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INTRODUCTION

Addison's disease also known as Primary Adrenal
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Abstract:

Addison's disease, also known as Primary Adrenal Insufficiency, is a rare endocrine
disorder characterized by inadequate production of cortisol, aldosterone, and
androgen by the adrenal glands. Adrenal crisis, a life-threatening complication of
Addison's disease, occurs when the body cannot produce sufficient
glucocorticoids to meet physical or emotional stress. This case report presents a
60-year-old female with Addison's disease who developed adrenal crisis due to
acute gastroenteritis. The patient presented with non-specific symptoms of
nausea, vomiting, lethargy, and abdominal pain, which were initially attributed to
gastroenteritis. However, further evaluation revealed hyponatremia,
hyperkalemia, and anemia, leading to the diagnosis of adrenal crisis. The patient
was managed with intravenous hydrocortisone, fluid resuscitation, and
antibiotics, and recovered after two days of hospitalization. This case highlights
the importance of prompt diagnosis and management of adrenal crisis, which can
be precipitated by infections, including gastroenteritis. The report also reviews
the different aspects of adrenal crisis and Addison's disease in our part of the
country, emphasizing the need for increased awareness, education, and
preventive measures to reduce morbidity and mortality associated with these
conditions.
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loss, anorexia, hypotension, hyponatremia,

Insufficiency (PAI) was first recognized by a British
surgeon, Dr Thomas Addison who described symptoms
of adrenocortical insufficiency and changes in the
adrenal glands [1][2]. The damage to the adrenal glands
leading to inadequate amounts of cortisol, aldosterone
and androgen production leads to Addisons’s disease
[3]. The prevalence of Addison’s disease is 120-140
cases per million. Among them 80% of PAl is caused by
autoimmune adrenalitis followed by tuberculosis and
other infections, malignancy, adrenalectomy, genetic
diseases and adrenal hemorrhage [1-2]. Addison’s
disease presents as chronic fatigue, vomiting, weight

hyperkalemia, hypoglycemia and generalized intraoral
and extraoral skin pigmentation (bronzing of skin) [3].
Patients with addison’s disease can present with
addisonian crisis with infective pathologies [1]. Adrenal
crisis can be described as acute adrenal insufficiency
caused by insufficient production and a medical
emergency requiring  prompt diagnosis and
management with glucocorticoids. It occurs due to
insufficient glucocorticoid to meet the physical or
emotional stress [5]. Adrenal crisis can be distinguished
by several nonspecific symptoms such as hypotension,
hypovolemia, diarrhea, vomiting, abdominal pain,
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severe fatigue and hypoglycemia [4]. In this case report
we present a case of Adrenal crisis due to acute
gastroenteritis in a known case of Addison’s disease.
Also, we aim to present the different aspects of adrenal
crisis and Addison's disease in our part of the country.

CASE PRESENTATION

A 60-year-old female presented with complaints of
loose stool about nine episodes, watery in consistency,
non-bloody, associated with vomiting for 6 episodes in
24 hours. The vomitus was non bile stained, non
projectile containing food particles not mixed with
blood. She also complained of dizziness, lethargy,
myalgia, mild abdominal pain and decreased urine
output. She had no history of fever, loss of
consciousness, yellowish discoloration of eyes,
abdominal distention, cough, shortness of breath, chest
pain. On clinical examination, the patient was thin built,
ill looking and oriented to time, place and person. On
vitals, pulse was 110 beats per minute, blood pressure
90/60 mmHg, temperature 97.2 F, oxygen saturation of
95% in room air. She had sunken eyes, dry mucus
membrane with decreased urine output. Abdomen was
soft with mild generalized tenderness to palpation with
hyperactive bowel sounds on auscultation. Laboratory
investigation revealed anemia with hemoglobin of 9.18
g/dl, lymphocytes 16.3%, normal red blood cell
morphology and blood sugar of 76.8 mg/dl. In her
metabolic profile, she had hyponatremia with serum
sodium level of 132 mg/dl and potassium level of 4.8
mg/dl with normal urea, creatinine and serum cortisol
level 0.1 mcg/dl. Her stool examination showed cysts of
entamoeba histolytica and urine examination showed
pus cells of 15-20. Based on the patient’s history, clinical
examination and laboratory parameters she was
diagnosed to have adrenal insufficiency with acute
gastroenteritis. She was managed with intravenous
hydrocortisone, parenteral fluids, antibiotics and
glucose during her Addisonian crisis. She recovered
after two days of hospitalization and was discharged on
oral prednisolone, metronidazole, cefixime and
probiotics.

DISCUSSION

Adrenal crisis presents as a medical emergency with
hypotension and circulatory failure with glucocorticoid
being the major contributor and aldosterone with minor
role. Adrenal crisis presents suddenly in a patient with a
known case of Addison's disease having intercurrent
illness. The predominant symptom is shock while other
nonspecific symptoms being anorexia, nausea,
vomiting, weakness and fatigue [5]. Infections are the
second most common cause of adrenal insufficiency
(17-24%) where gastroenteritis and sepsis were among
the top two triggers. Furthermore, Hahner et al. in their

study also pointed out gastrointestinal infections and
fever as the common precipitating factors [5]. In our
study, the patient presented with non-specific
symptoms of nausea, vomiting, lethargy and abdominal
pain pointing towards adrenal crisis but initially these
symptoms have been caused by acute gastroenteritis.
The patient has hyponatremia with hyperkalemia on
serum biochemistry and anemia on blood
investigations. The patient was hypotensive on
presentation. We initially provided the patient with
intravenous  hydrocortisone followed by fluid
resuscitation with 0.9% normal saline with optimal
glucose monitoring in the emergency department as
suggested in various treatment guidelines where
steroid, intravenous fluid and glycemic control are the
mainstay of treatment [7-8].

The conventional immediate release hydrocortisone is
the treatment of choice whereas newer dual and
modified release hydrocortisone can now be alternative
to prevent from the detrimental effects to circadian
rhythm [8]. The patient was then admitted to the
inpatient unit with additional antibiotics with
metronidazole, cefixime along with probiotics. Acute
gastroenteritis can lead to adrenal insufficiency because
it disturbs the glucocorticoid absorption by diarrhea and
vomiting [4].

Our patient was also on maintenance steroid therapy
and multiple episodes of diarrhea with vomiting. Poor
absorption along with increased stress during these
episodes may have increased the need for steroids and
hence our maintenance dose may have been
inadequate in acute gastroenteritis. While treating the
adrenal crisis, the age must be considered an important
factor as the patients are more likely to have various
health problems and underlying comorbidities. The
older patients, specifically 58 years and old as suggested
by a retrospective study by Ono et al. were affected in
majority [4-5]. Moreover, they do not present typically
with systemic signs such as fever which may cause delay
in self-management and management by attending
physicians [4]. Our patient also falls in the age group 60
and above and hence being vigilant in managing these
patients can help prevent morbidity and mortality [4].
Duration of hospitalization with recovery was two days
in our patient. The prompt diagnosis and treatment of
the condition with the fear of the patient already being
in adrenal crisis might have helped in the management.
As both the symptoms of the crisis and acute
gastroenteritis including nausea and vomiting overlap
with each other [4]. Prevention of adrenal crisis is
another important factor to prevent mortality and
morbidity. There is an incidence of 6-8/100 patients per
year with a mortality rate of 0.5/100 [1, 9-10]. Patients
must be encouraged to have a band or specific card that
could provide information of the condition which
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could assist the physician in management [11][12]. The
patient must be educated about the signs and
symptoms of adrenal crisis for early recognition and
prompt management. In the prompt management
technique self-administration of glucocorticoid is one of
the important aspects [13]. We in this part of our
country are still struggling to incorporate these
preventive measures which is an important aspect in
reducing morbidity and mortality.

CONCLUSION

Adrenal crisis is a life-threatening condition having
higher morbidity and mortality rates with infection
being one of the common causes. Being proactive and
taking into account all the symptoms, clinical
examinations and laboratory findings and training
young medical officers on adrenal crisis would definitely
help us to prevent the mortality and morbidity

REFERENCES

Pokharel and Khanal

associated with it. Furthermore, the importance of the
preventive aspects must also be considered while
treating patients with adrenal crisis.

ADDITIONAL INFORMATION AND DECLARATIONS
Ethics approval and consent to participate: Not
applicable

Consent for publication: Informed consent was
obtained from the patient for publication.

Competing interest: None

Funding Statement: None

Acknowledgement: None

Author Contributions: BP:

Diagnosis, Conceptualization, Writing —Original Draft
Preparation, Writing —Review & Editing; AK:
Conceptualization, Writing —Original Draft Preparation,
Writing —Review & Editing.

1. Barthel A, Benker G,
Berens K, Diederich S,
Manfras B, Gruber M,
Kanczkowski W, Kline G,
Kamvissi-Lorenz V,
Hahner S, Beuschlein F.
An update on Addison’s
disease.  Experimental

and Clinical
Endocrinology &
Diabetes. 2019

Feb;127(02/03):165-75.

2. Napier C, Pearce SH.
Autoimmune Addison's
disease. La Presse Médicale.
2012 Dec 1;41(12):e626-35.

3. Munawar M, Iftikhar PM,
Hasan CA, Sohail CS, Rizvi SW,
Iftikhar P, Hasan  CA.
Neuropsychiatric
Manifestation of Addison's
Disease: A Rare Case Report.
Cureus. 2019 Apr 1;11(4).

MedsS Alliance Journal of Medicine and Medical Sciences, 2024, Vol 4, No 8

Ono Y, Ono S, Yasunaga H, Matsui
H, Fushimi K, Tanaka Y. Clinical
features and practice patterns of
treatment for adrenal crisis: a
nationwide cross-sectional study
in Japan. European Journal of
Endocrinology. 2017
Mar;176(3):329-37.

Nabi T, Rafig N, Rahman MH, Bhat
N. Clinical Characteristics, Etiology,
and Outcome of Patients with
Adrenal Crisis: A Single-Center
Experience. Journal of Medical
Sciences. 2021 Sep 1;41(9-
10):228-35.

Hahner S, Loeffler M, Bleicken B,
Drechsler C, Milovanovic D,
Fassnacht M, Ventz M, Quinkler M,
Allolio B. Epidemiology of adrenal
crisis in chronic adrenal
insufficiency: the need for new
prevention strategies. European
journal of endocrinology.

2010;162(3):597-602.
Dineen R, Thompson CJ, Sherlock
M. Adrenal crisis: prevention and

management in adult patients.
Therapeutic advances in
endocrinology and metabolism.
2019 Jun; 10:2042018819848218.

Publisher’s Note

MJMMS  remains neutral with regard to
jurisdictional claims in published materials and
institutional affiliations.

r
CCREACH will help you at every step for the

manuscript submitted to M[MMS.

. We accept pre-submission inquiries.

. We provide round the clock customer
support

. Convenient online submission

. Rigorous peer review

. Indexed in NepJOL and other indexing
services

. Maximum visibility for your research

. Open access
Submit your manuscript at: TR
Website: www.medspirit.or: ‘5 :
e-mail: editormjmms@gmail.com A



http://www.medspirit.org/
mailto:editormjmms@gmail.com

