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tomography scan of the abdomen, showing a tumour
in the right adrenal gland with a diameter of 6 x 10 cm,
was in agreement with this diagnosis. Iodine-131
Metaiodobenzylguanidine scanning of the body did
not reveal any catecholamine producing tumours
other than that in the right adrenal gland.

After preoperative treatment with phenoxybenzamine
a tumour with a diameter of 8 x 7 cm was surgically
removed from the right adrenal gland. Postoperatively
the tachycardia, the hypertension and the raised cat-
echolamine levels in the serum disappeared (no-
radrenaline 234 pg-ml*, adrenaline 55 pg-ml™ dopamine
27 pgml?).

The spirometry values returned to baseline (FEV
2.22 | (124% of predicted), vital capacity (VC) 2.88 !
(133% of predicted), although the patient had to
continue salbutamol and corticosteroid inhalations.
Two years after operation the patient is persistently
well, and there has been no recurrence of severe
asthmatic attacks.

Discussion

Most phaeochromocytomas produce noradrenaline
either alone or mixed with smaller quantities of
adrenaline [3]. On rare occasions, as in the patient
described, adrenaline is the major secreted catecho-
lamine. In most patients the clinical picture is dominated
by signs of excessive beta-adrenergic stimulation
such as tachycardia and hypermetabolism [4].
Noradrenaline and adrenaline are endogenous
catecholamines with alpha- and beta-adrenergic
effects. Stimulation of beta,-adrenergic receptors in
the lung causes bronchodilatation. The massive release
of catecholamines into the circulation by phaeo-
chromocytoma would be expected to alleviate
bronchoconstriction by beta,-adrenergic stimulation,
hence, preventing asthmatic attacks in phaeo-
chromocytoma patients. The asthmatic patients
described in five earlier case reports, who showed
reappearance of bronchospasm following resection of
their phaeochromocytoma, are an argument for this
view [5-9]. In contrast to these cases, the acute attacks
of bronchospasm in our patient disappeared after
resection of the tumour. The clinical course of this
patient suggests that catecholamines released by
phaeo-chromocytoma into the bloodstream are respon-
sible for the occurrence of attacks of bronchial asthma.

Stimulation of post-junctional alpha-adrenoceptors
located on bronchial smooth muscle and submucosal
glands in the lung can mediate bronchospasm in some
patients [10-12]. Alpha-adrenergic blockade can re-
duce bronchospasm partially or completely in exercise-
induced asthma [13]. Recently, clinical studies have
shown that regular treatment with beta,-adrenergic
agonists can exacerbate asthma [14]. Beta,-adrenergic
agonists can be responsible for an increased antigen
load and acute inflammatory response in the lower
airways by inhibiting mast cell degranulation [15].

Thus, the release of noradrenaline and adrenaline
into the bloodstream by phaeochromocytoma may

not always protect against the occurrence of asthmatic
attacks, as is suggested in the earlier mentioned case
reports.
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Asthme bronchique amélioré apreés résection d’un
phéochromocytome. Janssen J, Tjiong H.

RESUME: L’asthme bronchique n’est que rarement un
symptéme de phéochromocytome. Nous décrivons
I’observation d’une patiente atteinte de cette affection, qui
s’est traduite par une aggravation de son asthme et une
dyspnée persistante entre les crises, Elle avait des taux trés
élevés de catécholamines. Aprés résection chirurgicale du
phéochromocytome, I’on a noté une amélioration persistante
de I’asthme bronchique.

Nous émettons 1’hypothése que 1’aggravation de 1’asthme
bronchique chez les patients atteints de phéochromocytome
pourrait étre due 2 une détérioration de 1’asthme, induite par
les catécholamines.
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