384 75 H R, 88 : 384-390, 2026
BRIERRAMTIEA TR NG ESE T ICHRH L 2 72
BHEINTG H 7)) F—

1 ) R R 2 B WA IR By VB o IR
W ORT R E M- HB S HE A E AN
BRSBTS EEVLARRKE-E RN R
B R EE R E R W A E 2N E B
(ZAPH £ 2026 451 H 17 H, ¥ 1 2026 45 3 H 18 [1)

83

INTH YT F =< BRI HRROESE CH Y, mIMERIEL LD ZIMMEESE L Lo nb, it
FEECRERIMSCEB 2 ME A - HHIRkZ LIELIETE 209 %0 Slbivbiuid, #inic B IRZE~R
(transcatheter arterial embolization : TAE) #Jiif7 L, MERES TSI L 2 2GRN ST 7 7)) F—~
D 1Bl % REERL 720

FEBIE 65 %, Zothe IRHLEAEED I, I AR CINHR IR 2 3lA 7203, IS OEG IR ETH Y,
Sy el a > s — Ui L < Pk Lz FoR, fihE A e 17 o 72 & A IR M E
220 mmHg & MEHDZ LFH L7z WEFNHEZ L L NGB FEIRBIZL DSy 7)) =~ b
Wr S, BRGEEIRE ISR & e o 7zo 52 CT IS CTEMABNICAE 47 mm O % MMEEE % 725, MRI
TR E S b7z TP IS I B Aol % HIWIZ TAE 21T L7 & 25, EATFEEIRDNE
BORENE CTH o720 ZOH, PEVESHE TIESEREMN B X OB 5 U Bl % 517 L 72 & & A 21 % 1i)E
LFHIG2FEIIERDDLOMRT, BEIZFMIPUEETH > 770 WHEMERFIIBWIIE Zellballen #EX £ L, /3
FIHYT)F = EFFELRVAIRTH o720 fiidl TAE I & Y EE~OIHLR &5 NIZMEDOZ#M % FA%

P35 2 L3 TE, ST TORELVRA TR TH > 720

(P H WK, 88: 384-390, 2026)

FoU— RN IRGH T F -, BRANEL, BIIRZEERN, BRI

*

ISTH Y7 F ==L, BB OB S 5
ET2IELEHEETHY, MR E 72 13BN
DISTIH YT F VRIS 5 Vo BB BN
BlEENTH Y, BB ARHES & O8I 25H %
ZENS, F77, AEBRSMETH Y, HihoME
ERRKE M Z P fEREATE 2, 1 2 B
BEASRD 5N D, AlEbbiug, WEC TAE %
L, PSR T ICHER B X ORI % %0 4\ hifT
LATBASTH Y 7)) F—~<D 1 Bl iR L= T

il

* T 814-0180 R ke X LR 7 TH 45 % 1 5
TEL 092-801-1011, FAX 092-873-1109
E-mail r.sako0l12@gmail.com

WY %o
fiE B

BE 65k, W

E5F FRIC% L (BRBIET MRI (2 CHZEMICE BN E
X R AWAY

BEERE SEiE, BT v~ T, KRG BHEIRE,
NGRS, 2SR, SESOWmE, BiEY

ARE X+ MLFH—1F 6mg, 7L F=vor
2mg, 72UYEY S5mg, 7+ 73 bmg

BRE 2024 4F 8 H, HRAIECORBIE MRI TE
PREIE R Z 4R S, I AR 2 /N2 L7ze 2024 49
A, 15 CT LA 2R 252 TR 70 JESE 2 %
B, B EFEO TR ThH o7 1 CT O, 1T
EENIRRD 2o 72,



TAE BICHE U -E8ANSH T F—~< 385

2024 4E 12 A, LBeim AR CAINRIES OB T
DNEEREIRAT &2 J6AT L 720 L L, BEBFVERZSIZINEARIC
OB, ERIESHIMMETH ) B T >~ a—)uhs
#L <, PRIk E Lice 2OB, $tAEMEIT-o728 2
A, BERIZIGE IFE A 220 mmHg £ TLEA L, 140/
min OHEIRADSLHL L 72, itk WAz s L O
NIRRT DOFER, ST H 7)) F—<bBiish
720 2025 4F 1 H, TR BE LR & % o 720

ABRBFERE & £ 162.1cm, 1 E 69.7kg, BMI
26.5 kg/m’

MARERR

RIMAEEZE : WBC 6.7 x 10°/ 4L, RBC 3.66 x
10/ 4L, Hb 12.9 g/dL, Plt 19.1 x 10%/ uL

4£{b%¥1RE : Alb 4.0 g/dL, CRP 0.10 mg/dL,
BUN 12mg/dL, Cr 0.62mg/dL, T-Bil 0.8 mg/dL,
AST 33U/L, ALT 22 U/L, Na 145 mmol/L, K
3.7mmol/L, CK 87U/L, Amy 78 U/L, PT 12.0 %),
APTT 28.1#%, D-dimer 0.7 1 g/mL

RSB LERE (M#& / R) : ACTH 3.0 (3 i
7.2-63.3) pg/mL, 7 FL 1) » 6 (¥ fE <100)
pg/mL, /7 FL 1 ¥ 11,920 (FE#fE 100-450)
pg/mL, INFV—)b 1.4 (FL#EfE 7.07-19.6) pg/dL,
TNV RATFury 285 (FHEfE 36-240) pg/mL, WK
WAy a7 v 2766 (FEHEfE 0.14-0.46) mg/day,
JRP7 L1y > 8.95 (FL#EMH 3-41) ug/day, R
JNT RLF) >y 791.5 (FEH#EfE 31-160) pg/day, R
R Y3 2 406.8 (F:dEfE 190-740) ug/day

EGIREFRR

CT &R (Fig. 1)

JeAt I 2 R M e A I BE 12 3% L O 47 mm D&M
TEIERS &, ZOHLERICAIKILD O o BEBFIX A O
BEIIRD O O TEA M % 72D 72,

MRI E{&FFR (Fig. 2)

FEA B LRI B 40 mm KOEEWREH ). T1 i
TG - T2 MR T3 ND FEmkE & i LT
WEEFEZELTBY, ILHCRIRER TIETEFEIBIZ L
HlR % 7D 7z F 72, BEMEFICHE L TB Y BElE~D
ZHEBEDNT2,

MIBG ¥ > F %957 «FiR (Fig. 3)

i e A A g 5 B L MIIBG SRR 35 2 FR 0 72,6

fEBbtsRFr R (Fig. 4)

FEREOAMINC B ERZ 2 780, —BICIiE Rk %
o Tz,

BEBEIIRERMT (TAE) (Fig. 5)

EREEEIR2 S IMEERE 1T &, AT EBRE %

HIME L T HEBEREZ R0, ¥4 7007 —F
WD TE T T v AR T TEBRM 2T L7z, FkE
WEABEEIIRY S MEEE 21T, AP EBIIRE 5%
M55 & ¢ 2 JER R % 72720, WREZBR Y RAH £

Fig. 1 CT findings
Yellow arrowheads indicate the hypervascular tumor
measuring 47 mm in diameter, located on the left side of
the bladder.

Fig. 2 MRI findings
Yellow arrowheads indicate the tumor showing high-
signal intensity on Tl-weighted imaging, located
adjacent to the bladder.

Fig. 3 MIBG scintigraphy finding
Yellow arrowheads indicate the tumor with increased
MIBG uptake around the left lateral wall of the bladder.
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Fig. 4 Cystoscopic findings
Yellow arrowheads indicate the elevated lesion on
the lateral side of the left ureteral orifice, with partial
engorgement of blood vessels.

Fig.5 Angiographic findings
Angiography reveals tumor staining
supplied by both the right and left
uterine arteries. Yellow arrowheads
indicate the tumor.
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Fig. 6 Port placement for laparoscopic surgery

A camera port was placed in the lower midline below
the umbilicus, a 12-mm port for the surgeon’s right
hand was inserted at the medial side of the right rectus
abdominis in the lower abdomen, a 12-mm port for the
surgeon’s left hand was placed at the lateral edge of
the left rectus abdominis in the lower abdomen, and a
5-mm assistant port was established at the lateral edge
of the right rectus abdominis in the lower abdomen.
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Fig. 7 Intraoperative findings
(A) This image was obtained during gynecological surgery. Yellow arrowheads indicate the tumor, and the white solid line
outlines the uterus. The tumor was confirmed to be located outside the ovary.
(B) This image was obtained during urological surgery. Yellow arrowheads indicate the tumor located between the uterus and
the bladder, and the surrounding area shows adhesions due to previous surgery. The uterus is outlined by the white solid line.
(C) Using a fluorescent ureteral stent placed preoperatively to confirm the course of the ureter, we dissected the space between
the ureter and the tumor on the dorsal side of the lesion. The structure outlined by the white dashed line indicates the ureter
fluorescing under Firefly imaging, while the yellow arrowheads indicate the tumor.
(D) Because the bladder and the major structures were firmly adherent, we performed tumor resection including portions of
the bladder mucosa and muscular layer attached to the lesion. Yellow arrowheads indicate the tumor. The area outlined by the
white dash-dotted line represents a spot of the bladder mucosa.
(E) After tumor resection, the bladder defect was closed with a single-layer continuous suture using 3-0 V-Loc®. The white
dash-dotted line outlines the bladder mucosa.

A B C
Fig. 8 Resection specimen/ Pathological findings

(A) Resection specimen : A tumor measuring 50 mm in diameter with a smooth surface.
(B) H. E. staining (X 100) : A proliferation of large polygonal cells with basophilic or
amphophilic granular cytoplasm can be observed. These cells form small nests and
thick cords, which are separated by well-vascularized stroma.

(C) S-100 staining (X 100): S-100-positive sustentacular cells can be observed around
the nests of tumor cells.
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A PELVIC PARAGANGLIOMA SUCCESSFULLY RESECTED BY LAPAROSCOPIC
SURGERY FOLLOWING ARTERIAL EMBOLIZATION: A CASE REPORT
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Abstract :

The patient was a 65-year-old woman who was initially suspected of having ovarian cancer. A left
oophorectomy was attempted by the gynecology department; however, a tumorous lesion was identi-
fied outside the ovary, which was highly hemorrhagic and difficult to control, leading to termination of
the procedure. During intraoperative needle biopsy, the patient developed a sudden increase in systolic
blood pressure to 220 mmHg. Based on pathological and endocrinological examinations, the tumor was
diagnosed as a paraganglioma, and the patient was referred to our department for curative resection.

Contrast-enhanced computed tomography revealed a 47-mm hypervascular tumor located on the left
side of the bladder, and magnetic resonance imaging suggested invasion into the bladder. To suppress
intraoperative bleeding and blood pressure elevation, preoperative TAE was performed, which revealed
that the bilateral uterine arteries were the feeding vessels of the tumor. Subsequently, laparoscopic
tumor resection combined with partial cystectomy was performed. Only two episodes of abrupt blood
pressure elevation were observed intraoperatively, and the procedure was completed safely. Paragan-
gliomas are tumors originating from paraganglionic tissue and are known as hypervascular tumors often
associated with hypertensive crises. Intraoperative manipulation can frequently result in massive bleed-
ing as well as abrupt elevations in blood pressure and tachycardia. We herein report a rare case of pel-
vic paraganglioma that was safely resected laparoscopically following preoperative TAE.

(Nishinihon J. Urol. 88 : 384-390, 2026)
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