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1   |   CASE REPORT

A 49-year-old female patient with a history of Hashimoto 
thyroiditis presented to the hospital for the evaluation of 
dizziness, nausea, and vomiting. The patient was hypo-
tensive. Darkening of the palmar creases (Figure 1) and 
tongue (Figure 2) was noted. Laboratory data: serum so-
dium 110 mEq/L, potassium 5.1 meq/L, serum osmolality 
239 mosm/kg, urinary osmolarity 381 mosm/kg, and uri-
nary sodium 94 meq/L.

What's the most likely diagnosis?

A	 Dehydration
B	 Syndrome of inappropriate antidiuretic hormone 

secretion

C	 Primary adrenal insufficiency
D	 Primary polydipsia

Correct answer: C. Primary adrenal insufficiency.

2   |   DISCUSSION

The combination of nausea, vomiting, hypotension, hy-
ponatremia, darkening of the palmar creases, and tongue 
merits high suspicion for primary adrenal insufficiency 
due to Addison’s disease (choice C). While dehydration 
(choice A) is a common cause of hyponatremia, associated 
urinary sodium is frequently <25 mEq/L. Syndrome of in-
appropriate antidiuretic hormone secretion is a diagnosis 
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Abstract
Primary adrenal insufficiency is a potentially life-threatening condition. We re-
port a case of a 49-year-old female patient who presented to the hospital for evalu-
ation of dizziness, nausea, and vomiting. Darkening of the palmar creases and 
tongue was noted. The adrenocorticotropic hormone stimulation test confirmed 
the diagnosis of adrenal insufficiency.
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of exclusion (choice B). The patient did not have a his-
tory of excessive water intake (choice D). The adreno-
corticotropic hormone stimulation test was performed, 
and the diagnosis of adrenal insufficiency was confirmed 
(Table 1).1 Hyperpigmentation of the skin and tongue is 
caused by excessive adrenocorticotropin hormone binding 

F I G U R E  1   Dark palmar creases

F I G U R E  2   Dark tongue
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to the melanocortin 1 receptor on melanocytes to produce 
melanin.2
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