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Abstract
Hyperbilirubinemia has been presumed to prevent the 
process of atherogenesis and cancerogenesis mainly 
by decreasing oxidative stress. Dubin-Johnson syn-
drome is a rare, autosomal recessive, inherited disorder 
characterized by biphasic, predominantly conjugated 

hyperbilirubinemia with no progression to end-stage 
liver disease. The molecular basis in Dubin-Johnson 
syndrome is absence or deficiency of human canalicular 
multispecific organic anion transporter MRP2/cMOAT 
caused by homozygous or compound heterozygous 
mutation(s) in ABCC2 located on chromosome 10q24. 
Clinical onset of the syndrome is most often seen in 
the late teens or early adulthood. In this report, we de-
scribe a case of previously unrecognized Dubin-Johnson 
syndrome caused by two novel pathogenic mutations 
(c.2360_2366delCCCTGTC and c.3258+1G>A), coincid-
ing with cholestatic liver disease in an 82-year-old male 
patient. The patient, suffering from advanced athero-
sclerosis with serious involvement of coronary arteries, 
developed colorectal cancer with nodal metastases. The 
subsequent findings do not support the protective role 
of Dubin-Johnson type hyperbilirubinemia.
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INTRODUCTION
Recent data have indicated the potent antioxidant proper-
ties of  mild or moderately elevated serum bilirubin levels 
with substantial positive clinical consequences and espe-
cially their protective effect on atherogenesis and can-
cerogenesis[1]. A direct link between low serum bilirubin 
levels and peripheral vascular disease and the protective 
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effect of  mild or moderate unconjugated hyperbilirubi-
nemia on atherosclerosis were confirmed in numerous 
clinical trials[2-5]. Antiproliferative, cytostatic and pro-
apoptotic effects of  bilirubin are well-known and have 
been demonstrated in both in vitro and in vivo studies[6-10]. 
However, conflicting data on the possible protective ef-
fect of  elevated bilirubin levels against sporadic colorec-
tal carcinoma have been reported in the literature[11-13].

Dubin-Johnson syndrome (DJS, OMIM 237500) 
is a rare, autosomal recessive disorder characterized by 
non-hemolytic hyperbilirubinemia with no progression 
to end-stage liver disease[14]. Both the conjugated and 
unconjugated form of  bilirubin can be elevated in DJS 
subjects, with the former ranging from 17% to 88% 
of  the total bilirubin with a mean value of  60%[14,15]. In 
addition to the fluctuating jaundice caused by biphasic 
hyperbilirubinemia due to absence or deficiency of  hu-
man canalicular multispecific organic anion transporter 
MRP2/cMOAT[16-18], DJS subjects may suffer from non-
specific symptoms such as weakness and abdominal 
discomfort. Urinary coproporphyrin output is normal; 
however, 80% of  the coproporphyrin fraction is repre-
sented by coproporhyrin Ⅰ (normally 25%)[19]. The biliary 
excretion of  anionic dyes including bromosulfophthalein, 
indocyanine green and cholescintigraphy radiotracers is 
delayed. Liver histology in DJS shows an accumulation 
of  distinctive melanin-like lysosomal pigment in an oth-
erwise normal liver, which gives the organ a characteristic 
dark pink or even black colour[14,20].

In this report, we describe the case of  unintentionally 
detected DJS complicating liver injury in an 82-year-old 
patient who was being followed for previously diagnosed 
colorectal cancer and ischemic heart disease.

CASE REPORT
An 82-year-old Caucasian male patient, a normotensive 
non-smoker with a history of  right-sided hemicolectomy 
due to colorectal adenocarcinoma with nodal metastases 
five years ago and ischemic heart disease, was referred to 
the hospital due to clinical jaundice with elevated serum 
bilirubin (total bilirubin 220 μmol/L, direct bilirubin 171 
μmol/L), gamma-glutamyltransferase (γGT) activity (4.7 
μkat/L) and fluctuating alkaline phosphatase (ALP) ac-
tivity (1.3-3.6 μkat/L) to exclude bile duct obstruction or 
metastatic liver disease. The patient complained of  slight 
upper abdominal discomfort without pruritus or nausea. 
Complete blood count and serum electrolyte levels were 
normal, as was his serum lipid profile (serum cholesterol 
3.5 mmol/L, high-density lipoprotein cholesterol 0.9 
mmol/L, low-density lipoprotein cholesterol 2.5 mmol/L, 
triglycerides 1.3 mmol/L). Abdominal ultrasonography, 
endoscopic retrograde cholangiopancreatography and 
magnetic resonance cholangiopancreatography did not 
detect any obstacle or dilation of  the biliary tree, and 
only slightly imperfect filling of  the ductus choledochus 
was observed. Serological examinations for viral hepatitis 
(hepatitis A virus, hepatitis B virus and hepatitis C virus) 
and autoantibodies were completely negative. During the 

patient’s hospitalization, the activity of  γGT and ALP 
gradually decreased but, due to persistent marked hyper-
bilirubinemia, a percutaneous liver biopsy was performed. 

The liver tissue obtained at biopsy was standardly pro-
cessed. Sections cut at 4-6 µm were stained with hema-
toxylin and eosin, periodic acid Schiff, Schmorl’s and van 
Gieson’s method. Analysis of  the liver biopsy specimen 
revealed preserved architecture of  liver parenchyma with 
perivenular and perisinusoidal fibrosis, subtle steatosis 
and only discrete intracellular cholestasis in centrilobular 
hepatocytes. The most striking feature, however, was an 
intense parenchymal pigmentation, with centrilobular 
and midzonal accentuation, consisting of  coarse brown 
black pigment (Figure 1, Panel A-C). Special stainings 
(Gömöri, silver ammonium complex-Masson’s and Perls 
Prussian blue method) for pigment characterization were 
added. The pigment was negative in the Perls reaction 
and displayed rudimentary autofluorescence with gradu-
ally increasing intensity, especially in Shandon mounting 
medium and simultaneously reduced Masson’s solution. 
A retrospective analysis of  the patient’s medical records 
back to 1994 revealed long-term, persistent, mixed, pre-
dominantly conjugated hyperbilirubinemia (total bilirubin 
fluctuating within the range 23.0-215.6 μmol/L, conju-
gated bilirubin 17.7-170 μmol/L). The conjugated-to-
total bilirubin ratio was within the range of  40% (total 
bilirubin 202 μmol/L and conjugated bilirubin 80.6 
μmol/L in 2009) to 89% (total bilirubin 41.8 μmol/L 
and conjugated bilirubin 37.2 μmol/L in 1994). Taking 
into account the normal activity of  aminotransferases, 
γGT and ALP, DJS was suspected.

For immunohistochemical analysis, 4 to 6 μm-thick 
sections were incubated with the anti-MRP2 mouse mono-
clonal antibody (clone M2Ⅲ-6, Kamiya, Seattle, WA). The 
EnVision Peroxidase Kit (Dako, Glostrup, Denmark) was 
used for visualization and counterstaining with Harris’s 
hematoxylin was performed. As a positive control, sections 
of  an adult liver without cholestasis were stained, and liver 
sections incubated without primary antibody were used 
as negative controls. Immunohistochemical analysis for 
MRP2 protein was completely negative (Figure 1D). 

Ultrastructural analysis was performed on the liver 
sample fixed with 4% buffered paraformaldehyde, os-
micated, dehydrated in ascending ethanol solutions and 
embedded into Epon-Araldite mixture. Ultrathin sections 
were double-stained with uranyl acetate and lead nitrate 
and then examined under a JEM 1200 EX electron mi-
croscope. Intralysosomal localization of  the pigment was 
demonstrated. 

A mutation analysis of  the ABCC2 gene was indicated 
to confirm the diagnosis of  DJS at the molecular level. 
Written informed consent was obtained from the patient 
before the genetic investigation. ABCC2 was analyzed by 
direct sequencing of  genomic DNA extracted from pe-
ripheral leucocytes. All 32 exons, with the adjacent parts 
of  the intronic sequences, were amplified by polymerase 
chain reaction (PCR) using the intronic oligonucleotide 
primers listed in Table 1. Amplified fragments were gel-
purified, extracted from the gel with QIA quick spin col-
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umns (Qiagene, Hilden, Germany), and sequenced on an ABI 3130 Genetic Analyzer (Applied Biosystems, Foster 
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Figure 1  Histochemistry and immunohistology of the liver in Dubin-Johnson syndrome patient. A: Accumulation of distinctive dark brown pigment in hepato-
cytes was detected in hematoxylin and eosin staining; B: The pigment was negative in Perls reaction; C: The pigment reduced Masson’s solution; D: Immunohisto-
chemical analysis for ABCC2/MRP2 protein was negative compared to the positive control (inset). Original magnification ×400 (bars correspond to 100 μm). 

  Pair No. Sequences of polymerase chain reaction primer pairs used to amplify the ABCC2/MRP2 gene from genomic DNA Exon No.

Forward primer Reverse primer

  1 5=-TTTACAATGCCTGGCAAAGG-3= 5=-CAGCATGATTCCTGGACTGC-3= Promoter
  2 5=-TCCCACATTCTGGATTTTGAC-3= 5=-ATAAAATAGCTTATCCAGTGTGAGC-3= Promoter
  3 5=-GGTCAGACCAATTTACATTTCCATC-3= 5=-CATAACCACCCATGCAGTATCC-3= Promoter
  4 5=-TACTTTGGGAACTGGTGAGTCT-3= 5=-AGAAGGCAATTTTGCGACTA-3= 1
  5 5=-CACAAATAGGAAAATACGGATA-3= 5=-CCTGGGACAGCTGCTTA-3= 2
  6 5=-CTGAATCACTGCATACCGCTTTT-3= 5=-CCAACCAAGCTTTGCCTCAC-3= 3
  7 5=-CTGAATCACTGCATACCGCTTTT-3= 5=-AATTCGATCCTGGAGCTCAAC-3= 3_4
  8 5=-TCATAGTAAATGGCATCAAGT-3= 5=-GGTGGAACATGAGCTTGAGT-3= 5_6
  9 5=-AGTGGTGGAGATAGCCTC-3= 5=-GCTATAAAAATGTAAGGACA-3= 7
  10 5=-GCCAGGGAGAGATGATCAAA-3= 5=-GGCCAGTCAACATTAAGTG-3= 8_9
  11 5=-TGGAGCACATCCTTCCATTG-3= 5=-TTGCCCAAACTCCCATTAAG-3= 10
  12 5=-TCACTGGGCACCTCAAGTTC-3= 5=-AGCAGGAATCCATCACCTCT-3= 11
  13 5=-ATTTTGGGGACTATATCT-3= 5=-GATGTGATAGCCAGTCATTC-3= 12_13
  14 5=-GTTCGGTGGAGATTAGGAG-3= 5=-TCTTATGCAAGCATAGGCTC-3= 14
  15 5=-TTCACCTCCTGTTAGCGTA-3= 5=-ACCGAAGACATGCACATAGC-3= 15
  16 5=-TTCACCTCCTGTTAGCGTA-3= 5=-CAAGACCTCACCTACTAGCC-3= 15_16
  17 5=-ACAAGCACGTGAATACATATCAG-3= 5=-ACCCCTGTGTAGTTCTT-3= 17
  18 5=-GTAAGATTTTTAACCCCTTG-3= 5=-GCCCAGGCATAGAGTTTC-3= 18_19
  19 5=-GTATGGAGTATTTATGGAGT-3= 5=-TGTAAGTATGCGTTCAAT-3= 20_21
  20 5=-GTGGTTGGCATTCTAGGT-3= 5=-CATAATAATTCCTCCCTATCA-3= 22_23
  21 5=-CTGGGAACACACAGAATCCAAC-3= 5=-GGCTCCTGGGTATGTCAACA-3= 24
  22 5=-GGCTTTTGTCTTGTTCAGACG-3= 5=-CTTGGTAAACGGCAGA-3= 25
  23 5=-CCCGATCAAGTCAAAC-3= 5=-GGCATTCATGTCTACTTAGGA-3= 26
  24 5=-GGAGGCAAGGATTGTC-3= 5=-TCTGCATACTGTGGACCTTAT-3= 27_28
  25 5=-ACAGCTGCCAAGAGAGTCCAT-3= 5=-GCTCAAGTATCCCGAGTAGA-3= 29
  26 5=-CCTTGCGGAAGCTCAACC-3= 5=-TGCCAGGCATCACCTAACACG-3= 30
  27 5=-GTTTTGAAAGTCTGATCTG-3= 5=-AGGAAGTACGATCGAGGTA-3= 31_32

Table 1  Primer pairs used for amplification of ABCC2/MRP2 gene exons and promoters
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an increased ratio of  urinary coproporphyrin Ⅰ to cop-
roporphyrin Ⅲ, and a unique cholescintigram showing 
delayed visualization of  the liver and biliary tract. Neither 
a percutaneous liver biopsy with evidence of  melanin-like 
pigment and the absence of  MRP2 protein nor muta-
tion analysis are necessary for the diagnosis. Nonetheless, 
both methods may be helpful in complicated cases to 
establish the correct diagnosis and rule out more serious 
liver pathology.

In our patient, neither an examination of  urinary cop-
roporphyrin levels nor cholescintigraphy was performed. 
The diagnosis was based on biochemical evidence of  
fluctuating biphasic hyperbilirubinemia and characteristic 
findings in the liver biopsy, and further supported by dis-
closure of  two pathogenic mutations by subsequent muta-
tional analysis. Considering the clinical picture and the re-
sults of  laboratory tests, the two mutations are supposed 
to be in transposition. Unfortunately, no living relatives of  
the patient were found to confirm our presumption. 

As the clinical onset of  DJS is most often seen during 
the teenage years or in early adulthood, the first recogni-
tion of  the disease in old age is highly unusual. To the best 
of  our knowledge, our patient is the oldest reported newly 
diagnosed DJS patient confirmed by mutation analysis. 

The clinical presentation and laboratory findings of  
our case indicated the coincidence of  DJS with mild 
cholestatic liver damage, the etiology of  which remained 
obscure. The simultaneous occurrence of  the syndrome 
with another hepatobiliary disease is well-known and the 
coincidence with another disease or pathologic stimulus 
can modify the clinical picture and results of  laboratory 
tests, including histomorphology[21-24].

A significant fact in our case is the presence of  colorec-
tal adenocarcinoma with nodal metastases in a patient with 
chronic mixed hyperbilirubinemia. Numerous clinical trials 
have demonstrated the protective effects of  hyperbiliru-
binemia against the development of  sporadic colorectal 
cancer and an association of  low bilirubin levels with an 
increased risk of  colon cancer morbidity and mortality[10-12].

In addition, there are reports describing the protective 
effect of  bilirubin on the development of  atherosclero-
sis emphasizing the antioxidative and anti-inflammatory 
properties of  bilirubin[2-5]. Interestingly, our patient, a 
lifelong normotensive non-smoker with normal lipido-
gram, suffered from ischemic heart disease and advanced 
atherosclerosis affecting both large arteries and peripheral 
circulation, especially coronary arteries.

In conclusion, our case demonstrates that DJS should 
be included in the differential diagnosis of  liver diseases 
even in atypical age categories. The fact that our patient 
with DJS developed colorectal adenocarcinoma and clini-
cally significant atherosclerosis indicates that Dubin-
Johnson hyperbilirubinemia may not be sufficient to pro-
tect from atherogenesis and cancer development, even in 
the absence of  established risk factors.

REFERENCES
1	 Stocker R, Yamamoto Y, McDonagh AF, Glazer AN, Ames 

City, CA). The obtained sequence was compared with the 
reference sequences GenBank NM_000392 (mRNA) and 
NT_030059 (genomic DNA). An exon with suspected 
deletion was cloned into a pCR4.1-TOPO plasmid vector 
(Invitrogen, Carlsbad, CA), and the wild-type and mutated 
alleles were sequenced separately. Presence of  the second 
mutation was confirmed by PCR-restriction fragment 
length polymorphism analysis (PCR-Bsh1236I RFLP).

Analysis of  the ABCC2/MRP2 gene disclosed two novel 
mutations: a heterozygous deletion c.2360_2366delCCCTGTC 
in protein coding exon 18 (Figure 2A), and a heterozygous 
mutation c.3258+1G>A in intron 23 (Figure 2B and C). The 
former mutation in exon 18 was predicted to cause a reading 
frame shift and premature termination of  DNA translation 
at position 803 with protein alteration p.Pro787LeufsX7. 
The latter mutation affecting the donor splice site of  intron 
23 was predicted to cause abnormal splicing of  mRNA. 
Therefore, both mutations were considered as pathogenic. 
Histochemistry and mutation analysis accordingly estab-
lished the diagnosis of  DJS.

The patient suddenly died several months after being 
released from the hospital. The patient’s autopsy revealed 
no liver metastases and confirmed the diagnosis of  ad-
vanced atherosclerosis with serious involvement of  coro-
nary arteries with signs of  chronic myocardial ischemia.

DISCUSSION 

The diagnosis of  DJS is indicated by the presence of  
fluctuating predominantly conjugated hyperbilirubinemia, 

c.3258+1G>A

Patient

Control

c.2360_2366delCCCTGTC

Re
ve

rs
e 

  
  
  
  
  
  
  
  
  
 F

or
w

ar
d

M
ut

at
ed

  
  
  
  
  
  
  
  
 P

at
ie

nt
  
  
  
  
  
  
  
  
  
W

ild
ty

pe

Ref. t g a c c c c c t g t c t g c a g t g g a t g
        T G A C C C C C T G T C T G C A G T G G A T G

        T G A C C C C C T G T C T G C A G T G G A T G
T G C A G T G G A T G C T C A T G T

        T G A C C T G C A G T G G A T G C T C A T G T

G C C G G C R T A A G T

G C C G G C R T A A G T
Ref.  g c c g g c g t a a g t

A B

C

Figure 2  Mutation analysis results. A: Presence of a heterozygous dele-
tion c.2360_2366delCCCTGTC in exon 18 of ABCC2 (panel A, middle lane) 
was confirmed by sequence analysis of individual alleles separated by cloning 
(wildtype allele - panel A, upper lane; mutated allele - panel A, lower lane); B: In 
addition, a heterozygous splice site mutation c.3258+1G>A was detected in in-
tron 23; C: Presence of the latter mutation was confirmed by polymerase chain 
reaction-Bsh1236I restriction fragment length polymorphism analysis.  

Sticova E et al . DJS coinciding with cancer and atherosclerosis



950 February 14, 2013|Volume 19|Issue 6|WJG|www.wjgnet.com

BN. Bilirubin is an antioxidant of possible physiological im-
portance. Science 1987; 235: 1043-1046 [PMID: 3029864 DOI: 
10.1126/science.3029864]

2	 Siow RC, Sato H, Mann GE. Heme oxygenase-carbon 
monoxide signalling pathway in atherosclerosis: anti-
atherogenic actions of bilirubin and carbon monoxide? Car-
diovasc Res 1999; 41: 385-394 [PMID: 10341838 DOI: 10.1016/
S0008-6363(98)00278-8]

3	 Mayer M. Association of serum bilirubin concentration 
with risk of coronary artery disease. Clin Chem 2000; 46: 
1723-1727 [PMID: 11067805]

4	 Vítek L, Schwertner HA. Protective effects of serum bili-
rubin on peripheral vascular disease. Ann Hepatol 2008; 7: 
94-95 [PMID: 18376376]

5	 Lin JP, Vitek L, Schwertner HA. Serum bilirubin and genes 
controlling bilirubin concentrations as biomarkers for car-
diovascular disease. Clin Chem 2010; 56: 1535-1543 [PMID: 
20693308 DOI: 10.1373/clinchem.2010.151043]

6	 Ollinger R, Kogler P, Troppmair J, Hermann M, Wurm M, 
Drasche A, Königsrainer I, Amberger A, Weiss H, Ofner D, 
Bach FH, Margreiter R. Bilirubin inhibits tumor cell growth 
via activation of ERK. Cell Cycle 2007; 6: 3078-3085 [PMID: 
18073533 DOI: 10.4161/cc.6.24.5022]

7	 Lacko M, Roelofs HM, Te Morsche RH, Voogd AC, Ophuis 
MB, Peters WH, Manni JJ. Genetic polymorphism in the 
conjugating enzyme UGT1A1 and the risk of head and neck 
cancer. Int J Cancer 2010; 127: 2815-2821 [PMID: 21351260 
DOI: 10.1002/ijc.25296]

8	 Horsfall LJ, Rait G, Walters K, Swallow DM, Pereira SP, 
Nazareth I, Petersen I. Serum bilirubin and risk of respira-
tory disease and death. JAMA 2011; 305: 691-697 [PMID: 
21325185 DOI: 10.1001/jama.2011.124]

9	 Keshavan P, Schwemberger SJ, Smith DL, Babcock GF, 
Zucker SD. Unconjugated bilirubin induces apoptosis in 
colon cancer cells by triggering mitochondrial depolariza-
tion. Int J Cancer 2004; 112: 433-445 [PMID: 15382069 DOI: 
10.1002/ijc.20418]

10	 Temme EH, Zhang J, Schouten EG, Kesteloot H. Serum 
bilirubin and 10-year mortality risk in a Belgian population. 
Cancer Causes Control 2001; 12: 887-894 [PMID: 11808707]

11	 Zucker SD, Horn PS, Sherman KE. Serum bilirubin levels 
in the U.S. population: gender effect and inverse correlation 
with colorectal cancer. Hepatology 2004; 40: 827-835 [PMID: 
15382174 DOI: 10.1002/hep.20407]

12	 Jirásková A, Novotný J, Novotný L, Vodicka P, Pardini B, 
Naccarati A, Schwertner HA, Hubácek JA, Puncochárová L, 
Šmerhovský Z, Vítek L. Association of serum bilirubin and 
promoter variations in HMOX1 and UGT1A1 genes with 
sporadic colorectal cancer. Int J Cancer 2012; 131: 1549-1555 
[PMID: 22212955 DOI: 10.1002/ijc.27412]

13	 Ioannou GN, Liou IW, Weiss NS. Serum bilirubin and 
colorectal cancer risk: a population-based cohort study. Ali-
ment Pharmacol Ther 2006; 23: 1637-1642 [PMID: 16696814 

DOI: 10.1111/j.1365-2036.2006.02939.x]
14	 Dubin IN, Johnson FB. Chronic idiopathic jaundice with 

unidentified pigment in liver cells; a new clinicopathologic 
entity with a report of 12 cases. Medicine (Baltimore) 1954; 
33: 155-197 [PMID: 13193360]

15	 Shani M, Seligsohn U, Gilon E, Sheba C, Adam A. Dubin-
Johnson syndrome in Israel. I. Clinical, laboratory, and ge-
netic aspects of 101 cases. Q J Med 1970; 39: 549-567 [PMID: 
5532959]

16	 Paulusma CC, Kool M, Bosma PJ, Scheffer GL, ter Borg F, 
Scheper RJ, Tytgat GN, Borst P, Baas F, Oude Elferink RP. 
A mutation in the human canalicular multispecific organic 
anion transporter gene causes the Dubin-Johnson syn-
drome. Hepatology 1997; 25: 1539-1542 [PMID: 9185779 DOI: 
10.1002/hep.510250635]

17	 Toh S, Wada M, Uchiumi T, Inokuchi A, Makino Y, Horie 
Y, Adachi Y, Sakisaka S, Kuwano M. Genomic structure of 
the canalicular multispecific organic anion-transporter gene 
(MRP2/cMOAT) and mutations in the ATP-binding-cassette 
region in Dubin-Johnson syndrome. Am J Hum Genet 1999; 
64: 739-746 [PMID: 10053008 DOI: 10.1086/302292]

18	 Machida I, Wakusawa S, Sanae F, Hayashi H, Kusakabe A, 
Ninomiya H, Yano M, Yoshioka K. Mutational analysis of 
the MRP2 gene and long-term follow-up of Dubin-Johnson 
syndrome in Japan. J Gastroenterol 2005; 40: 366-370 [PMID: 
15870973 DOI: 10.1007/s00535-004-1555-y]

19	 Haimi-Cohen Y, Merlob P, Marcus-Eidlits T, Amir J. Dubin-
Johnson syndrome as a cause of neonatal jaundice: the 
importance of coproporphyrins investigation. Clin Pediatr 
(Phila) 1998; 37: 511-513 [PMID: 9729708 DOI: 10.1177/0009
92289803700809]

20	 Sprinz H, Nelson RS. Persistent non-hemolytic hyperbili-
rubinemia associated with lipochrome-like pigment in liver 
cells: report of four cases. Ann Intern Med 1954; 41: 952-962 
[PMID: 13208040]

21	 Varma RR, Grainger JM, Scheuer PJ. A case of the Dubin-
Johnson syndrome complicated by acute hepatitis. Gut 1970; 
11: 817-821 [PMID: 5485831 DOI: 10.1136/gut.11.10.817]

22	 Watanabe S, Nishioka M, Kodama T, Ando K, Numa Y, 
Fukumoto Y, Okita K, Takemoto T, Mizuta M. Clinicopatho-
logical studies of the Dubin-Johnson syndrome complicated 
with chronic hepatitis. Gastroenterol Jpn 1982; 17: 576-584 
[PMID: 7160601 DOI: 10.1007/BF02779135]

23	 Hunter FM, Sparks RD, Flinner RL. Hepatitis with resulting 
mobilization of hepatic pigment in a patient with Dubin-
Johnson syndrome. Gastroenterology 1964; 47: 631-635 [PMID: 
14234683]

24	 Cebecauerova D, Jirasek T, Budisova L, Mandys V, Volf 
V, Novotna Z, Subhanova I, Hrebicek M, Elleder M, Jirsa 
M. Dual hereditary jaundice: simultaneous occurrence of 
mutations causing Gilbert’s and Dubin-Johnson syndrome. 
Gastroenterology 2005; 129: 315-320 [PMID: 16012956 DOI: 
10.1053/j.gastro.2004.10.009]

P- Reviewer  Reshetnyak VI    S- Editor  Gou SX    
L- Editor  Logan S    E- Editor  Li JY

Sticova E et al . DJS coinciding with cancer and atherosclerosis


