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A Case of Pheochromocytoma Presenting as Ventricular Tachycardia Storm

Ji Young Juong, Dong Hyun Lee, Jae-Hyuk Choi, Jeong-Min Seo, Soo Jin Kim, Won Jong Choi, and Jong Sung Park
Department of Internal Medicine, Dong-A University College of Medicine, Busan, Korea

A 35-year-old woman was admitted for recurrent palpitations and headache with cold sweats. No structural abnormality was de-
tected via cardiac imaging studies. A standard 12-lead electrocardiogram (ECG) revealed sustained monomorphic ventricular ta-
chycardia (VT). Propranolol (120 mg/day) was administered; however, the frequency and duration of VT episodes increased
rapidly. A 24-hr ambulatory ECG revealed frequent, successive, premature ventricular beats; accelerated idioventricular rhythms;
and VTs with various cycle lengths and QRS complex morphologies. ECG findings suggested that the observed ventricular ar-
rhythmias were driven by accelerated automaticity as their main electrophysiological mechanism. Based on clinical manifestations
and ECG findings, pheochromocytoma was suspected. Solitary left adrenal pheochromocytoma was diagnosed by endocrine and
imaging studies. Instead of propranolol, oral doxazosin (8 mg/day) was administered, and symptoms and VT attacks were success-
fully suppressed. After surgical resection of the pheochromocytoma, clinical VT was not observed in response to the high-dose iso-
proterenol provocation test. (Korean J Med 2015;89:215-219)
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Figure 1. Standard 12-lead ECG findings. An ECG was acquired after the patient had complained of palpitations, headaches, and cold
sweats, but before the appearance of ventricular arrhythmias. (A) This analysis revealed marked sinus tachycardia of 120 bpm with
T-wave inversions in the inferior leads. (B) An ECG acquired during VT episodes showed sustained monomorphic VT with inferior axis
morphology, right bundle branch block configuration in the V1 lead, and increased Vi/Vt ratio, suggesting epicardial origin near the left
ventricular outflow tract. ECG, electrocardiogram; VT, ventricular tachycardia.
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Flgure 2. Twenty-four-hour ambulatory ECG monitoring findings. (A) The earliest abnormal ECG finding after the appearance of ven-
tricular arrhythmia was marked sinus tachycardia with palpitations, headaches, and cold sweats. (B) Frequent premature ventricular
beats were the first ventricular arrhythmia to appear. They were followed by (C) accelerated idioventricular rhythms of 60-100 bpm and
(D) slow sustained monomorphic VT of 100-120 bpm. (E) Over several minutes, slow VT shifted to fast VT (> 50 bpm) with multiple
QRS complex morphologies and rapidly changing VT cycle lengths. (F) Ventricular arrhythmias with various QRS complex morpholo-
gies and tachycardia cycle lengths suggested increased automaticity as their underlying electrophysiological mechanism. ECG, electro-
cardiogram; VT, ventricular tachycardia.
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Figure 3. Abdominal CT and MIBG scan
findings. (A) An abdomino-pelvic CT
scan showed a 3.8- x 3.7-cm mass at the
: location of the left adrenal gland. (B) An

e y '“I-MIBG scan also showed increased
“ radioisotope uptake at the location of the
left adrenal gland. CT, computed tomog-
raphy; MIBG, metaiodobenzylguanidine.
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