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Abstract

Pheochromocytoma is a rare neuroendocrine tumor that is usually derived from adrenal medulla or chromaffin

cells along with sympathetic ganglia. In Western countries, the prevalence of pheochromocytoma is estimated
to be between 1:6,500 and 1:2,500, compared with an incidence in the United States of 500 to 1,100 cases per
year. Despite this low incidence, pheochromocytoma should always be considered for differential diagnoses

because previous studies have shown that this condition can be cured in approximately 90% of cases. However,

an untreated tumor is likely to be fatal due to catecholamine-induced malignant hypertension, heart failure,

myocardial infarction, stroke, ventricular arrhythmias or metastatic disease. Symptoms that result primarily

from excess circulating catecholamines and hypertension include severe headaches, generalized inappropriate

sweating and palpitations (with tachycardia or occasionally bradycardia). Pheochromocytoma, however, has

highly variable and heterogeneous clinical manifestations, including fever, general weakness and dyspepsia,

and can be observed in patients who are suffering from infectious diseases. Several of such case reports have

been presented, but most of these included infectious patients with high blood pressure and severe

fluctuations. In this study, we presented the case of a 53-year-old male who showed normal blood pressure, but

had a sustained fever. He was diagnosed with diabetic ketoacidosis, infective endocarditis and asymptomatic

adrenal incidentaloma. Despite treatment with antibiotics and valve replacement, the fever persisted. After the

patient underwent evaluation for the fever, adrenal incidentaloma was identified as pheochromocytoma. After
removal of the abdominal mass, his fever improved. (J Korean Diabetes 2013;14:156-161)

Keywords: The patient having diabetes with a stroke, Diabetes self-care, Social welfare approach
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Fig. 1.

Abdominal computed tomography shows 3.5 x 3.2 cm sized mass in the left suprarenal area.
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Fig. 2.

The transthoracic echocardiogram shows vegetation, approximately 1.9 cm x 1.6 cm. White arrow indicated.

Fig. 3.

1231-MIBG scan shows focal uptake in the left adrenal area.
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The diagram of blood pressure, capillary glucose level, and medication.
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