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46-year-old woman with history of type 2 diabetes mellitus, 
hypertension, and sickle cell trait presented with severe acute left 
hypochondriac pain and vomiting for one day, which had been 
intermittent over the past month.

Physical Examination:

• Vitals: Afebrile, HR: 119, BP: 97/64

• Lethargic, but oriented to time, place, and person

• Abdomen soft, left hypochondrium tenderness, no guarding

Initial Investigations:

• Lactic acid: 4.84 mmol/L (ref 0.5-2.2), Troponin-I: 0.05 ng/ml

• CT Abdomen/Pelvis with IV contrast: 4.2 cm left adrenal      
nodule, 18 Hounsfield unit (HU) on virtual non-contrast 
images.

• Echocardiography: EF<25%, left ventricular wall motion 
consistent with stress- induced cardiomyopathy

• Screening for incidental adrenal mass: plasma free 
metanephrines sent

Course in Hospital:

• Initial improvement in hemodynamic status with intravenous 
fluid resuscitation.

• Rapid response called for acute change in mental status, 
supraventricular tachycardia, hypertensive urgency, and 
worsening abdominal pain. 

• BP then acutely dropped to 76 mm Hg along with a 2 g/dL drop 
in haemoglobin.

Further Investigations:

• Non-Contrast CT Abdomen: Increased size of left adrenal 
nodule to 4.6cm, heterogeneous, with areas measuring 26 to 
38 HU, with surrounding fluid and inflammation most likely 
due to spontaneous haemorrhage. 

• Pheochromocytomas (PHEOs) should be considered in 
patients with unexplained systemic paroxysmal symptoms.

• Spontaneous hemorrhage of a PHEO can present as a life-
threatening retroperitoneal bleed.
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Initial
Values

Post hemorrhage 
Values

Free metanephrines (MN)
(≤57)

215 pg/mL 83 pg/mL

Free normetanephrines 
(NMN) (≤148)

7677 pg/mL 147 pg/mL

Total, free MN+NMN 
(≤205)

7892 pg/mL 230 pg/mL

24hr urine fractionated MN 
(total) (182-739)

6927 mcg/24h

• Cardiac Catheterization: No coronary artery disease
• Biochemical testing: outlined in Table 1

Remaining Hospital Course:
• Abdominal pain improved, BP and haemoglobin stabilized.
• New onset non-ischaemic cardiomyopathy and hypertension 

managed with goal directed medical therapy.

Table 1: Biochemical testing

Initial CT (with IV contrast): Pre-bleed

Second CT (non-contrast): Post-bleed

Pheochromocytomas are rare catecholamine producing tumors of 
neuroendocrine origin.  They have a multitude of clinical 
presentations. The classic triad of paroxysmal headaches, 
palpitations, and markedly elevated blood pressure has a 90% 
specificity, though not commonly seen. Elevated urine and plasma 
MN and NMN are usually confirmatory tests, although 
occasionally other hormones like dopamine can be produced.

Systemic manifestations rarely include stress-induced/Takotsubo 
cardiomyopathy.  Since approximately one in four PHEOs turn out 
to be hereditary entities, screening for genetic alterations is 
important.

Definitive management is most often surgical, including open 
resection or laparoscopic and sometimes adrenal sparing surgery, 
following preoperative alpha-blockade.  However, like most 
tumors with an increased vascularity, these can spontaneously 
hemorrhage and present as a retroperitoneal bleed, which can be 
life threatening.

In our rare case, the bleed into the tumor seemed to have 
resulted in spontaneous resolution, avoiding the need for surgical 
resection.  Screening for genetic predispositions will still be 
recommended.
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