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Abstract

A 75-year-old male presented with productive cough; unintentional 
weight loss and constitutional symptoms since 1 month and was 
diagnosed with pulmonary tuberculosis. He was then started on 
appropriate antitubercular therapy. During his hospitalization, he 
developed acute abdominal pain. Laboratory testing was consistent 
with acute adrenal insufficiency and was diagnosed to be acute 
adrenal insufficiency secondary to unilateral hemorrhage on a 
computerized tomography scan. He was treated with corticosteroids 
and had recovery of adrenal function. Through this case, we wish 
to illustrate the importance of recognizing early this rare but 
potentially life threatening complication of pulmonary tuberculosis.
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Introduction

Adrenal hemorrhage may have a nonspecific presentation 

and may lead to acute adrenal crisis, shock, and death un-
less it is recognized promptly and treated appropriately [1]. 
It has been diagnosed with increasing frequency in hospi-
talized patients with the advent of newer imaging technol-
ogy [2]. Adrenal hemorrhage may result from trauma, acute 
stress, anticoagulation, coagulopathy, underlying malig-
nancy or idiopathic disease [3]. Adrenal hemorrhage due to 
an infectious etiology is a rare, usually bilateral and seen 
with meningococcal infections [4]. However, unilateral ad-
renal hemorrhage caused by Mycobacterium tuberculosis 
and leading to acute adrenal insufficiency is an exceedingly 
rare phenomenon and has seldom been described. Here we 
describe a case of unilateral adrenal hemorrhage in a patient 
with pulmonary tuberculosis presenting with acute abdomi-
nal pain.

 
Case Report

A 75-year-old male with past medical history of hyperten-
sion, dyslipidemia, diabetes mellitus type 2 and depression 
presented with a one-month history of productive cough with 
white sputum. On further inquiry, he reported an uninten-
tional weight loss of 25 pounds in the past 4 weeks and night 
sweats. Before his presentation he was treated with azithro-
mycin for a presumed community-acquired pneumonia with-
out any improvement in his symptoms. He had recently re-
turned from a 5-month trip to the Dominican Republic. On 
presentation, he was found to have a blood pressure (BP) of 
150/90 mmHg, pulse of 77 beats/minute, respiratory rate of 
18/minute and a temperature of 37 degrees Celsius. Physi-
cal examination revealed coarse breath sounds over the right 
middle and lower zones with the left lung clear to auscul-
tation. A chest Roentgenogram was done which revealed 
multiple thick-walled, cavitary lesions in right middle and 
lower lobes with air-fluid levels. Considering these results, 
an urgent Computerized Tomography (CT) showed multiple 
irregular thick-walled, cavitary lesions in right middle and 
lower lobes with adjacent “tree in bud” opacities.

Patient was placed on airborne precautions and the next 
day of hospitalization sputum staining revealed Acid Fast 
Bacilli (AFB). A diagnosis of pulmonary tuberculosis was 
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made and antitubercular therapy initiated with a 4-drug regi-
men of ethambutol, pyrazinamide, rifampin and isoniazid. 
Sputum samples for AFB were monitored every week in 
order to document mycobacterium tuberculosis clearance. 
During the 9th day of hospitalization he developed acute 
flank pain on the right side that was 10/10 in intensity, radi-
ating to his groin, stabbing in nature and not aggravated or 
alleviated by anything. 

Considering these concerning findings, an emergent 
abdominal CT scan was performed which revealed left side 
adrenal enlargement with hemorrhagic changes (Fig. 1). He 
also developed hyponatremia with a sodium of 128 mEQ/L 
(131 - 143 mEQ/L); hyperkalemia with serum potassium of 
5.5 mg/dL (3.5 - 5.1 meQ/L) and hypoglycemia with serum 
glucose of 60 mg/dL with a significant decrease in his in-
sulin requirements. His blood pressure that was usually in 
the hypertensive range suddenly decreased to 100/60 mmHg. 
The right-sided adrenal gland was normal on the CT scan. 
Laboratory findings revealed an elevated adrenocorticotrop-
ic Hormone (ACTH) level at 110 pg/mL (20 - 80 pg/L) and 
decreased aldosterone levels at < 1.6 ng/dL (19 - 34 ng/dL) 
which were consistent with acute adrenal insufficiency. The 
morning serum cortisol level was low to 3 mcg/dL (6 - 23 
mcg/dL). A cosyntropin test was positive with a rise of < 
25% in the serum cortisol level at 90 minutes from a baseline 
of 4.1 mcg/dL.

An endocrinology consultation was requested and con-
sidering a presumptive diagnosis of acute adrenal insuffi-
ciency he was treated with Fludrocortisone at a dose of 0.05 
mg every twenty-four hours and Hydrocortisone at a dose of 
100 mg every 8 hours. After the treatment his blood pressure 
stabilized and serum glucose and potassium levels normal-
ized after seven days. The corticosteroids were tapered off 
over 14 days and the patient continued to maintain his blood 
pressure. His sodium and potassium levels normalized and 
his blood glucose came back to his baseline. His ACTH and 
aldosterone levels normalized indicating recovery in adre-

nal function. He continued to receive antitubercular therapy 
for three months as an inpatient with significant clinical im-
provement in his cough and sputum clearance of AFB. After 
three consecutive sputum samples were negative for AFB 
he was discharged with isoniazid and rifampin for 4 more 
months. He continued to be monitored on an outpatient basis 
without any evidence of adrenal insufficiency or recurrence 
of pulmonary or extra pulmonary tuberculosis.

Discussion
  
In the 1900s, tuberculosis was one of the leading causes of 
death in the United States. However, since then the incidence 
of tuberculosis has steadily declined due to improvement in 
living conditions with the incidence reaching the lowest in 
2005. However tuberculosis continues to be a significant 
problem in certain demographic groups including immi-
grants. The tuberculosis rate in foreign-born persons in the 
United States was 8.7 times that of U.S. -born persons [5]. 
Tuberculosis has the potential to affect each organ system of 
the body. Adrenal tuberculosis usually presents with adrenal 
insufficiency and is the cause of around 20% of cases world-
wide. Other causes include autoimmune, other infectious 
diseases primarily meningococcal meningitis, replacement 
by metastatic cancer or lymphoma, adrenal hemorrhage or 
infarction, or drugs [6, 7]. Adrenal hemorrhage is usually 
rarer than adrenal insufficiency. Though it can be seen with 
infectious diseases such as meningococcal disease and ma-
laria, it usually has a more dramatic presentation and occurs 
bilaterally [1, 4]. 

Unilateral adrenal hemorrhage is uncommon in infec-
tious disease and is seen with blunt trauma, metastatic tu-
mors, coagulation disorders and rarely with long-term non-
steroidal anti-inflammatory drugs usage [3]. There are only 
a few case reports describing acute adrenal insufficiency 
caused by unilateral adrenal hemorrhage and its association 
with pulmonary tuberculosis has been very rarely described 
[8]. There are very limited data about its presentation, course 
and outcomes. Fortunately, in our patient’s case a high index 
of suspicion detected the hemorrhage at the initial presenta-
tion and timely steps were taken in order to treat the adrenal 
insufficiency that followed. This timely diagnosis and treat-
ment might have contributed to our patient’s excellent out-
come.

Conclusions
  
Through this case report, we wish to emphasize that a high 
index of suspicion should be maintained with non-specific 
abdominal symptoms that present with pulmonary tuber-
culosis. If acute adrenal insufficiency is not discovered and 
treated early it could potentially lead to life threatening con-
sequences.

Figure 1. The white arrowhead demonstrates the area of 
hemorrhage in the left adrenal gland.
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