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A Case of Pheochromocytoma Accompanied with Alveolar Hemortr-
hage and Cardiogenic Pulmonary Edema
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Pheochromocytoma is derived from the chromaffin tissue. The typical finding of pheochromocytoma is paroxysmal
hypertension accompanied with various signs and symptoms that are due to the excess of catecholamines or other
bioactive substances. Yet the diagnosis is sometimes difficult to make because its clinical presentation is quite
variable, Especially, hemoptysis is a very rare symptom, so the diagnosis is often missed or delayed, Without
making the correct diagnosis and then subsequently administering treatment, the condition may be fatal. We herein
report on a 68 year-old woman who was admitted because of abdominal pain and hemoptysis. The initial radiologic
findings suggested pulmonary edema with alveolar hemorrhage. The urine catecholamine levels were elevated
and she developed catecholamine-induced cardiomyopathy, We performed bronchial arterial embolization and we
administered alpha blocker medication for controlling the hemoptysis and hypertension. After the temporary
symptomatic improvement, her clinical course was aggravated by pneumonia and pulmonary edema. In spite of
performing definitive surgery for pheochromocytoma, she died of postoperative hemodynamic instability. (Tuberc

Respir Dis 2008;64:219-2253)
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Figure 1, Chest X-ray (A) and chest CT (B) shows patchy and geographic air-space filings in the both lungs, This
findings are suggestive of pulmonary edema combined with diffuse alveolar hemorrhage,
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CRP 0.5 mg/dl, ANA: negative, RA factor: 9.5 TU/ml
(0~15), ANCA: negative, C3: 87 mg/dl (90~ 180), C4:
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Figure 2, Abdomen CT reveals an about 35x33
cm-sized well defined heterogeneously enhanced mass
(arrow) in right adrenal gland. It was heterogeneously en-
hanced with central hypodense area,
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Figure 3. Echocardiography on 3rd admission day (A, B) shows hyperkinesia on mid ventricular wall and apical ballooning
on systolic phase, After 1 week treatment, follow up echocardiography (C, D) shows good systolic function with no
regional wall motion abnormality,
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Figure 4, Tumor is composed of well defined tumor cell nest (Zellballen) bounded by a delicate fibrovascular stroma,
The cells are variable in size and shape and have a finely granular basophilic cytoplasm with round to ovoid nucleoli
(A, H&E stain, x100). In immunohistochemical stain, the tumor cells are positive to chromogranin (B, chromogranin stain,
x100),

221



JP Jeong et al: Pheochromocytoma with alveolar hemorrhage and cardiogenic pulmonary edema

% A PGS Folshalrh, o AE2 o
R 4ol ARE A 2k $AE, 27)
W e et 455 Ashe s8] 2
PEE ke el sujo) o Jewze

[¢]
gatglovt Abdstaict.

ZESIH ZAk 3.3%3.5%3.0 cm®] A7} HE3F F
7b 51 e BREHIA B3 AnEd B3]
3} 57|14 o] FRe AEAde FAE vtk =
719 A7} Pito] FHek 1HEzA ] 8 Ao 2
AERES ok JFARA 2oAEF] 27 B

JrhFigure 4).

o
BANEF] PR Ak, FE, waoldt. 3|
F4 29, o3% S0l F 24 A% the Adne
alor sz o] @/t AdEt, Telue A
e i A4 AlelE B Zo) Faskt duE
A% (1) b, B TEe, @) BEoh) Asld o
o et B4 %, () WA A AE9E, @)
Al 1 IR SR, ) 2, 6t A,
7o) ApkagFe] WA PAATES Telslol
o, B FeloMe 2oldke Ade] F Fow 284
Sse Tefshel ARaRAont O AT B A,
whe TEQk BY GEE 92 el FoolA

Wi Akl e 4 e
BaATEY dne AT AL Wby AdEe
%) $0)9] Amlolet, F2 75 o] wAElo] 7
qg FRP”, e slde 2ol $ae) oo
2 7HEZetq] EH]7} plasminogen activatord] EF55E
£ ZTMA A28l (fibrinolysis) & £ A|7It}, &

L

3l factor VIII, fibrinogen®} prothrombin time B&= parti-
al thromboplastin time, 4% 3 59| oS gt
TP 2 ZelolA Facor VI 58] 7AF= AR ok
Skl the BolgIAAke Aol Aug Fua
AANEFE T elolr PE B™7) glont T EE}
W SEA AR B A9 Sl

BANEE DA HTEE Aol v oE

EHEY 2 S0 A= sHEEee] A tigk 2
Ao 2 Fgo] WAL 11 7|He (1) g3t 58
Aol 23 g3t WY 75 2 AaEF, A2
ek f9E (2) norepinephrineo] w7l E]o] AJEZ2 2]
Ca RS ASAA ATIRL FE, 3) A FEE

W ARSE I ARETE S () A8k 4
=]

N
=~

SV UER B 24 B2E S 42 559 4
2, (5) 3] frEo] Aol AaHel £ 5L £
Wake Aoz duld ot oldl 744 J)How B
B A%, ML U W T AR, A
FEA ADHE, 9 o) AT E thE Jjae

BRI o® SeigeRel o) mage) 3 37t
A1 o] <lste] s|mAEgke] Fabge SR

& FAke] A5 i 3 Aol AN A ¥

1 o
1=
N
&
H,

BEE WIE 2geol FHol gl HBE A5
o Fg0l9le AoE A2Hw, P 2 WHY 5 A
2ANZ ] FBUAAL Yglort g Hatg B g
Hlaehel wejo] old HaEAel e HE
of 7491 ojgle o et BANEFe] At
ol s oS Holue Fur i NS
3 o] Qe Aow A7

Al Z24(down regulation), YA~ Fo] Ulo] & I

2 SN E S5 AXHAE dulgA] S
257 o Fofsllon o]F Hlel&A] AHAIE Folst
At A= e T AYAStE FAFA 9 Hds
Al 55 Folat oyt 3EHRA] Z3tal Ax Apdatsirt.

20

o
f

o

o ok
R =

HAVSS vk AR ela SRl o 8t
AEAR) Aol A, TS S ARdol
e EF Yoo ZAATES BFele] ol DY F
A Ak A A% slel) BANES) vhet ek e
@ o Aztde] BRI W WSk Holtt,

|

ikl
Mo
o

1. Kizer JR, Koniaris LS, Edelman JD, St John Sutton MG,



Tuberculosis and Respiratory Diseases Vol, 64, No. 3, Mar, 2008

Pheochrocytoma crisis, cardiomyopathy, and hemody-
namic collapse, Chest 2000;118:1221-3,

. Wu GY, Doshi AA, Haas GJ. Pheochromocytoma in-
duced cardiogenic shock with rapid recovery of ven-
tricular function, Eur J Heart Fail 2007;9:212-4,

. Frymoyer PA, Anderson GH Jr, Blair DC. Hemoptysis
as a presenting symptom of pheochromocytoma. J Clin
Hypertens 1986;2:65-7,

. Jung YS, Kim JG, Song SK, Kwon SK, Choi YS, Jang
TW, et al. A case of pheochromocytoma accompanied
with hemoptysis. Kosin Med J 2000;15:103-7.

. lino S, Nagashima N, Akiba H, Ban Ymiyamoto M.
Hemoptysis and palpitation (with hypertension):
pheochromocytoma. Nippon Rinsho 1975;Spec No:918-
9, 1394-5,

. Joshi R, Manni A. Pheochromocytoma manifested as
noncardiogenic pulmonary edema. South Med J 1993;
86:820-8,

7. Takeshita T, Shima H, Oishi S, Machida N, Uchiyama K.

10.

11.

Noncardiogenic pulmonary edema as the first manifes-
tation of pheochromocytoma, Radiat Med 2005;23:133-8.
Gatzoulis KA, Tolis G, Theopistou A, Gialafos JH,
Toutouzas PK. Cardiomyopathy due to a pheochro-
mocytoma, A reversible entity, Acta Cardiol 1998;53:
2279,

Minno AM, Bennett WA, Kvale WF, Pheochromocy-
toma: a study of 15 cases diagnosed at autopsy, N Engl
J Med 1954:251:959-65,

de Graeff, Muller H, Moolenaar AJ. Pheochromocy-
toma: a report of seven cases. Acta Med Scand 1959:
104:419-30,

Kimura Y, Ozawa H, Igarashi M, Iwamoto T, Nishiya
K, Urano T, et al. A pheochromocytoma causing lim-
ited coagulopathy with hemoptysis. Tokai J Exp Clin
Med 2005;30:35-9.

223



