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Acute Aortic Dissection in a Patient with Pheochromocytoma

Sol-Jae Lee, Ho-Jun Jang, Yong-Hoon Lee, Jung-Eun Lee, and Yu-Chang Lee

Department of Internal Medicine, Bucheon Sejong General Hospital, Bucheon, Korea

Pheochromocytomas are neoplasms of the adrenal gland that are derived from chromaffin cells. One of the most important fea-

tures of this tumor is that it can synthesize and release catecholamines such as norepinephrine and epinephrine. Due to this, arterial

hypertension is one of the most common manifestations of the tumor. Although arterial hypertension is a substantial risk factor for

aortic dissection, aortic dissection is actually a rare manifestation of pheochromocytoma. Here, we report a patient with pheochro-
mocytoma who presented with acute type B aortic dissection. (Korean J Med 2017;92:286-290)
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Figure 1. Aortic dissection in chest computed tomography

Angiography. Arrow indicates intimal flap.
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Figure 2. (A) Adrenal gland computed tomography (CT) (unenhanced phase). Arrow indicates left adrenal pheochromocytoma. (B)
Adrenal gland CT (enhanced phase). Arrow indicates left adrenal pheochromocytoma. (C) Adrenal gland CT (delayed phase). Arrow in-
dicates left adrenal pheochromocytoma.
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Figure 3. (A) Adrenal Pheochromocytoma (H & E stain, x200). (B) Immunohistochemical feature of Adrenal Pheochromocytoma
(Positive Chromogranin stain, X100). (C) Immunohistochemical feature of Adrenal Pheochromocytoma (Positive Synaptophsin stain,

x100).
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