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W) Check for updates

Pheochromocytoma-induced cardiogenic shock successfully treated
by extracorporeal circulation

Min Young Lee1, Sang Bae Lee1, Hyun Seo Chaz, Ji Hong You1, Eui—Young Choi1, Jong Suk Park’

Departments of Internal Medicine and “Pathology, Gangnam Severance Hospital, Yonsei University College of Medicine, Seoul, Korea

Pheochromocytoma can present with various symptoms including cardiogenic shock and cardiac arrest.
Particularly, in cases of cardiogenic shock of unknown origin, pheochromocytoma should be considered.
A 20-year-old woman without any medical history visited our emergency department due to nausea,
vomiting, headache, and chest pain. Echocardiography revealed severe left ventricular dysfunction. Mecha-
nical ventilation and veno-arterial extracorporeal membrane oxygenation (ECMO) were implemented owing
to her unstable vital signs. For unstable vital sign and cardiogenic shock in a young woman without any
previous medical history, pheochromocytoma was considered and diagnosed based on elevated levels of
catecholamine derivatives in a 24-hour urine sample. Cardiac function recovered and ECMO was discon-
tinued on the 5th day of hospitalization. She later underwent an elective adrenalectomy and no recurrence
was found during the follow-up period. We reported a case of pheochromocytoma which was presented
with cardiogenic shock in a young woman with no concomitant disease, and successfully treated with ECMO
followed by an elective adrenalectomy.
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Fig. 1. (A) Electrocardiography finding shows sinus tachycardia
with 1-mm ST-segment elevation in lead aVL. Corrected QT shows
a prolongation to 480 msec. (B) Severely reduced left ventricular
ejection fraction by 14% without chamber dilatation. (C) Reduced
left ventricular systolic longitudinal motion confirmed by tissue
Doppler imaging (S’ velocity=4.33 cny/s) (in mitral inflow tissue
Doppler).
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Pheochromocytoma presented by cardiogenic shock
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Fig. 2. Abdominal computed tomography shows about 4x4 cm
sized, oval shaped mass with internal cystic change at left supra-
renal space (arrow).

Fig. 3. (A) 123I-metaiodobenzylguanidine (MIBG) scan shows a
4.5 cm sized, well-defined mass at left adrenal gland with strong
MIBG uptake (arrow). (B) 123I-MIBG scan performed after adre-
nalectomy shows no demonstrable abnormal finding.

Fig. 4. Histology findings. (A) On the cut sections, it reveals well demarcated, lobulated and yellow-red-brown variegated firm mass
(4%3.3 cm). (B) The tumor cells are arranged in well-defined nests or trabecular patterns (Zellballen) of spindle shaped cells and have
finely granular basophilic cytoplasm (H&E stain, X100). (C) The tumor cells show strong immunoreactivity to choromogranin (immuno-

histochemical stain, x100).
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SUPPLEMENTARY MATERIALS

Supplementary Video 1. Apical 4 chamber view showing seve-

rely reduced left ventricular systolic function (https:/yujmyu.ac.kt/
sr¢/sm/yujm-34-285-s001.wmv).

Click here to view

Supplementary Video 2. Parasternal long view showing seve-

rely global hypokinesia of left ventricle (https:/yujm.yu.ac.kr/
sr¢/sm/yujm-34-285-s002.wmv).

Click here to view
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