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Anesthetic experience of pheochromocytoma resection with catecholamine-induced
cardiomyopathy and congestive heart failure
— A case report —

Eun Mi Choi*, Chung Hoon Park, Seung Bum Hong, Sungwon Na, and Young Jun Oh

*Department of Anesthesiology and Pain Medicine, Kangwon University College of Medicine, Chuncheon,
Anesthesia and Pain Research Institute, Yonsei University College of Medicine, Seoul, Korea

Catecholamine-induced cardiomyopathy associated with pheochromocytoma is a relatively well-recognized but rare entity. We

report a case of 15-year old man with a pheochromocytoma and severe heart failure caused by a catecholamine-induced

cardiomyopathy.

He had symptoms such as fatigue, cold sweating, and dyspnea for 7 months. The chest x-ray showed an enlarged

cardiac shadow and pulmonary edema. Echocardiography showed severe decreased left ventricular contractility with multiple throm-

bi and right ventricular hypokinesia with mild pulmonary hypertension. This report describes our experience of the anesthetic

management for the removal of pheochromocytoma with catecholamine-induced cardiomyopathy, which barely responded to high

vasopressin and epinephrine.

(Korean J Anesthesiol 2009; 56: 601 ~4)
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Table 1. Results of Patient’s Urine Test

24 hours urine Patient value Normal range

Epinephrine ( /:g/day) 39.8 0—-2
Metanephrine (mg/day) 11.131 0—1.3
Norepinephrine ( /:g/day) 10,531.0 15—280
VMA (mg/day) 34.11 0-38

VMA: vanillylmandelic acid.
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Fig. 1. Abdominal computed tomography (CT) scan shows a 5.8
cm well-encapsulated mass with areas of necrosis in the right
adrenal gland area.
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