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Letters to the Editor

Graves' disease and insulin-dependent diabetes
mellitus in idiopathic Addison's disease

Sir,
In their interesting study, Kasperlik-Zaluska et al.' found
a thyrotoxicosis frequency of 12% in patients with
Addison's disease (group B in their article) claiming that
this was a higher frequency than in other studies.
However, we reported in 19902 a frequency of Graves'
disease of 23% (10 out of 44) in patients with idiopathic
Addison's disease (observation period: median 17 years,
range 0.5-41). In addition in our study2 Graves' disease
preceded Addison's disease in 70%, developed later in
20% and was concurrent in one patient; the median age at
diagnosis of Graves' disease was 23.5 years (range 11- 59)
compared to 32.5 years (range 8-62) in all patients with
Addison's disease. These findings were in accordance
with the results of Irvine et al.3 but are in contrast to those
of Kasperlik-Zaluska et al.,' as indicated by their Table
II.

Furthermore, diabetes mellitus type I was seen in 6% in
group B in the study of Kasperlik-Zaluska et al.' with a
high age at onset (mean 42.9 years, range 33 - 53). In our
study2 a frequency of insulin-dependent diabetes mellitus
of20% (nine out of44) was seen (median age at diagnosis
16 years, range 2-73). Insulin-dependent diabetes mel-
litus preceded Addison's disease in 78% with a median
duration of 14 years (range 1-29),2 a finding previously
reported by Nerup.4
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Pneumoperitoneum without peritonitis

Sir,
We read with interest the article of Daly et al.' which
highlights the different causes of benign pneumo-
peritoneum and the importance of recognizing this condi-
tion to avoid the risks of unnecessary laparotomy. We

have encountered this condition recently in a 58 year old
man with progressive scleroderma. The patient developed
pneumoperitoneum and underwent laparotomy but no
evidence of peritonitis or bowel perforation was found.
However, multiple air-filled cysts were seen in the wall of
the small bowel. A 70 cm segment ofjejunum was resected
and histological examination confirmed the diagnosis of
pneumatosis intestinalis. The source of intraperitoneal
gas in this condition is thought to be secondary to
spontaneous rupture of the sterile air-filled subserosal
cysts. Several months after full recovery from the oper-
ation, the patient suffered another episode of benign
pneumoperitoneum which resolved spontaneously; sur-
gical interference was avoided on this occasion.

Pneumatosis intestinalis is a rare but well-recognized
complication of scleroderma. Originally it was thought to
have a grave prognosis2 but more recent reports suggest a
less ominous significance3 and our own case supports this
view. The mechanism by which it develops is uncertain;
however, it has been suggested that excess gas production
due to bacterial overgrowth, combined with increased
intraluminal pressure due to disordered bowel motility,
may lead to leakage of gas into the bowel wall.4
Pneumoperitoneum in scleroderma may also occur sec-
ondary to perforation of peptic ulcer or jejunal diver-
ticulae.4 The diagnosis of a benign pneumoperitoneum in
these patients can be difficult, since many of them are on
steroid therapy, which may modify or mask the clinical
features of peritonitis. However, careful clinical and
radiological evaluation should lead to the correct diag-
nosis and prevent unnecessary laparotomy in patients
who may be a poor operative risk.

S. Yates
S.K. Morcos

Department of Diagnostic Imaging,
Northern General Hospital Trust,

Herries Road,
Sheffield S5 7A U, UK.

Acknowledgement

We are most grateful to Dr P. Hughes, Consultant
Physician, Northern General Hospital, for his permission
to report this case.

References

1. Daly, B.D., Ashley Guthrie, J. & Couse, N.F.
Pneumoperitoneum without peritonitis. Postgrad MedJ 1991,
67: 999-1003.

2. Gompels, B.M. Pneumatosis cystoides intestinalis associated
with progressive systemic sclerosis. Br J Radiol 1969, 42:
701-703.

3. Ritchie, M., Caravelli, J. & Shike, M. Benign persistent
pneumoperitoneum in scleroderma. Dig Dis Sci 1986, 31:
552-555.

4. Stafford-Brady, F.J., Kahn, H.J., Ross, T.M. & Russell, M.L.
Advanced scleroderma bowel: complications and manage-
ment. J Rheumatol 1988, 15: 869-874.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.68.799.387-a on 1 M

ay 1992. D
ow

nloaded from
 

http://pmj.bmj.com/

