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Objective Results

* Phaeochromocytomas and paragangliomas occur * All subjects had alpha and beta adrenergic blockade prior to
across a wide distribution from the base of the skull to surgery.
the pelvis, and may lie in close proximity to or involve * Thoracic paragangliomas were excised following cardiopulmonary
the great vessels including the aorta and vena cava. bypass and aortic transection to access the tumours.

« The aim of the study was to describe the surgical * Abdominal paraganglioma invading the aorta was resected with
management of phaeochromocytomas and para- part of the aorta to clear disease + insertion of an aortic Dacron
gangliomas involving the great vessels. graft.

* Phaeochromocytoma invading the IVC - resected en bloc with the
right kidney. Intra-operatively it was possible to resect the tumour

Design nodule invading the IVC excised via a venotomy and vena cava

* Retrospective case-series.

repair.
Patients Outcomes
* 5 subjects undergoing surgical excision of either a * All subjects made a good recovery from surgery.
phaeochromocytoma or paraganglioma involving the * One subject had early post-operative complication managed
great vessels. conservatively.

. Subjects were seen at St Bartholomew's Hospital, * One subject required adjuvant radiolabelled MIBG therapy for

London between 2004 and 2013. residual disease.

Results
* Five subjects (age range 16-60 years)

* Three subjects had thoracic paragangliomas located
under the arch of the aorta.

* 1 subject had an abdominal paraganglioma in which
preoperative imaging was unable to delineate that the
tumour was invading the aorta.

* 1 subject had a massive phaeochromocytoma
iInvading the IVC.

* Three of the 4 subjects tested had predisposing
germline mutations

2 subjects with SDHB mutations

* one subject with an SDHA mutation
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