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Summary

Tuberculous adrenal mass without any tuberculous changes in other sites is a rare
entity. In this study we describe such a case. A male patient of 47 years with 6 months
history of anorexia and weakness was presented. Ultrasonography and computed .
tomography revealed a mass in the right adrenal gland. It was mistaken as a malignant
neoplasm and the diagnosis was confirmed by surgical exploration.

Introduction

Tuberculous adrenal mass is found in adrenal

tuberculosispriorto itsatrophyandcalcification.I.:!
The clinical features are varied at this stage but
include malaise, anorexia, fever and weight-loss.
As the cortisol reserve is usually normal, there is,
no associated features of adrenal insufficiency" .

Adrenal mass is often discovered incidentally on
4

abdominal CT scan. Conversely, a solitary mass
of the adrenal gland without any other signs or
symptoms is a rare presentation of the adrenal
tuberculosis. The clinical features of tuberculous

adrenal massare nonspecificand thecombination
of adrenal mass, weight-loss, anorexia and
weakness frequently lead to an erroneous
diagnosis of a primary or secondary neoplastic
disease.This case report is on a patient with
asymptomatic adrenal tuberculous mass that
simulated a malignant tumour.

Case History

A 47-years old man was presented in K.C.
Memorial Hospital in July '97, with a 6 months

history of anorexia, weakness, weight loss &
with neutrophil 53%, lymphocyte 40%,
monocyte 3% and eosinophil 4%. Serum
electrolytes, blood urea nitrogen, creatinine,
glucose, total bilirubin, alkaline phosphatase,
glutamic oxaloacetic transaminase (GOT),
glutamic pyruvic transaminase (GPT), albumin
and globulin were all within the normal limits.
Plain x-ray chest, Barium meal x-ray, and upper
gastro-intestinal endoscopy were found normal.
Ultrasonography (US) revealed a 7 cm x 5cm x
4cm well-defined hypo-echoic mass involving
the right adrenal gland (fig.-I). Computed
tomography (CT) revealed mixed density
mass lesion of the right adrenal gland (fig-2). US
and CT showed no other abnormality in the
abdomen except few discrete calcifications.
Tuberculin test was not performed pre-
operatively.

A preoperative diagnosis of adrenal neoplasm
was done and surgical exploration revealed a

well-circumscribed opaque adrenal mass

weighing 71.3 g. After the operation, examination
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of the sputum and gastric juice for acid-fast
bacillus was negative and tuberculin test was
reactive at 02 mm induration. Histopathological
examination showed adrenal tissue with

extensive caseation necrosis with many
epitheloid cells and Langhan type giant cells
compatible with tuberculosis (fig-3). The Ziehl-
Neelsen stain revealed no acid-fast bacilli. The

culture of the resected specimen did not reveal
any acid-fast bacilli.

The patient has been treated with triple
antituberculous therapy (isoniazid. rifampicin
and ethambutol) for 9 months and remained
healthy.

Fig. 1: Ultrasonography (US) showed a 7 cm X 5 cm
well-defined mass involving the right adrenal
gland

Fig. 2: Computed tomography (CT) confirmed

the mixed density mass lesion of the right

adrenal gland
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Fig.3: Histopathological examinationshowed adrenal
tisslle with extensive caseation necrosis, many
epitheliod cells and Langhan'.ftype giant cells
(H&E staining X /00)

Discussion

The adrenal tuberculosis is almost always
secondary to tuberculosis elsewhere. most often
the lung but sometimes the genitourinary tract.
Only rarely. in solitary lesion of the adrenal
gland. the tuberculosis is due to the reactivation
of small lesions which were produced during a
bacteraemic phase of a previous primary,
infection'- One possibility in the reported case is

that adrenal tuberculosis may be occured

originally with other tuberculous lesions and that
adrenal gland remained involved while the other
tuberculous lesions healed.

Using CT-guided percutaneous fine-needle
aspiration biopsy, the diagnosis of adrenal
tuberculosis may be confirmed in suspected
patients who presents with adrenal gland mass
seen incidentally using CT scanning.",7
Demonstration of acid fast bacilli in the aspirate
is one diagnostic option; however, acid fast
bacilli were seen in one out of two cases in one

report.xHence, histopathological confirmation is
essential for arriving at a definitive diagnosis.x
However. the aspiration of material fromadrenal
gland mass may be difficult while even exact
samplingmightnotconfirm thediagnosis because
of the difficulty in the cytological definition of
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malignant disease fromthe aspirate. So,surgical
exploration is advised in all solid metabolically
inactive adrenal masses greater than 3.5 cm
with possible removal because of malignant

. 4
potentIal. Masses smallerthan 3.5 cm. or less are

usually benign and may safely be observed with
serial CT scans.4
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