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Abstract

We present the case of a 54-year-old patient with long-term type 2 diabetes, treated

with intensive insulin therapy, who was considered to be ordinary diabetes. In a random

imaging examination it turned out to be a phaeochromocytoma. The patient underwent

surgical treatment. It turned out that after the surgery, the diabetes resolved. It is a casuistic

curiosity that the patient was "cured" of the disease after diagnosis and treatment for

pheochromocytoma, and on the second day after the surgery. It is also a valuable guide when

looking for all possible causes of "secondary" diabetes.
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Introduction

Pheochromocytoma is a relatively rare disease of the adrenal glands. The estimated

incidence is 2 to 9.1 cases per million adults. It occurs in both men and women, most often in

the 4th and 5th decade of life (1). About 10% of all phaeochromocytomas are considered to be

malignant (2). Due to nonspecific clinical symptoms there is a high risk of not diagnosing

pheochomocytoma. There are many reports on the danger of overlooking an existing tumor

and disease (4,5). A Mayo Clinic report revealed 54 autopsied people in whom

pheochromocytoma could have contributed to the deaths, and in 75% of whom was

unsuspected and / or undiagnosed (5). Clinical symptoms depend on the one hand on the

concentration of secreted hormones - catecholamines and their metabolites, and on the other

hand on the tumor mass effect. Pheochromocytoma most often produces norepinephrine, less

often adrenaline (or both substances simultaneously), rarely dopamine. The occurrence of

clinical symptoms depends on the type, amount and frequency of secretion of the substance.
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The most common symptoms are: headaches, arterial hypertension, especially paroxysmal

increases in blood pressure with tachycardia, pallor of the face, excessive sweating, anxiety,

muscle tremors or nervousness (7). Factors triggering catecholamine release, occurrence or

intensification of clinical symptoms include physical exertion, general anesthesia, stressful

situations, childbirth or sometimes a heavy meal (6, 8). And so, phaeochromocytoma is not a

major problem for clinicians if it is associated with the presence of symptoms related to the

cardiovascular system, so asymptomatic cases or those associated with atypical rare clinical

symptoms can be problematic. Therefore, we wanted to present a case of a patient with a

randomly detected phaeochromocytoma, the only clinical symptom of which was diabetes

previously considered to be type 2 diabetes.

Case description

A 54-year-old patient was admitted to the endocrinology department as part of an

internist's on-call duty due to pneumonia. From chronic diseases, before hospitalization, the

patient was treated for diabetes and hypercholesterolaemia. He was taking atorvastatin at a

dose of 40 mg / day and human insulin analogues (lispro) in the form of boluses at a meal 10-

14 J 3 times a day and a long-acting insulin analog (glargine) at a dose of 18 J at bedtime.

Diabetes was diagnosed in the patient - at the age of 42, in a patient without clinical

symptoms of hyperglycemia, after laboratory tests and an oral 75-gram glucose loading test

(OGTT), with a blood glucose level of 249 mg / dl in the 120th minute of the test. After an

initial attempt of several weeks on metformin treatment, treatment with metformin was

discontinued due to the occurrence of diarrhea. Sulfonylureas were introduced (Gliclazide at a

dose of 60 mg / day), however, in the course of treatment, frequent hypoglycemia occurred,

with blood glucose levels falling to 50 mg / dl. Due to financial reasons, the patient decided

not to be treated with dipeptidyl peptidase IV (DPP IV) inhibitors, phosins (SLTL-2) or GLP1

analogues. One year after the diagnosis of diabetes mellitus, it was decided to start insulin

therapy in the form of multiple injections. The course of diabetes in the patient from the very

beginning is quite unstable, with numerous episodes of unexplained hypoglycaemia and

hyperglycaemia - usually explained as non-compliance with the prescribed diabetic diet or

incorrectly selected insulin dose by the patient.

During hospitalization due to pneumonia, the patient had a routine ultrasound examination of

the abdominal cavity, which showed the presence of a tumor in the right adrenal gland. This

change was also described in the abdominal CT scan. A 20 x 18 x 8 mm lesion in the right
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adrenal gland and a density of 24 Hounsfield's was visualized. After the end of antibiotic

therapy due to pneumonia, a complete hormonal diagnosis was performed for the adrenal

gland tumor. There were no abnormalities in the secretion of cortisol. In the morning

determination of serum cortisol (at 8 o'clock), the level of cortisol was 19 μg / dl (normal: 3.4-

22.5 μg / dl) and in the measurement at 22.00 - 5.0 μg / dl. This study is characterized by high

sensitivity of 97% and specificity of 88%, which allowed us to exclude Cushing's syndrome

(8).

Additionally, the secretion of free cortisol was determined in the 24-hour urine collection. The

obtained results were also within the limits of 145 μg / day (normal <292.3 μg / day). Due to

the absence of electrolyte disturbances, especially hypokalemia, and no history of arterial

hypertension, and normal blood pressure values were found during hospitalization (RR 120-

135 / 80-85 mmHg), no complete diagnosis of primary aldosterinism was performed, the

aldosterone-renin ratio was not determined ( RAA) based on the ratio of aldosterone to

plasma renin activity (ng / ml / h). Only the level of aldosterone after an overnight sleep was

determined. The obtained result was within the norm of 8.54 ng / dL with the norm of <23.6

ng / dL. The levels of testosterone and epiandrostenedione sulfate (DHEAS) were also

determined without any abnormalities, and disturbances in the functioning of the thyroid

gland were excluded. During the hormonal diagnostics performed, an increased concentration

of chromogranin A 7.4 ng / ml (N 1.6 - 5.6 ng / ml) and methoxycatecholamines in the 24-

hour urine collection was found to be 6730 (N 0-1000 μg / 24 h).

After preparing the patient for 2 weeks for surgery by administering doxazosin at a dose of 2

mg / day and metaprolol at a dose of 50 / day under blood pressure control - not exceeding

135/85 mmHg during daily activity and heart rate - below 80 / min the procedure was

performed operating. Laparoscopic adrenelentomy was performed. In the patient before

surgery, fasting blood glucose levels, despite the use of intensive insulin therapy, ranged from

95-160 mg / dl, measured 120 minutes after meals, 130-230 mg / dl. On the first day after the

surgery, the fasting blood glucose level was 85 mg / dl, in the daily profile the values did not

exceed 140 mg / dl. The fasting and postprandial blood glucose levels were also within the

normal range with the introduction of oral nutrition. From the moment of surgery, the patient

did not require insulin or oral antidiabetic drugs. Eight weeks after surgery, the patient

underwent an oral glucose loading test with 75 grams. In the 0 minute of the test, the glucose

level was 85 mg / dl, and after 120 min - 138 mg / dl.



523

Summary and Conclusions

Summing up, we met a case of a person with pheochromocytoma, whose only

symptom of the disease was diabetes, who for several years was treated and treated as typical

type 2 diabetes. in the form of multiple injections. Despite the intensive treatment of diabetes,

our patient was unable to achieve normoglycemia and there was a high risk of developing

chronic micro- or macroangiopathic diabetic complications. After meeting our patient, we

realized that everyone should be treated individually and always think about the "non-

textbook" course of diseases. It is a casuistic curiosity that the patient was "cured" of the

disease after diagnosis and treatment for pheochromocytoma, and on the second day after the

surgery. It is also a valuable guide when looking for all possible causes of "secondary"

diabetes.
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