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To the Editor,
We thank Dr Yu for his comments in response to our 

article. According to Dr Yu, we did not sufficiently address 
2 misconceptions on perioperative management in pa-
tients with a pheochromocytoma. He states that we sug-
gested that control of hypertension is more important 
than prevention of cardiovascular complications, based 
on the order in which we mentioned these goals. These 
goals, however, were described in random order and we 
did not mean to imply that one was more important than 
the other. Fluctuations in blood pressure and heart rate are 
nevertheless common in pheochromocytoma, may have 
deleterious effects per se, and are amenable to medical 
management. We do agree with Dr Yu that normotension 
does not preclude the occurrence of cardiovascular com-
plications, an important message to which we have also 
brought attention.

In response to the alleged second misconception in our 
paper, Dr Yu suggests that the perioperative management 
should be more individualized. We agree that in general, 
any treatment should be tailored to the patient. In fact, 
when aiming at predefined perioperative hemodynamic tar-
gets as we suggest, this automatically translates into an in-
dividualized approach to the selection of drugs and doses. 

Unfortunately, however, it is still largely unknown which 
specific preoperative factors reliably predict a person’s 
perioperative risk and the ensuing optimal treatment. His 
statement that preoperative echocardiography and 24-hour 
ambulatory blood pressure monitoring is unnecessary in 
patients harboring a small pheochromocytoma (ie, < 3 cm) 
who are physically fit implies that pheochromocytoma/
paraganglioma (PPGL)-related cardiovascular complica-
tions are negligible under these circumstances. The notion 
of skipping these routine and noninvasive investigations is, 
however, not corroborated by the literature that was cited. 
For example, the study by Yu et al demonstrated that 17% 
of patients with a tumor smaller than 3  cm also devel-
oped severe cardiovascular complications during unrelated 
procedures (1). In addition, in the series by Chen and col-
leagues, a smaller tumor size was not accompanied with a 
lower rate of complications (2). Moreover, the clinical pic-
ture of a PPGL-induced cardiomyopathy is often atypical. 
Only a minority presents with classical cardiac symptoms, 
and absence of cardiovascular risk factors or a young age 
does not protect against the development of this form of 
cardiomyopathy (3-5). Furthermore, the assumption that 
tumor size strongly influences the risk for cardiac compli-
cations is not supported by a high level of evidence, as was 
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also shown in the review by Shen and Yu (6). Of relevance, 
preoperative demonstration of abnormalities on electro-
cardiogram or echocardiography does predict an increased 
risk for cardiac complications (6).

In conclusion, a small PPGL size or the absence of symp-
toms does not reliably predict a low perioperative risk. 
We do agree that the controversy with respect to the clin-
ical value of presurgical treatment with α-adrenoreceptor 
blockers in modern-day medicine could be resolved only 
by a well-designed placebo-controlled trial. Until then, we 
recommend following the Endocrine Society’s guideline 
that all patients with a PPGL, regardless of blood pres-
sure and tumor size, should undergo preoperative evalu-
ation of cardiac function and blood pressure and receive 
presurgical treatment with α-adrenoreceptor blockers (7).
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