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Pheochromocytoma	lab	test

A	rare	adrenal	gland	tumor	known	as	a	phaeochromocytoma	can	appear	above	the	kidneys	in	adults	and	sometimes	even	children.	Most	of	these	tumors	do	not	spread	to	other	areas	but	around	one	out	of	ten	cases	are	metastatic	phaeochromocytomas.	Fortunately,	it	is	usually	possible	to	remove	a	phaeochromocytoma	successfully	through	surgery.
The	adrenal	glands	produce	essential	hormones	that	control	heart	rate,	blood	pressure,	and	metabolism.	However,	a	phaeochromocytoma	can	cause	an	overproduction	of	these	hormones	leading	to	issues	like	heart	palpitations	and	high	blood	pressure.	Symptoms	tend	to	be	unpredictable	and	may	occur	in	sudden	attacks	lasting	from	a	few	minutes	to
several	hours.	As	the	tumor	grows,	symptoms	can	become	more	frequent	and	severe.	Some	people	with	phaeochromocytoma	do	not	exhibit	any	symptoms	and	are	only	diagnosed	during	tests	for	other	conditions	like	high	blood	pressure.	In	some	cases,	it	takes	many	years	for	symptoms	to	appear	before	a	diagnosis	is	made.	Most	phaeochromocytomas
occur	without	an	obvious	reason	and	are	not	inherited,	but	up	to	one	in	three	cases	can	be	linked	to	genetic	disorders	such	as	von	Hippel-Lindau	syndrome	or	neurofibromatosis	type	1.	Diagnosing	a	phaeochromocytoma	can	be	challenging	due	to	its	nonspecific	symptoms.	If	diagnosed,	further	tests	including	blood	and	urine	tests,	CT	scans,	or	MRI
scans	may	be	recommended.	In	most	cases,	surgery	is	necessary	to	remove	the	tumor,	often	preceded	by	medication	to	manage	excess	hormones.	The	operation	can	be	performed	under	general	anesthesia	through	"keyhole"	or	open	surgery.	Your	doctor	will	discuss	the	best	approach	for	your	situation	and	explain	the	risks	involved.	If	the
phaeochromocytoma	is	cancerous,	additional	treatments	like	chemotherapy	or	radiotherapy	may	be	necessary.	Your	tumour	cannot	be	removed,	but	you	can	manage	your	condition	with	medicine.	This	combination	of	medicines	will	control	the	effects	of	excess	hormones.	Without	treatment,	phaeochromocytomas	can	cause	severe	problems	and	affect
your	quality	of	life.	You're	at	risk	of	irregular	heartbeat,	heart	attacks,	strokes,	and	organ	failure.	However,	surgery	is	usually	successful	in	removing	most	symptoms.	In	a	small	number	of	cases,	the	tumour	may	come	back.	Regular	check-ups	after	surgery	are	necessary	so	that	if	it	returns,	it	can	be	treated	quickly.	Contact	your	GP	immediately	if	your
symptoms	come	back.	The	Cancer	Research	UK	website	has	more	information	about	phaeochromocytomas.	Pheochromocytoma	is	a	rare	and	potentially	dangerous	tumour	affecting	1	in	500,000	people.	It	usually	affects	people	aged	50,	with	men	and	women	affected	equally.	A	germline	mutation	is	the	underlying	cause	of	the	tumour	in	some	patients.
Symptoms	and	signs	of	pheochromocytomas	include	high	blood	pressure,	feeling	an	'adrenaline	rush'	for	no	reason,	palpitations,	sweating,	flushing,	chest	pain.	Exercise	can	provoke	these	symptoms.	Severe	headache,	chest	pain,	and	profuse	sweating	are	common.	Pheochromocytomas	are	dangerous	due	to	the	release	of	powerful	hormones.	This	can
cause	organ	damage	from	high	blood	pressure,	leading	to	death,	heart	attack,	stroke,	or	kidney	failure.	Some	patients	experience	shock	when	catecholamine	levels	drop	suddenly.	The	prognosis	for	pheochromocytomas	is	generally	good	with	modern	medical	and	surgical	techniques.	Pheochromocytoma	treatment	significantly	reduces	mortality	risk
Untreated	pheochromocytoma	is	often	fatal	Most	cases	are	benign,	but	some	may	be	malignant	Inherited	syndromes	increase	the	risk	of	multiple	tumors	and	detection	challenges	Diagnosis	relies	on	measuring	catecholamine	levels	in	urine	or	blood	Given	article	text	here	A	24-hour	urine	collection	involves	obtaining	a	special	container	from	a	medical
laboratory,	filling	it	with	one	day's	worth	of	urine,	and	returning	it	for	testing.	This	test	is	somewhat	inconvenient	but	provides	reliable	results	due	to	its	high	specificity.	Due	to	the	reliability	of	this	test,	some	tests	may	need	to	be	repeated	multiple	times	to	ensure	accuracy.	For	patients	suspected	of	having	pheochromocytoma,	a	positive	result	is
obtained	when	catecholamine	levels	exceed	twice	the	upper	limit	of	normal.	However,	many	people	with	hypertension	have	mildly	elevated	levels	that	are	above	normal	but	do	not	meet	the	criteria	for	pheochromocytoma.	Blood	tests	can	be	used	to	diagnose	pheochromocytomas,	although	they	may	provide	false	positive	results	due	to	their	high
sensitivity.	The	most	common	blood	test	ordered	is	the	plasma	free	metanephrine	test,	which	is	often	more	convenient	than	a	24-hour	urine	collection	but	has	a	higher	rate	of	false	positives.	Imaging	tests	are	used	to	locate	pheochromocytomas	after	diagnosis	with	24-hour	urine	testing.	These	include	cross-sectional	scans,	functional	scans,	and	co-
registered	(hybrid)	scans.	CT	and	MRI	scans	provide	detailed	anatomic	information,	while	functional	scans	utilize	tagged	radioactive	tracers	that	target	specific	tumor	properties.	Some	of	the	most	commonly	used	imaging	tests	for	pheochromocytomas	include	CT	and	MRI	scans	due	to	their	wide	availability.	MIBG	scanning	is	also	frequently	used,
particularly	in	centers	with	experienced	staff,	as	it	provides	highly	specific	images	of	multiple	tumor	areas	(foci).	Regular	FDG-PET	scans	are	useful	in	identifying	rapidly	growing	tumors	that	consume	large	amounts	of	glucose.	18F-DOPA	PET/CT	scanning	is	the	most	advanced	imaging	technique	listed	and	provides	a	reliable	way	to	detect	multiple
tumor	foci.	MIBG	scanning	may	be	available,	but	18F-DOPA	PET/CT	scans	are	limited	to	select	centers	like	NIH,	UCLA,	or	European	locations.	Pheochromocytomas	are	primarily	treated	with	surgery,	which	requires	careful	administration	of	alpha-blockers	before	the	operation.	This	step	is	crucial	for	successful	treatment	and	has	significantly
improved	patient	outcomes	over	time.	In	some	cases,	beta-blockers	may	be	added	after	adequate	alpha-blockade.	Expert	centers	typically	perform	laparoscopic	surgery,	often	on	adrenal	gland	tumors.	Post-operative	monitoring	in	the	ICU	is	common,	with	most	patients	recovering	within	one	to	two	weeks.	Malignant	pheochromocytoma	treatment
options	include	aggressive	surgery	followed	by:	-	Combination	chemotherapy	-	External	beam	radiation	therapy	-	High-dose	131I-meta-iodobenzylguanidine	(MIBG)	radionuclide	therapy	Long-term	alpha-blocker	therapy	is	necessary	to	manage	hormone	excess.	Pheochromocytoma	is	a	rare	adrenal	gland	tumor	that	can	release	high	amounts	of
epinephrine	and	norepinephrine.	The	adrenal	glands	are	complex	endocrine	glands	with	different	functions	in	various	regions,	producing	essential	hormones	like	cortisol	and	aldosterone.	Catecholamine-producing	cells	in	the	body	secrete	epinephrine,	norepinephrine,	and	dopamine	hormones,	which	are	often	referred	to	as	"fight	or	flight"	hormones.
These	hormones	play	a	role	in	the	adrenaline	rush	people	experience	when	they're	afraid.	Pheochromocytomas	are	tumors	that	develop	from	these	cells	and	can	cause	a	range	of	symptoms	including	headaches,	excessive	sweating,	and	rapid	heartbeats.	In	some	cases,	pheochromocytomas	can	arise	from	chromaffin	cells	located	outside	of	the	adrenal
gland,	which	is	usually	in	the	abdomen.	These	extra-adrenal	pheochromocytomas	are	relatively	rare	and	often	benign.	When	diagnosing	a	pheochromocytoma,	doctors	look	for	certain	triggers	that	may	stimulate	the	sympathetic	nervous	system,	such	as	drug	use,	withdrawal	from	medications,	panic	attacks,	spinal	cord	injuries,	or	other	conditions.
Classic	symptoms	of	pheochromocytoma	include	headaches,	sweating,	and	heart	palpitations	along	with	elevated	blood	pressure.	Other	possible	symptoms	include	anxiety,	nausea,	tremors,	weakness,	abdominal	pain,	and	weight	loss.	In	some	cases,	pheochromocytomas	may	not	cause	any	noticeable	symptoms	until	they're	incidentally	discovered
during	diagnostic	tests.	Pheochromocytomas	are	present	in	only	about	0.2%	of	people	with	high	blood	pressure.	Certain	conditions,	such	as	familial	endocrine	tumors,	can	increase	the	likelihood	of	a	pheochromocytoma	diagnosis.	Pheochromocytoma	diagnosis	typically	involves	a	series	of	tests	to	measure	hormone	levels,	starting	with	24-hour	urine
collection	and	blood	metanephrine	measurements.	If	levels	exceed	normal	thresholds,	imaging	studies	are	performed	to	visualize	the	adrenal	glands.	A	131-I-MIBG	scan	is	a	specific	test	for	pheochromocytomas,	using	radioactive	iodine	to	locate	tumors.	Pheochromocytomas	are	not	staged	like	other	cancers,	but	rather	classified	into	non-secreting,
secreting,	malignant,	and	metastatic	types	based	on	hormone	production	and	tumor	spread.	These	tumors	can	be	part	of	familial	syndromes,	such	as	MEN	2A	and	2B,	which	carry	a	genetic	risk	for	pheochromocytomas,	parathyroid	tumors,	and	medullary	thyroid	cancer.	Genetic	testing	can	identify	at-risk	family	members,	and	surgery	is	the	primary
treatment.	Control	of	blood	pressure	before	and	during	surgery	is	crucial,	particularly	in	patients	with	bilateral	disease	or	those	diagnosed	at	a	young	age.	To	prevent	a	potentially	life-threatening	condition	known	as	an	acute	hypertensive	crisis	from	occurring	during	surgery,	healthcare	professionals	closely	monitor	blood	pressure	levels	and
administer	special	medications	before	and	after	anesthesia	is	given.	It's	also	advisable	for	patients	with	pheochromocytoma	to	consult	with	an	endocrinologist	in	order	to	create	a	tailored	treatment	plan	that	suits	their	specific	needs.	Due	to	the	complex	nature	of	this	condition,	doctors	often	use	alpha-blockers	as	the	initial	medication	to	control	blood
pressure	before	introducing	beta-blockers.	In	cases	where	pheochromocytomas	are	malignant	and	can't	be	cured	by	surgery,	further	treatments	such	as	chemotherapy	or	radiation	therapy	may	be	necessary	after	the	operation.	Recent	clinical	trials	have	shown	promise	in	using	targeted	drugs	called	tyrosine	kinase	inhibitors	for	treating	this	disease,
though	drug	therapy	is	currently	unable	to	offer	a	definitive	cure	on	its	own.	Pheochromocytoma	tends	to	be	benign,	but	surgical	complications	related	to	blood	pressure	can	significantly	reduce	the	likelihood	of	recovery.	Even	after	successful	surgery,	there's	still	a	risk	of	recurrence,	with	statistics	indicating	that	around	10%	of	cases	may	experience
this	complication.	Therefore,	ongoing	follow-up	care	is	crucial	for	maintaining	favorable	outcomes	and	potentially	improving	life	expectancy	through	additional	treatments	if	needed.	In	instances	where	malignant	behavior	is	evident,	prolonged	survival	can	occur	even	in	rare	cases	due	to	the	disease's	slow	progression	pace.	For	patients	with
metastatic	pheochromocytoma,	participating	in	clinical	trials	of	new	therapies	is	highly	encouraged.	Additionally,	pregnant	women	who	are	diagnosed	with	this	condition	face	an	increased	risk	of	mortality	for	both	themselves	and	their	unborn	child,	making	it	essential	to	seek	immediate	referral	to	a	specialized	center	that	has	experience	handling
such	cases.	Pheochromocytomas	are	rare	tumors	produced	by	the	adrenal	glands	and	nerve	tissue	elsewhere	in	the	body.	They	release	excess	catecholamines,	which	can	cause	serious	health	issues	such	as	stroke,	heart	attack,	and	even	death.	These	tumors	mostly	occur	within	the	abdomen,	with	about	95%	located	within	the	adrenal	glands.	In	some
cases,	pheochromocytomas	may	develop	in	both	adrenal	glands,	a	condition	more	commonly	seen	in	younger	patients	with	genetic	syndromes	associated	with	pheochromocytoma.	Around	25	to	30%	of	all	pheochromocytoma	cases	are	inherited,	and	there	are	four	main	genetic	syndromes	linked	to	the	condition:	von	Hippel-Lindau	Syndrome	(vHL),
Multiple	Endocrine	Neoplasia	Syndrome	type	2A	and	2B	(MEN2A	and	MEN2B),	Neurofibromatosis	type	1	(NF1),	and	Familial	Paraganglioma	Syndrome.	Each	of	these	syndromes	has	distinct	characteristics,	such	as	thyroid	cancer,	parathyroid	disease,	coffee-colored	skin	spots,	or	benign	intestinal	tumors.	In	general,	pheochromocytomas	that	occur	in
families	are	"autosomal	dominant,"	meaning	children	have	a	50%	chance	of	inheriting	the	condition	if	one	parent	is	affected.	For	patients	with	diagnosed	pheochromocytoma,	genetic	testing	should	be	considered	if	they	meet	certain	criteria,	such	as	being	diagnosed	at	a	younger	age	than	30	years	old.	Pheochromocytomas	and	Paraganglioma:	Risk
Factors	and	Symptoms	A	family	history	of	pheochromocytoma	or	paraganglioma	can	increase	a	person's	likelihood	of	developing	these	conditions.	Furthermore,	individuals	with	a	history	of	certain	syndromes	may	also	be	at	risk.	For	patients	with	a	known	genetic	mutation,	family	members	should	undergo	genetic	testing	to	assess	their	risk.	Genetic
counseling	is	highly	recommended	to	guide	families	through	the	implications	and	consequences	of	genetic	testing.	Incidence	and	Diagnosis	About	10%	of	pheochromocytomas	are	cancerous,	making	it	challenging	to	differentiate	between	benign	and	malignant	tumors.	The	presence	of	metastases,	invasion	of	other	organs,	or	recurrence	after	surgery
can	indicate	a	higher	likelihood	of	cancer.	Symptoms	and	Presentation	Patients	with	pheochromocytoma	may	exhibit	classic	symptoms	(40%),	such	as	high	blood	pressure,	headaches,	rapid	heart	rate,	and	sweating.	However,	approximately	5	to	15%	of	patients	may	present	with	normal	blood	pressure.	Other	common	signs	include	difficulty	breathing,
weakness,	and	panic	attack-type	symptoms.	Less	Common	Symptoms	Pale	skin,	low	blood	pressure,	blurred	vision,	weight	loss,	increased	thirst	and	urination,	constipation,	abdominal	pain,	elevated	blood	sugar,	psychiatric	disturbances,	heart	muscle	dysfunction,	and	an	elevated	red	and	white	blood	cell	count	may	also	be	present	in	some	patients.	In
rare	cases,	a	pheochromocytoma	can	trigger	a	hypertensive	crisis,	which	requires	immediate	medical	attention.	Up	to	10%	of	patients	may	be	diagnosed	with	pheochromocytoma	during	genetic	testing	after	a	family	member	has	been	found	to	have	this	condition	or	one	of	its	associated	inherited	diseases.	Diagnosis	typically	involves	laboratory	tests
measuring	adrenaline	levels,	as	well	as	other	hormones	produced	during	normal	processing.	Certain	medications	and	conditions	can	lead	to	false	positive	results;	these	include	tricyclic	antidepressants,	levodopa,	alcohol	withdrawal,	and	others.	Once	a	diagnosis	is	confirmed	through	blood	or	urine	tests,	imaging	scans	such	as	CAT	scans	or	MRIs	are
used	to	locate	the	pheochromocytoma.	These	tests	can	also	help	determine	if	other	organs	are	involved	or	if	there	are	other	tumors	outside	of	the	adrenal	glands.	If	the	adrenal	glands	appear	normal	on	imaging	scans,	nuclear	medicine	imaging	tests	like	MIBG	scans	or	FDG-PET	scans	may	be	helpful	in	detecting	small	paragangliomas,	cancer	spread,
and	recurrent	disease.	It	is	important	to	avoid	biopsying	an	adrenal	tumor	unless	a	pheochromocytoma/paraganglioma	has	been	ruled	out	first,	as	this	can	be	disastrous	if	the	tumor	is	a	pheochromocytoma.	The	best	treatment	for	pheochromocytoma	is	surgical	removal	of	the	affected	adrenal	gland(s),	which	is	effective	in	almost	all	cases	except	for
those	with	severe	medical	issues	that	would	not	survive	an	operation.	Medical	therapy	to	block	the	effects	of	adrenaline	excess	is	available	but	less	effective	than	surgery.	Before	surgery,	patients	must	be	prepared	with	medications	to	block	the	effects	of	adrenaline	during	anesthesia	and	the	procedure.	This	preparation	should	be	carried	out	under	the
supervision	of	a	doctor	with	expertise	in	managing	pheochromocytoma/paraganglioma	patients.	Vessels	constrict	due	to	high	adrenaline	levels,	while	increased	medication	dosage	may	lead	to	symptoms	like	stuffy	nose,	fatigue	and	dizziness	upon	standing.	Specialists	monitor	these	signs	to	ensure	adequate	treatment.	A	few	days	before	surgery,	an
additional	beta-blocker	medication	might	be	started	to	slow	a	rapid	heart	rate.	Calcium	channel	blockers,	which	relax	blood	vessels	and	slow	the	heart	rate,	can	also	be	administered,	either	alone	or	in	addition	to	alpha	and	beta-blockers.	To	counteract	adrenaline's	effects	and	dehydration,	it	is	crucial	to	replenish	lost	fluids.	Once	pheochromocytoma
removal	occurs,	low	blood	pressure	becomes	a	significant	risk	if	not	addressed.	As	medications	relax	blood	vessels	before	surgery,	adequate	fluid	replacement	is	vital.	Drinking	plenty	of	extra	fluids	and	taking	a	little	extra	salt	is	essential	during	this	time.	Pheochromocytoma	surgery	is	performed	under	general	anesthesia,	with	the	patient	completely
asleep	and	relaxed.	However,	potential	complications	like	blood	pressure	swings,	abnormal	heart	rhythms	and	bleeding	can	arise,	so	it	is	crucial	that	the	surgical	team	is	experienced	in	treating	this	disease.	For	most	operations,	a	minimally	invasive	approach	is	sufficient,	except	for	large	tumors	or	cancerous	cases.


