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A CASE OF ADRENERGIC CRISIS CAUSED BY SPONTANEOUS
RUPTURE OF CYSTIC PHEOCHROMOCYTOMA
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Pheochromocytoma crisis is a life-threatening situation. Herein we report a case of catecholamine-
induced crisis caused by the rupture of cystic pheochromocytoma. A 76-year-old man with hypertension
was referred to our hospital because of a cystic tumor in the retroperitoneal space adjacent to the aorta, which
was suspicious of pheochromocytoma. Two days after admission, lower abdominal pain suddenly appeared,
followed by hypertension with systolic pressure of 260 mmHg. Computed tomography revealed that the
cystic tumor was ruptured spontaneously, leading to diagnosis of pheochromocytoma crisis. His blood
pressure was successfully managed by medical treatment and he could recover from crisis.  After adequate
medical preparation by an a-adrenergic blocker, the tumor was successfully removed by laparoscopy, though
the adhesion around the tumor was severe. To our knowledge adrenergic crisis caused by spontancous
rupture of cystic pheochromocytoma is rare, but we have to keep in mind that cystic pheochromocytoma can

cause life-threatening crisis by the release of catecholamine due to rupture.

(Hinyokika Kiyo 61 : 427-432, 2015)
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Fig. 1. Magnetic resonance imaging examination reveals the periphery of tumor T1-weighted (a) low, T2-
weighted (b) high and DWI(c) high, and cystic. This cyst shows fluid level that is suspicious of

hematoma.
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Fig. 2. The terrible ups and downs of blood pressure in crisis.
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Fig. 3. Computed tomography at 3 days before crisis
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(a), 5 days after crisis (b), and 60 days after crisis (c). The

tumor (white arrow) shrinks and the hematoma (white triangle) disappears.
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Fig. 4. Macroscopic view of the tumor. White
arrow indicates the tumor with cystic lesion
adjacent to normal adrenal gland.
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