMENT

Written informed consent was obtained from the minor(s)’
legal guardian/next of kin for the publication of any potentially
identifiable images or data included in this article.

AUTHOR CONTRIBUTIONS

FDD and RI: article conception. RM and FDVB: data collection.
FDD, FDVB, MS, and DC: data analysis and interpretation. FDD
and RM: drafting of the manuscript. RI, MS, and DC: critical
revision of the manuscript. All authors approved the final version
of the manuscript and agree to be accountable for the content of
the work.

FUNDING

Department of Translational Medical Science of University of
Naples Federico II provides funds for open access publication fee.

REFERENCES

1. Fawaz R, Baumann U, Ekong U, Fischler B, Hadzic N, Mack CL,

et al. Guideline for the evaluation of cholestatic jaundice in infants:

joint recommendations of the North American society for pediatric

gastroenterology, hepatology, and nutrition and the European society for

pediatric gastroenterology, hepatology, and nutrition. J Pediatr Gastroenterol

Nutr. (2017) 64:154–68. doi: 10.1097/MPG.0000000000001334

2. Leblanc A, Odievre M, Hadchouel M, Gendrel D, Chaussain JL, Rappaport

R. Neonatal cholestasis and hypoglycemia: possible role of cortisol deficiency.

J Pediatr. (1981) 99:577–80. doi: 10.1016/S0022-3476(81)80260-0

3. Karnsakul W, Sawathiparnich P, Nimkarn S, Likitmaskul S, Santiprabhob

J, Aanpreung P. Anterior pituitary hormone effects on hepatic functions

in infants with congenital hypopituitarism. Ann Hepatol. (2007) 6:97–103.

doi: 10.1016/S1665-2681(19)31939-8

4. Sheehan AG, Martin SR, Stephure D, Scott RB. Neonatal cholestasis,

hypoglycemia, and congenital hypopituitarism. J Pediatr Gastroenterol Nutr.

(1992) 14:426–30. doi: 10.1097/00005176-199205000-00009

5. Mauvais FX, Gonzales E, Davit-Spraul A, Jacquemin E, Brauner R.

Cholestasis reveals severe cortisol deficiency in neonatal pituitary stalk

interruption syndrome. PLoS ONE. (2016) 11:e0147750. doi: 10.1371/

journal.pone.0147750

6. Capalbo D, Moracas C, Cappa M, Balsamo A, Maghnie M, Wasniewska

MG, et al. Primary adrenal insufficiency in childhood: data from a

large nationwide cohort. J Clin Endocrinol Metab. (2021) 106:762–73.

doi: 10.1210/clinem/dgaa881

7. Bornstein SR, Allolio B, Arlt W, Barthel A, Don-Wauchope A, Hammer GD,

et al. Diagnosis and treatment of primary adrenal insufficiency: an endocrine

society clinical practice guideline. J Clin Endocrinol Metab. (2016) 101:364–89.

doi: 10.1210/jc.2015-1710

8. DECRETO N. 30 DEL 25.03.2019; Bollettino Ufficiale della Regione

Campania. (2019). Available online at: http://burc.regione.campania.it/

eBurcWeb/publicContent/home/index.iface (accessed October 5, 2021)

9. Shulman DI, Palmert MR, Kemp SF, Lawson Wilkins Drug and Therapeutics

Committee. Adrenal insufficiency: still a cause of morbidity and death

in childhood. Pediatrics. (2007) 119:e484–94. doi: 10.1542/peds.2006-

1612

10. Braslavsky D, Keselman A, Galoppo M, Lezama C, Chiesa A, Galoppo C, et al.

Neonatal cholestasis in congenital pituitary hormone deficiency and isolated

hypocortisolism: characterization of liver dysfunction and follow-up.Arq Bras

Endocrinol Metabol. (2011) 55:622–7. doi: 10.1590/S0004-2730201100080

0017

11. Kirkgoz T, Guran T. Primary adrenal insufficiency in children: diagnosis

and management. Best Pract Res Clin Endocrinol Metab. (2018) 32:397–424.

doi: 10.1016/j.beem.2018.05.010

12. Grammatikopoulos T, Deheragoda M, Strautnieks S, Neves Souza L, Hinds

R, Thompson RJ, et al. Reduced hepatocellular expression of canalicular

transport proteins in infants with neonatal cholestasis and congenital

hypopituitarism. J Pediatr. (2018) 200:181–7. doi: 10.1016/j.jpeds.2018.

05.009

13. Binder G, Martin DD, Kanther I, Schwarze CP, Ranke MB. The

course of neonatal cholestasis in congenital combined pituitary

hormone deficiency. J Pediatr Endocrinol Metab. (2007) 20:695–702.

doi: 10.1515/JPEM.2007.20.6.695

14. Buonocore F, McGlacken-Byrne SM, Del Valle I, Achermann JC. Current

insights into adrenal insufficiency in the newborn and young infant. Front

Pediatr. (2020) 8:619041. doi: 10.3389/fped.2020.619041

15. Novoselova TV, Chan LF, Clark AJL. Pathophysiology of melanocortin

receptors and their accessory proteins. Best Pract Res Clin Endocrinol Metab.

(2018) 32:93–106. doi: 10.1016/j.beem.2018.02.002

Frontiers in Pediatrics | www.frontiersin.org 4 November 2021 | Volume 9 | Article 767858

https://doi.org/10.1097/MPG.0000000000001334
https://doi.org/10.1016/S0022-3476(81)80260-0
https://doi.org/10.1016/S1665-2681(19)31939-8
https://doi.org/10.1097/00005176-199205000-00009
https://doi.org/10.1371/journal.pone.0147750
https://doi.org/10.1210/clinem/dgaa881
https://doi.org/10.1210/jc.2015-1710
http://burc.regione.campania.it/eBurcWeb/publicContent/home/index.iface
http://burc.regione.campania.it/eBurcWeb/publicContent/home/index.iface
https://doi.org/10.1542/peds.2006-1612
https://doi.org/10.1590/S0004-27302011000800017
https://doi.org/10.1016/j.beem.2018.05.010
https://doi.org/10.1016/j.jpeds.2018.05.009
https://doi.org/10.1515/JPEM.2007.20.6.695
https://doi.org/10.3389/fped.2020.619041
https://doi.org/10.1016/j.beem.2018.02.002
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles


Di Dato et al. Neonatal Cholestasis Due to Adrenal Insufficiency

16. Maharaj A, Maudhoo A, Chan LF, Novoselova T, Prasad R,Metherell LA, et al.

Isolated glucocorticoid deficiency: genetic causes and animal models. J Steroid

Biochem Mol Biol. (2019) 189:73–80. doi: 10.1016/j.jsbmb.2019.02.012

17. Feldman AG, Sokol RJ. Neonatal cholestasis: emerging molecular diagnostics

and potential novel therapeutics. Nat Rev Gastroenterol Hepatol. (2019)

16:346–60. doi: 10.1038/s41575-019-0132-z

18. Gurakuqi GC, Stadlbauer V, Stepan V, Warnkross H, Trauner M. Addison’s

disease as a rare cause of chronically elevated liver enzymes. Z Gastroenterol.

(2006) 44:179–83. doi: 10.1055/s-2005-858976

19. Al-Hussaini A, Almutairi A, Mursi A, Alghofely M, Asery A. Isolated cortisol

deficiency: a rare cause of neonatal cholestasis. Saudi J Gastroenterol. (2012)

18:339–41. doi: 10.4103/1319-3767.101137

20. Gao J, Chen L. Primary adrenocortical insufficiency case series in the neonatal

period: genetic etiologies are more common than expected. Front Pediatr.

(2020) 8:464. doi: 10.3389/fped.2020.00464

21. Lin L, Hindmarsh PC, Metherell LA, Alzyoud M, Al-Ali M, Brain

CE, et al. Severe loss-of-function mutations in the adrenocorticotropin

receptor (ACTHR, MC2R) can be found in patients diagnosed with salt-

losing adrenal hypoplasia. Clin Endocrinol. (2007) 66:205–10. doi: 10.1111/

j.1365-2265.2006.02709.x

22. Jacquemin E, Lykavieris P, Chaoui N, Hadchouel M, Bernard O. Transient

neonatal cholestasis: origin and outcome. J Pediatr. (1998) 133:563–7.

doi: 10.1016/S0022-3476(98)70070-8

23. Santos Silva E, Almeida A, Frutuoso S, Martins E, Valente MJ, Santos-Silva A,

et al. Neonatal cholestasis over time: changes in epidemiology and outcome

in a cohort of 154 patients from a Portuguese tertiary center. Front Pediatr.

(2020) 8:351. doi: 10.3389/fped.2020.00351

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Di Dato, Capalbo, Mirra, Del Vecchio Blanco, Salerno and Iorio.

This is an open-access article distributed under the terms of the Creative Commons

Attribution License (CC BY). The use, distribution or reproduction in other forums

is permitted, provided the original author(s) and the copyright owner(s) are credited

and that the original publication in this journal is cited, in accordance with accepted

academic practice. No use, distribution or reproduction is permitted which does not

comply with these terms.

Frontiers in Pediatrics | www.frontiersin.org 5 November 2021 | Volume 9 | Article 767858

https://doi.org/10.1016/j.jsbmb.2019.02.012
https://doi.org/10.1038/s41575-019-0132-z
https://doi.org/10.1055/s-2005-858976
https://doi.org/10.4103/1319-3767.101137
https://doi.org/10.3389/fped.2020.00464
https://doi.org/10.1111/j.1365-2265.2006.02709.x
https://doi.org/10.1016/S0022-3476(98)70070-8
https://doi.org/10.3389/fped.2020.00351
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles

	Case Report: Neonatal Cholestasis as Early Manifestation of Primary Adrenal Insufficiency
	Introduction
	Case Report
	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


