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Case Report

A 42 years old female presented with a two year history of 
tiredness, easy fatigability, and generalized body aches. She 
described increased skin pigmentation particularly in the peri-
orbital regions, neck, upper chest and palmar creases. She was on 
no medications. Her family history was positive for pulmonary 
tuberculosis affecting her mother.

On physical examination, she looked healthy, but tired. Her 
blood pressure was 130/78 mmHg with no postural drop. Her 
palmar creases and buccal mucosa were hyperpigmented. 

The initial serum cortisol concentration was less than 243 nmol/
l. Her peak cortisol response to the Synacthen test was 311 nmol/
l (expected >550 nmol/l) (Alliance Pharmaceuticals, Wiltshire). 
The baseline concentration of adrenocorticotrophic hormone 
was 42.7 pmol/l (normal range < 10.7 pmol/l). The patient had 
a tuberculin skin test that was positive at 12 mm after 48 hours. 
A chest x-ray was normal. CT scan of the chest revealed a patchy 
fibrotic lesion in RUL with small plaque of calcification in the right 
apical and the right tracheo-bronchial region. These lesions were 
thought to be consistent with old tuberculous lesions. MRI scan of 
the abdomen showed an enlarged left suprarenal gland with specs 
of calcifications .The outer limb of the left suprarenal was bulbous 
(Figures 1,2). T1 images showed only rim enhancement. These 
findings were suggestive of a granulomatous pathology although, 
given the appearance, a neoplastic process was not possible to 
exclude. The right suprarenal was normal .The patient was then 
subjected to a CT guided Tru-cut biopsy of the Left suprarenal 
gland. The histopathology revealed caseating granulomas. Stain 
for Acid Fast Bacilli was negative. However, the cultures later 
confirmed the growth of mycobacterium tuberculosis.

The patient was treated with a standard anti-tuberculous 
regimen and was also started on steroid replacement therapy 
with hydrocortisone and fludrocortisone. The patient improved 
considerably with regards to her constitutional symptoms and was 
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back to her baseline activities. A year later, a follow up MRI scan 
of the adrenals showed reduction in the size of the adrenal mass 
and increased calcification. The patient remained asymptomatic 
during the follow-up period.

Discussion

Tuberculosis is one of the leading causes of adrenal insufficiency 
worldwide, but the presence of TB may be difficult to diagnose.1 

In a large retrospective study of autopsy results in Hong Kong, 
Lam and Lo found active TB in 6.5% of cases. However, in more 
than 70% of these patients, TB was diagnosed only at autopsy. 
Adrenal insufficiency was found in 6% of the patients with active 
TB.1

It may also be difficult to identify TB as the cause of adrenal 
insufficiency, as illustrated by Serter and associates.2 The 
manifestations can be both acute and chronic.2,3 Numerous efforts 
were made to try to establish features on CT scan of the adrenal 
glands to distinguish between adrenal tuberculosis and other 
benign and malignant adrenal pathology.4-6 Ultimately, tissue 

Figure 1. Gadolinium enhanced MR scan of the abdomen 
demonstrating the enlarged left adrenal gland on the frontal view. 
Note the rim enhancement.

Abstract :

Adreno-cortical insufficiency in the context of an adrenal mass 
can be a challenging clinical problem. The two main possibilities 
are either a benign mass or a malignant pathology.
We describe here a patient who was investigated for chronic 
adreno-cortical insufficiency and was found to have a left 
adrenal mass that was later confirmed histopathologically to be 
tuberculous in nature.
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diagnosis remains the mainstay of diagnosis.7 Our patient presented 
with insidious vague symptoms that prompted investigation of 
adreno-cortical function. Her hormonal profile confirmed that 
she had primary adreno-cortical insufficiency. The patient made 
a remarkable symptomatic improvement when she was started on 
steroid replacement therapy. The finding of a left adrenal mass was 
an interesting finding. The mass had features that suggested the 
diagnosis of tuberculous adrenal involvement, namely preservation of 
gland’s contour, rim enhancement and obvious speckled calcifications. 
In addition, given the epidemiology of tuberculosis in this part of the 
world and other evidence of tuberculosis on CT scan of chest and a 
positive tuberculin skin test, the likelihood of tuberculosis was quite 
high. However, the unilateral nature of the mass was worrisome. 
The decision to subject the patient to CT guided biopsy was indeed 
prudent before committing her to a prolonged treatment regimen 
with anti-tuberculous medications. Findings on histopathology and 
later on culture were in keeping with the clinical suspicion. This was 
augmented by the findings on repeat scan of the shriveling of the 
previously enlarged left adrenal gland and increasing calcification. 

Tuberculosis (TB) is one of the leading causes of adrenal 
insufficiency worldwide, but the presence of TB may be difficult 
to diagnose.1 The manifestations can be both acute and chronic.2,4,5 
Numerous efforts were made to try to distinguish between adrenal 
tuberculosis and other benign and malignant adrenal pathologies 
using CT scan.3,6,8 Ultimately, tissue biopsy remains the mainstay 
of diagnosis.7 

Adrenal tuberculosis is being increasingly recognized as a 
cause for chronic and acute adrenocortical insufficiency. Our case 
illustrates a rather unusual and rare manifestation of chronic 
tuberculous adreno-cortical insufficiency. 
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Figure 2. Gadolinium enhanced MR scan of the abdomen. Note 
the enlarged left adrenal gland on the coronal view. 


