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SUMMARY
P450scc deficiency due to CYP11A1 gene mutations 
is a rare cause of primary adrenal insufficiency (PAI) 
in children. We reported two young siblings with PAI 
presented with hyperpigmentation. They were referred 
to our clinic with a diagnosis of familial glucocorticoid 
deficiency (FGD), another rare cause of PAI. However, 
further hormonal evaluation revealed increased 
plasma renin activity, which was not congruent with 
the diagnosis of FGD. Genetic analysis showed the 
compound heterozygous mutations in exon 8 of 
the CYP11A1 gene, including a missense mutation, 
R466W (c1396C>T), and a nonsense mutation, R439X 
(c1315C>T). A case responded well to hydrocortisone, 
while another case received prednisolone due to 
her unresponsiveness to hydrocortisone. To correctly 
diagnose P450scc deficiency, physicians should be 
alerted with the similarity between this disease and FGD 
because of their predominant glucocorticoid deficiency. 
Long- acting glucocorticoids may be used with caution to 
reach treatment goals.

BACKGROUND
Primary adrenal insufficiency (PAI) in children is 
a rare, life- threatening condition characterised by 
an impaired production of glucocorticoids, with 
or without mineralocorticoid and androgen defi-
ciency, due to a primary pathology in the adrenal 
gland.1 The most common cause of PAI in children 
is congenital adrenal hyperplasia (CAH).2 CAH is a 
group of autosomal recessive enzymatic defects in 
steroidogenesis.2–4 Cholesterol is transported into 
the mitochondrial cytochrome of the adrenal gland 
by the steroidogenic acute regulatory (StAR) protein 
and is initially converted to pregnenolone by the 
cholesterol side- chain cleavage enzyme (P450scc) 
encoded by the CYP11A1 gene.3–5 The disruption of 
either StAR or P450scc activity is a rare cause of CAH 
and will result in PAI, in which the clinical presenta-
tions are due to the insufficient steroidogenesis of 
the adrenal and the gonads including glucocorticoid, 
mineralocorticoid, progesterone and sex steroids.2–5 
Signs and symptoms of CAH can occur early in the 
neonatal period or later during infancy and include 
vomiting, volume depletion, hyponatraemia, hyper-
kalaemia, hypoglycaemia, hyperpigmentation and 
failure to thrive.6 Since P450scc also plays an essen-
tial role in the progesterone synthesis of the placenta 
to assure term gestation, mutations of the CYP11A1 
gene may lead to miscarriage or premature birth.7

Patients with P450scc deficiency show a variety 
of clinical presentations ranging from a severe form 
considered as classic P450scc deficiency to a mild 
form which is non- classic P450scc deficiency.3 8 The 
clinical presentation may vary from being incom-
patible with term gestation to late- onset adrenal 
insufficiency after the neonatal period (9 months–
9.7 years of age).3 The lack of P450scc enzyme 
activities leads to a decrease in the production of 
adrenal steroids and an increase in the production of 
adrenocorticotropic hormone (ACTH) and plasma 
renin activity.3 6 Patients with a 46,XX karyotype 
with either StAR or P450scc deficiency have normal 
female external genitalia.3 However, those with a 
46,XY karyotype may have normal female or male 
genitalia, female genitalia with clitoromegaly, or 
male genitalia with hypospadias or cryptorchidism.3

There are a few case reports about the disorders 
in the initial steps of steroid hormone synthesis due 
to mutations in CYP11A1 gene.3 All reported cases 
presented with clinical manifestations of adrenal 
insufficiency and with varying degrees of severity 
at different ages depending on P450scc enzyme 
residual activities.3 Here, we reported a novel muta-
tion of CYP11A1 gene in two siblings with PAI. In 
addition, these siblings presented with only clinical 
presentations of glucocorticoid deficiency, which 
is usually misdiagnosed as familial glucocorticoid 
deficiency (FGD) (ACTH resistance), another rare 
cause of PAI.2 We have also reported our use of the 
long- acting glucocorticoids to treat PAI in one of 
our patients as she did not respond to the recom-
mended hydrocortisone therapy.

CASE PRESENTATION
The two cases were the second and the third child 
of a three- child family. They were referred to 
our outpatient clinic with a diagnosis of PAI due 
to FGD. They were born to non- consanguineous 
marriage partners. There was no family history 
of tuberculosis, HIV infection, or diseases related 
to the adrenal gland and autoimmune disorders. 
Their parents and the oldest child did not have 
hyperpigmentation. There was no sign or symptom 
suggesting HIV infection in these two siblings.

Case 1
Case 1 was the youngest child in her family. She 
was a full- term baby, born by caesarean delivery 
with a birth weight of 3000 g and with other-
wise uneventful antenatal and perinatal periods. 
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Reviewing her medical history found that she was hospitalised 
with a diagnosis of severe septic shock and FGD when she 
was 2 years old. There was no detailed medical record of this 
hospital admission, but she has undertaken an oral hydrocor-
tisone therapy (20 mg/m2/day in two divided doses) since then. 
At our first examination, she was 5 years and 6 months old. She 
was generally well with a normal physical evaluation, and no 
signs of dehydration or salt craving, except diffuse hyperpigmen-
tation. Her height (108.5 cm), weight (18.5 kg), blood pressure 
(85/55 mm Hg) and pulse rate (88/min) were within the corre-
sponding normal ranges for age and sex. The hyperpigmentation 
was accentuated on her face, extremities and skin folds. She had 
a normal external female genitalia.

Morning plasma ACTH and serum cortisol examinations 
that were performed on this patient confirmed PAI. To identify 
underlining conditions, she also undertook other laboratory 
and imaging tests including serum electrolyte, 17OH- proges-
terone, aldosterone, plasma renin activity, dehydroepiandros-
terone sulfate, abdominal ultrasonography and karyotype. Her 
blood test results are summarised in table 1. Abdominal ultra-
sound showed undetectable adrenal glands, and normal uterus 
and ovaries. Karyotype analysis confirmed 46,XX karyotype, 
matching with her normal female phenotype.

Case 2
Case 2 was the second child in the family. She was a prema-
ture baby because of premature rupture of membranes at 34 
weeks of gestation with a birth weight of 2100 g. She had a 
normal growth and development without any noticeable health 
problem. After the diagnosis of FGD of her younger sibling (case 
1), she was brought to the same hospital for evaluation because 
of her hyperpigmentation when she was 5 years old. She was also 
diagnosed with an FGD and has been treated with oral hydro-
cortisone (20 mg/m2/day in two divided doses) since then. Our 
first physical examination, which was performed when she was 
8 years and 10 months old, found no abnormality, except diffuse 
hyperpigmentation, significantly in sun- exposed areas like case 
1. There was no sign of dehydration or salt craving. Her height 
(131.5 cm), weight (40 kg), blood pressure (90/50 mm Hg) and 
pulse rate (80/min) were within the corresponding normal 
ranges for age and sex. She was prepubertal with a normal 
external female genitalia. She was asked to undertake the same 
laboratory and imaging tests as case 1. Her laboratory test results 
are summarised in table 1. Abdominal ultrasound showed unde-
tectable adrenal glands, and normal ovaries and prepubertal 
uterus. She had a 46,XX karyotype, matching with her normal 
female phenotype. At 11 years of age, examination revealed 
Tanner stage 2 of breast development, growth acceleration but 

no axillary or pubic hair. Evaluation of her hypothalamic–pitu-
itary–gonadal axis at this time found that there was an increase 
in levels of luteinising hormone (LH) (9.78 IU/L), follicle- 
stimulating hormone (5.09 IU/L) and oestradiol (30.4 pg/mL) .9

INVESTIGATIONS
Genetic testing using DNA samples extracted from periph-
eral blood leucocytes was performed on two cases and their 
family members, including parents and the oldest child. The 
results showed compound heterozygous mutations in exon 8 
of the CYP11A1 gene, including a missense mutation R466W, 
(c1396C>T), and a nonsense mutation, R439X (c1315C>T) 
that were found in both cases. Based on the Clinvar database, 
these mutations were considered as novel mutations.10 However, 
the nonsense mutation R439X has been reported elsewhere.11 
Hence, only R466W variant was considered as a novel muta-
tion. These two variants were analysed using Intervar—bioin-
formatics software recommended by the American College of 
Medical Genetics and Genomics and the Association for Molec-
ular Pathology 2015 Guidelines.12

Genetic analysis showed that these variants were classi-
fied as variants of uncertain significance. Given that nonsense 
mutations are highly likely to be non- functioning,11 the novel 
missense mutation resulted in mild enzymatic defects in our 
cases presented with the non- classic form of P450scc deficiency. 
The missense mutation was inherited from the mother, while 
the nonsense mutation was inherited from the father. The oldest 
child (ie, older sister of cases 1 and 2) was clinically normal and 
had the nonsense mutation only.

DIFFERENTIAL DIAGNOSIS
The two cases presented with hyperpigmentation and blood 
tests showing extremely low morning cortisol and high ACTH 
concentration. Therefore, as suggested elsewhere, a diagnosis of 
PAI was made without the need to perform corticotropin stim-
ulation test.2 6 However, regarding the identification of the aeti-
ology of PAI, the increased plasma renin activity in these cases did 
not match well with their previous diagnosis of FGD, in which 
the mineralocorticoid production is usually intact.2 This made 
the previous diagnosis of FGD questionable. Some causes of PAI 
including infections, injury and malignancies of the adrenal can 
possibly be ruled out based on the clinical features, laboratory 
tests and imaging.2 However, other causes of PAI such as auto-
immune diseases and genetic defects (CAH, adrenal hypoplasia, 
adrenoleucodystrophy and ACTH insensitivity syndromes) need 
specific diagnosis tests, including 21- hydroxylase antibodies and 
genetic analysis, respectively.2 6 Gene analysis can be performed 
in Viet Nam, but 21- hydroxylase antibodies are not available. 
In addition, CAH, along with other genetic defects, is the most 
common cause of PAI in children.2 Hence, genetic analysis had 
been performed to detect genetic mutations before autoimmune 
diseases were considered. Genetic analysis also helped differen-
tiate between genetic causes of PAI, including FGD.

TREATMENT
At our centre, the recommended oral hydrocortisone therapy 
(8–15 mg/m2/day), divided into three doses and administered 
every 8 hours, was used for two cases to optimise their height 
growth.6 Case 1 responded to the dose of 12 mg/m2/day demon-
strated by her decreased hyperpigmentation. In contrast, case 2 
was treated using a dose of 15 mg/m2/day, but the severity of her 
hyperpigmentation was not improved after 3 months. Hence, 
case 2’s treatment therapy was replaced by prednisolone with 

Table 1 Laboratory test results of cases 1 and 2

Laboratory tests Case 1 Case 2 Reference ranges

Morning plasma ACTH (pg/mL) >2000 >2000 2.7–63.3

Morning serum cortisol (µg/dL) 1.44 0.62 6.20–19.40

17OH- progesterone (ng/mL) 0.22 0.24 0.07–0.69

Direct renin concentration (µIU/mL) 382.1 203.0 4.4–46.1

Aldosterone (ng/dL) 3.69 5.28 2.21–35.3

Serum sodium (mmol/L) 142.0 139.0 130–145

Serum potassium (mmol/L) 3.93 4.31 3.4–5.1

Total serum calcium (mmol/L) 2.55 2.42 2.1–2.8

Dehydroepiandrosterone sulfate (µg/mL) <0.002 0.006 0.5–3.5

ACTH, adrenocorticotropic hormone.
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equivalent dose. Case 2’s hyperpigmentation improved after 6 
months with prednisolone treatment.

Mineralocorticoid replacement is not recommended for non- 
classic CAH type due to steroid 21- hydroxylase deficiency.13 
Although the two cases had mineralocorticoid insufficiency 
demonstrated by an increased plasma renin activity, they did 
not have serum electrolyte imbalance. There were also no clin-
ical signs of aldosterone deficiency including poor weight gain, 
salt craving or dehydration. Therefore, they had been carefully 
followed up without any mineralocorticoid treatment. Miner-
alocorticoid replacement will be considered when the patients 
grow up and require more physical activities.

OUTCOME AND FOLLOW-UP
Both patients were stable with hydrocortisone or prednisolone 
treatment in the subsequent follow- ups until 26 months since 
their admission to our clinic. Their parents were consulted about 
the need of these medications in their children’s whole life, espe-
cially when the patients are stressful or sick. The two patients 
have been followed up at our clinic every 6 months for a re- eval-
uation and drug dosage adjustment. Genetic counselling was also 
conducted for their parents with a focus on the risk of disease in 
their future children.

DISCUSSION
CAH is a group of autosomal recessive disorders. An increasing 
incidence of CAH due to consanguineous marriage has been 
reported.14 Classic P450scc deficiency is a rare, severe form 
of CAH due to the complete insufficiency of all adrenal and 
gonadal steroids.3 15 In Viet Nam, to the best of our knowledge, 
consanguineous marriage is rare. Given that newborn screening 
for CAH has just been available at some private hospitals, infor-
mation on the magnitude of CAH gene mutation and associ-
ated clinical manifestations is scarce due to limited laboratory 
resource. A published study examining the clinical manifestation 
of 21- hydroxylase (CYP21A2) deficiency—the most common 
type of CAH in 209 Vietnamese patients—found that salt- 
wasting was the most common manifestation (77%), followed 
by simple virilising (21%) and non- classic type (2%).16 However, 
gene analysis was not performed in this study. Our patients had 
no clinical signs and symptoms of adrenal insufficiency until the 
age of 2 and 5 years, except progressive hyperpigmentation. 
Although our patients had high levels of plasma renin activity, 
their levels of mineralocorticoids were partially preserved, 
demonstrated by normal serum sodium and potassium levels as 
well as no clinical signs of poor weight gain, salt craving and 
dehydration. Both patients had a 46,XX karyotype and normal 
female external genitalia. Hence, our patients’ condition was 
also considered as the non- classic P450scc deficiency.

The partially inactivating mutations of CYP11A1 gene 
presented as non- classic P450scc deficiency affect glucocorti-
coid production more predominantly than other adrenal gland 
steroids.2–5 Consequently, the clinical presentation of non- classic 
P450scc deficiency is similar to that of FGD, which is an isolated 
glucocorticoid deficiency because of the hereditary unrespon-
siveness to ACTH.2 Our cases were previously misdiagnosed as 
FGD because of the predominant hyperpigmentation manifesta-
tion and high- plasma ACTH. However, patients with non- classic 
P450scc deficiency also have asymptomatic mineralocorticoid 
and gonadal steroid deficiency, which will become symptomatic 
and more severe when they grow up and reach their puberty.2 In 
light of this, paediatric endocrinologists should be alerted to this 
presentation of the non- classic P450scc deficiency to correctly 

diagnose its aetiology. To differentiate between the non- classic 
P450scc deficiency and FGD, it is important to perform plasma 
renin measurement in patients presenting with only glucocorti-
coid insufficiency and hyperpigmentation.

Regarding treatment, hydrocortisone is the only suggested 
glucocorticoid replacement therapy.6 Other synthetic, long- 
acting glucocorticoids including prednisolone and dexametha-
sone are not recommended because of the risk of their adverse 

Patient’s perspective

Mother’s perspective
I did not realize the dark skin of my kids until the hospital 
admission of the youngest one a few years ago. I was very upset 
at when I knew about the diagnosis of familial glucocorticoid 
deficiency - an inherited disease. This was because my husband 
and I are totally healthy, and my oldest kid is healthy too. No 
genetic test was done to confirm our kids’ disease at that time. 
The treatment had been going on without any improvement of 
my kids’ skin condition since the last 2 years. The middle kid was 
bored at school because she had no close friend. Honestly, none 
of her classmates wanted to play with her because of her skin 
condition. My youngest kid was still naïve and happy at her age 
which helps me so much. Nevertheless, I really wanted them to 
have a normal life as others. This urged me to seek help from 
a paediatric endocrinologist. Now, I am truly happy to know 
about the cause of the disease and how the treatment works to 
help maintain my kids’ normal life. It was so amazing that my 
youngest kid’s dark skin improved after 3 months and that of 
the middle one improved after she used the new medication. 
The lack of medication and follow- ups with their doctor due 
to the COVID- 19 lockdown caused me too much trouble. 
Hopefully, everything is good in the end, especially, when the 
doctor confirmed that my middle kid experiences her puberty at 
a proper age. I greatly thank the doctor for everything and am 
more optimistic with the future of my kids.

Case 2’s perspective
I loved your clinic. It was so beautiful with a lot of cartoon 
pictures. My sister (ie, Case 1) also liked these pictures, and she 
loved to run around to look at them. I was ok with the pain 
caused by blood draw, but she hated it. I liked to play with her 
at home because I had no close friend. My classmates sometime 
made fun of my skin colour and did not really want me to join 
them. I really wanted to join my classmates and have close 
friends. Could you help me with this?

Learning points

 ► P450scc deficiency due to CYP11A1 gene mutations is a rare 
cause of primary adrenal insufficiency and is diagnosed using 
gene analysis.

 ► Given that patients with non- classic P450scc may be 
misdiagnosed as having familial glucocorticoid deficiency, 
to differentiate these conditions, it is important to perform 
plasma renin measurement in patients presenting with only 
glucocorticoid insufficiency and hyperpigmentation.

 ► The levels of adrenal and sex steroids deficiency are 
dependent on the residual P450scc enzyme activity. Hence, 
a long- term follow- up is required to decide if hormone 
replacement therapy is needed.
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effects.6 However, no data are available for the comparison of 
the long- term adverse effects of various glucocorticoids in chil-
dren. In addition, some long- acting glucocorticoids that were 
used as a substitution for hydrocortisone in children with CAH 
such as dexamethasone and prednisolone showed no long- term 
adverse effects, especially on growth velocity.17 18 Our case 2’s 
hyperpigmentation was not improved even with the highest 
recommended dose of hydrocortisone. Given that the mother of 
two cases was their direct caregiver, she confirmed the patients’ 
high compliance with medication. Hence, case 2’s non- response 
to hydrocortisone due to drug non- compliance was ruled out. 
Her treatment therapy was replaced by using an equivalent dose 
of prednisolone with a comparable anti- inflammatory potency 
after discussing with her parents. She has been on prednisolone 
for 23 months and shows no adverse effects of medication. 
However, the long- term adverse effects of prednisolone on this 
patient, especially growth retardation, have been continuously 
monitored.

The production of sex steroids is also partially impaired in 
patients with non- classic P450scc deficiency due to the retained 
P450scc activity. Hence, it is pivotal to closely follow up the 
patients to examine if their pubertal development is appro-
priate.2 15 The average age for girls to begin puberty is 10–11 
years.9 Patient follow- up found that case 2 had the first signs of 
puberty at the age of 11 years with height acceleration, breast 
development and pubertal levels of hypothalamus–pituitary–
gonadal axis hormones. The LH level was higher than that 
of clinical Tanner stage 2 proving an inappropriate oestrogen 
production. She has been continuously followed up to ensure 
her adequate oestrogen biosynthesis through puberty and in 
adulthood.8 Similarly, case 1 has also been followed up.

In conclusion, PAI caused by non- classic P450scc deficiency is a 
very rare disease in children and is due to mutations of CYP11A1 
gene. By describing two clinical cases with a novel mutation, 
this case report adds to the body of knowledge of molecular 
pathogenesis of non- classic P450scc deficiency leading to PAI. 
The report also shows an unusual presentation of non- classic 
P450scc deficiency, which may cause misdiagnosis. If the recom-
mended hydrocortisone therapy is ineffective, long- acting gluco-
corticoids may be used with a close patient follow- up.

Contributors Supervised by CMD. The patient was under the care of BTL. Report 
was written by BTL, CMD, TQN and MCN.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Parental/guardian consent obtained.

Ethics approval This case report was approved by City Children’s Hospital 
(reference 519/QDĐ-BVNDĐTP).

Provenance and peer review Not commissioned; externally peer reviewed.

Case reports provide a valuable learning resource for the scientific community and 
can indicate areas of interest for future research. They should not be used in isolation 
to guide treatment choices or public health policy.

ORCID iDs
Binh Thanh Le http://orcid.org/0000-0001-6676-7229
Cuong Minh Duong http://orcid.org/0000-0002-9300-0047
Chau Minh Nguyen http://orcid.org/0000-0002-5639-0728

REFERENCES
 1 Bowden SA, Henry R. Pediatric adrenal insufficiency: diagnosis, management, and 

new therapies. Int J Pediatr 2018;2018:1–8.
 2 Claire Hughes R R, John C. Achermann: The Adrenal Cortex and Its Disorders. In: 

Mehul T, CGDB D, eds. Brook’s Clinical Pediatric Endocrinology. 7th Edn. Hoboken, NJ: 
Wiley- Blackwell;, 2020: 335–409.

 3 Miller WL. Disorders in the initial steps of steroid hormone synthesis. J Steroid 
Biochem Mol Biol 2017;165:18–37.

 4 Miller WL. Mechanisms in endocrinology: rare defects in adrenal steroidogenesis. Eur J 
Endocrinol 2018;179:R125–41.

 5 Miller WL, . Molecular biology of steroid hormone synthesis. Endocr Rev 
1988;9:295–318.

 6 Bornstein SR, Allolio B, Arlt W, et al. Diagnosis and treatment of primary adrenal 
insufficiency: an endocrine Society clinical practice guideline. J Clin Endocrinol Metab 
2016;101:364–89.

 7 Zakar T, Mesiano S. How does progesterone relax the uterus in pregnancy? N Engl J 
Med 2011;364:972–3.

 8 Buonocore F, Achermann JC. Primary adrenal insufficiency: new genetic causes and 
their long- term consequences. Clin Endocrinol 2020;92:11–20.

 9 Sasha R, NdR H, Leger J. Puberty and Its Disorders. In: Mehul T, CGDB D, eds. Brook’s 
Clinical Pediatric Endocrinology. Hoboken,NJ: Wiley- Blackwell, 2020.

 10 Landrum MJ, Lee JM, Riley GR, et al. ClinVar: public archive of relationships among 
sequence variation and human phenotype. Nucleic Acids Res 2014;42:D980–5.

 11 Maharaj A, Buonocore F, Meimaridou E, et al. Predicted Benign and Synonymous 
Variants in CYP11A1 Cause Primary Adrenal Insufficiency Through Missplicing. J 
Endocr Soc 2019;3:201–21.

 12 Li Q, Wang K. InterVar: clinical interpretation of genetic variants by the 2015 ACMG- 
AMP guidelines. Am J Hum Genet 2017;100:267–80.

 13 Speiser PW, Arlt W, Auchus RJ, et al. Congenital adrenal hyperplasia due to steroid 
21- hydroxylase deficiency: an endocrine Society clinical practice guideline. J Clin 
Endocrinol Metab 2018;103:4043–88.

 14 Livadas S, Stratakis CA, Macut D. Editorial: congenital adrenal hyperplasia, unresolved 
issues and implications on clinical management. Front Endocrinol 2020;11:170.

 15 Guran T, Buonocore F, Saka N, et al. Rare causes of primary adrenal insufficiency: 
genetic and clinical characterization of a large nationwide cohort. J Clin Endocrinol 
Metab 2016;101:284–92.

 16 Vu CD, Tran HT, Tran VK. The clinical manisfestations and classifications of congenital 
adrenal hyperplasia due to 21- hydroxylase deficiency [in Vietnamese]. Vietnam 
Medical Journal 2021;499:137–40.

 17 Rivkees SA, Crawford JD. Dexamethasone treatment of virilizing congenital adrenal 
hyperplasia: the ability to achieve normal growth. Pediatrics 2000;106:767–73.

 18 Punthakee Z, Legault L, Polychronakos C. Prednisolone in the treatment of adrenal 
insufficiency: a re- evaluation of relative potency. J Pediatr 2003;143:402–5.

Copyright 2022 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:
 ► Submit as many cases as you like
 ► Enjoy fast sympathetic peer review and rapid publication of accepted articles
 ► Access all the published articles
 ► Re-use any of the published material for personal use and teaching without further permission

Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.

Visit casereports.bmj.com for more articles like this and to become a Fellow

http://orcid.org/0000-0001-6676-7229
http://orcid.org/0000-0002-9300-0047
http://orcid.org/0000-0002-5639-0728
http://dx.doi.org/10.1155/2018/1739831
http://dx.doi.org/10.1016/j.jsbmb.2016.03.009
http://dx.doi.org/10.1016/j.jsbmb.2016.03.009
http://dx.doi.org/10.1530/EJE-18-0279
http://dx.doi.org/10.1530/EJE-18-0279
http://dx.doi.org/10.1210/edrv-9-3-295
http://dx.doi.org/10.1210/jc.2015-1710
http://dx.doi.org/10.1056/NEJMcibr1100071
http://dx.doi.org/10.1056/NEJMcibr1100071
http://dx.doi.org/10.1111/cen.14109
http://dx.doi.org/10.1093/nar/gkt1113
http://dx.doi.org/10.1210/js.2018-00130
http://dx.doi.org/10.1210/js.2018-00130
http://dx.doi.org/10.1016/j.ajhg.2017.01.004
http://dx.doi.org/10.1210/jc.2018-01865
http://dx.doi.org/10.1210/jc.2018-01865
http://dx.doi.org/10.3389/fendo.2020.00170
http://dx.doi.org/10.1210/jc.2015-3250
http://dx.doi.org/10.1210/jc.2015-3250
http://dx.doi.org/10.1542/peds.106.4.767
http://dx.doi.org/10.1067/S0022-3476(03)00294-4

	Two siblings with non-classic P450scc deficiency resulted from a novel mutation in CYP11A1 gene misdiagnosed as familial glucocorticoid deficiency
	Summary
	Background
	Case presentation
	Case 1
	Case 2

	Investigations
	Differential diagnosis
	Treatment
	Outcome and follow-up
	Discussion
	References


