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A B S T R A C T

Purpose
The occurrence of � two distinct types of tumors, one of them paraganglioma (PGL), is unusual
in an individual patient, except in hereditary cancer syndromes.

Patients and Methods
Four unrelated patients were investigated, with thorough clinical evaluation. Plasma and tissue
catecholamines and metanephrines were measured by high-performance liquid chromatography.
Anatomic and functional imaging were performed for tumor visualization. Germline and tumor
tissue DNA were analyzed for hypoxia-inducible factor 2 alpha (HIF2A) mutations. The prolyl
hydroxylation and stability of the mutant HIF2� protein, transcriptional activity of mutant HIF2A,
and expression of hypoxia-related genes were also investigated. Immunohistochemical staining
for HIF1/2� was performed on formalin-fixed, paraffin-embedded tumor tissue.

Results
Patients were found to have polycythemia, multiple PGLs, and duodenal somatostatinomas by
imaging or biochemistry with somatic gain-of-function HIF2A mutations. Each patient carried an
identical unique mutation in both types of tumors but not in germline DNA. The HIF2A mutations
in these patients were clustered adjacent to an oxygen-sensing proline residue, affecting HIF2�
interaction with the prolyl hydroxylase domain 2–containing protein, decreasing the hydroxylation
of HIF2�, and reducing HIF2� affinity for the von Hippel–Lindau protein and its degradation. An
increase in the half-life of HIF2� was associated with upregulation of the hypoxia-related genes
EPO, VEGFA, GLUT1, and END1 in tumors.

Conclusion
Our findings indicate the existence of a new syndrome with multiple PGLs and somatostatinomas
associated with polycythemia. This new syndrome results from somatic gain-of-function HIF2A
mutations, which cause an upregulation of hypoxia-related genes, including EPO and genes
important in cancer biology.

J Clin Oncol 31:1690-1698. © 2013 by American Society of Clinical Oncology

INTRODUCTION

Paraganglioma (PGL) and somatostatinoma are
tumors arising from distinct types of neuroendo-
crine cells. PGLs arise from chromaffin or
chromaffin-like cells that develop during em-
bryogenesis from neural crest cells.1 As these neu-
roendocrine cells migrate, they populate the
adrenal medulla and extra-adrenal paraganglia
associated with paraxial sympathetic nerve fibers
and branches of the vagus and glossopharyngeal
nerves in the head and neck, including the carotid
body.1 In contrast, somatostatinomas develop
from enteric endocrine cells currently believed to
arise from the endoderm.2 Despite their different
origins, neuroendocrine cells of the paraganglia

and GI tract share the ability to secrete specific
peptides or amines, as do C cells of the thyroid and
neuroendocrine cells found in the lungs, pituitary
gland, brain, and other tissues.1,3 Neuroendocrine
tumors (NETs) are distinguished by their loca-
tion, the cell or tissue type from which they arise,
and their specific hormonal secretion.

The occurrence of � two distinct types of NETs
in an individual patient is unusual, except in patients
with hereditary syndromes such as von Hippel–
Lindau (VHL) disease, neurofibromatosis 1 (NF1),
mutations in the succinate dehydrogenase (SDH)
subunits, and multiple endocrine neoplasia (MEN)
types 1 and 2.4,5 In this study, we investigated the
clinical and genetic characteristics of four female
patients who presented to the National Institutes of
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Health (NIH) and Tufts Medical Center with PGL, somatostatinoma,
and polycythemia.

PATIENTS AND METHODS

Laboratory Analyses

Mutation analysis, hydroxylation assays, real-time polymerase chain re-
action (PCR), and chromatin immunoprecipitation were performed as previ-
ously described.6

High-Performance Liquid Chromatography

Plasma and tissue catecholamines and metanephrines were measured by
liquid chromatography with electrochemical detection.7

Immunohistochemistry

Immunohistochemical staining was performed on formalin-fixed,
paraffin-embedded tissue. After deparaffinization and heat-induced anti-
gen retrieval using 1 mmol/L ethylenediaminetetraacetic acid, we used a
commercially available somatostatin rabbit polyclonal antibody (Cell
Marque; DAKO, Carpinteria, CA) for the diagnosis of somatostatinoma, a
rabbit polyclonal antibody for hypoxia-inducible factor 1 alpha (HIF1�;
Sigma-Aldrich, St Louis, MO), and a mouse monoclonal antibody for
HIF2� (Abcam, Cambridge, MA). Primary antibodies were detected using
a peroxidase-labeled polymer conjugated to immunoglobulins (DAKO)
with 3,3�-diaminobenzidine as a chromogen.

Quantitative Real-Time PCR

Total RNA was extracted from microdissected tumor specimens and
normal adrenomedullary tissue. mRNA was reverse transcribed to cDNA and
examined by real-time PCR on the Eco Real-Time PCR System (Illumina, San
Diego, CA). Erythropoietin (EPO) (HP200740; OriGene, Rockville, MD) and
GAPDH (QT01192646; Qiagen, Hilden, Germany) primer sets were used.

Patient Evaluation

Patients were evaluated under a protocol approved by the Eunice Ken-
nedy Shriver National Institute of Child Health and Human Development
Institutional Review Board. All patients provided written informed consent.
Anatomic imaging; positron emission tomography (PET) studies using 18F-
fluorodopamine, 18F-fluorodopa, and [18F]fluorodeoxyglucose ([18F]FDG);
and 123I-metaiodobenzylguanidine (123I-MIBG) scintigraphy were per-
formed.8 In two patients, computed tomography (CT) scans with negative
contrast were used to better detect duodenal tumors.

Case Series

Patient 1. A 31-year-old white woman from Serbia had presented with
polycythemia since birth (Table 1), managed with phlebotomies. At age 14
years, she was found to have a tumor in the left para-aortic region and hepa-
tosplenomegaly. The patient started to experience headaches, diaphoresis,
night sweats, fatigue, heat intolerance, nausea and vomiting, and blurred
vision. At age 23 years, she presented with blood pressure of 180/100 mmHg.
Abdominal magnetic resonance imaging revealed multiple tumors. The pa-
tient underwent surgical resection, with histopathology consistent with PGLs.
After resection, her hemoglobin (HgB), hematocrit (Hct), and EPO levels
decreased (Table 1). One year later, follow-up abdominal CT imaging showed
a 1-cm lesion around the left renal vein and another close to the inferior vena
cava, with both enlarging during the next year. Blood tests revealed elevated
Hgb, chromogranin A, and norepinephrine (NE) levels. An echocardiogram
showed an ascending aorta aneurysm. Two years later, whole-body magnetic
resonance imaging and 123I-MIBG scintigraphy showed multiple abdominal
tumors, hepatosplenomegaly, aneurysm of the ascending aorta, pericardial
cyst, and mitral valve prolapse. Laboratory evidence indicated recurrence of
polycythemia (Table 1). At age 29 years, the patient was referred to NIH
(admission findings listed in Table 1).

Imaging studies confirmed multiple abdominal masses and also showed
multiple duodenal lesions. The patient underwent surgery. Histopathology
confirmed duodenal somatostatinomas, multiple extra-adrenal PGLs, and
cholecystitis (Table 1). After surgery, her Hct and Hgb levels normalized, most

likely as a result of blood loss during surgery, but her serum EPO levels
remained high, most likely resulting from remaining tumors, which were
detected on follow-up imaging 1 year later (Table 1).

Patient 2. A 46-year-old white woman of Irish origin had presented
from birth with pink cheeks. At age 7 years, she was diagnosed with polycythe-
mia. Her only available blood test results at ages 15 and 19 years are listed in
Table 1. From ages 26 to 27 years, the patient reported transient episodes of
palpitations, nausea, headache, and anxiety. At age 35 years, she presented to
the hospital with dark urine and jaundice. An ultrasound showed dilation of
the common bile and pancreatic ducts and a 4-cm cystic mass in the retroperi-
toneum, posterior to the pancreas. A CT scan of the abdomen and pelvis
demonstrated the left retroperitoneal mass, lymphadenopathy, biliary and
pancreatic ductal dilation, and possible ampullary or duodenal intraluminal
masses. She underwent a Whipple resection; histopathology confirmed ab-
dominal extra-adrenal PGL, two duodenal somatostatinomas, and cholecys-
titis (Table 1). Metanephrine and somatostatin levels were not measured
before surgery.

After surgery, her EPO levels were high, with normal Hct, HgB, RBC,
WBC, and platelet counts. Plasma (Table ) and urine metanephrine levels were
elevated postoperatively. 123I-MIBG scintigraphy showed uptake in the left
parasagittal midabdomen and two foci in the para-aortic regions of the central
upper and lower abdomen, confirmed by CT. At age 36 years, the patient was
referred to NIH for evaluation. 18F-fluorodopamine PET/CT revealed a mass
in the upper abdomen to the left of the midline, with a smaller focus located
medially. Two additional left para-aortic lesions were found in the mid to
lower abdomen, with another small focus in or adjacent to the liver. The
patient received 131I-MIBG therapy and, 1 year later, underwent resection of a
4.3-cm para-aortic PGL and several para-aortic lymph nodes. Two of eight
lymph nodes contained microscopic foci of paraganglionic tissue in the pe-
riphery, interpreted as either hyperplastic paraganglionic tissue contiguous
with the lymph nodes or metastatic tumors.

Since surgery, she has had only mildly elevated urine normetanephrine
(NMN) levels. The most recent abdominal CT showed a stable 1.1-cm para-
aortic mass and slightly enlarged retroperitoneal lymph nodes, unchanged
over 6 years. 18F-fluorodopamine and 18F-fluorodopa PET/CT showed seven
foci of radiotracer uptake (Figs 1A and 1B). Somatostatin levels have remained
in the high to normal range since surgery (Table 1). She has not required
phlebotomies since her first surgery; in fact, she developed anemia associated
with iron and vitamin B12 deficiency as a result of the Whipple resection. With
vitamin B12 and iron replacement, she has maintained normal HgB and
Hct levels.

Patient 3. A 22-year-old white woman had presented with polycythe-
mia since birth. The earliest available blood tests are summarized in Table 1. At
age 15 years, she experienced episodes of severe headache, tachycardia, shaki-
ness, and shortness of breath. At age 18 years, she developed episodes of
shakiness, tachycardia, decreased exercise tolerance, dizziness, and exercise-
associated nausea. She was found to have blood pressure of 180/130 mmHg
and was referred to NIH for evaluation (admission findings listed in Table 1).
A CT scan of the chest, abdomen, and pelvis demonstrated a left renal cystic
lesion, partially necrotic right adrenal mass, and mass inferior to the aortic
bifurcation. 123I-MIBG scintigraphy showed radiotracer uptake in the right
adrenal gland area and another focus around the organ of Zuckerkandl. The
patient underwent surgical resection of the tumors, and histopathology con-
firmed multiple PGLs. EPO and somatostatin levels before surgery were retro-
spectively measured at NIH in 2012 (Table 1). Follow-up 2 years later revealed
para-aortic and aortocaval foci on [18F]FDG PET/CT and high levels of NE,
NMN, and EPO (Table 1). Histopathology after surgical resection again con-
firmed multiple PGLs. After surgery, her EPO level decreased (Table 1). Be-
cause of high plasma somatostatin levels, a follow-up CT scan using water in
place of conventional enteric contrast material was performed to increase the
detection sensitivity for a duodenal mass. This technique revealed a 1-cm mass
extending into the lumen of the distal second portion of duodenum, a small
mass in the second portion of duodenum, a small paraduodenal/parapancre-
atic node near the head of pancreas (Figs 1C and 1D), and cholecystolithiasis.
The histopathology and immunohistochemistry of the duodenal tumors were

Paraganglioma, Somatostatinoma, and Polycythemia

www.jco.org © 2013 by American Society of Clinical Oncology 1691



Ta
bl

e
1.

D
em

og
ra

ph
ic

s
an

d
La

bo
ra

to
ry

an
d

Im
ag

in
g

Fi
nd

in
gs

of
In

de
x

P
at

ie
nt

s

D
em

og
ra

ph
ic

/F
in

di
ng

P
at

ie
nt

1
P

at
ie

nt
2

B
irt

h

B
ef

or
e

S
ur

ge
ry

(a
ge

23
ye

ar
s)

A
ft

er
S

ur
ge

ry
(a

ge
23

ye
ar

s)
A

ge
26

Y
ea

rs
�

A
ge

27
Y

ea
rs

�

N
IH

(a
ge

29
ye

ar
s)

A
ft

er
S

ur
ge

ry
at

N
IH

(a
ge

29
ye

ar
s)

R
ec

en
t

Fo
llo

w
-U

p
(a

ge
31

ye
ar

s)
�

A
ge

15
Y

ea
rs

†

A
ft

er
Fi

rs
t

S
ur

ge
ry

(a
ge

35
ye

ar
s)

N
IH

(a
ge

36
ye

ar
s)

R
ec

en
t

Fo
llo

w
-U

p
at

Tu
ft

s
M

ed
ic

al
C

en
te

r
(a

ge
44

ye
ar

s)

R
ec

en
t

Fo
llo

w
-U

p
at

N
IH

(a
ge

44
ye

ar
s)

O
rig

in
S

er
bi

an
Ir

is
h

S
ex

Fe
m

al
e

Fe
m

al
e

B
lo

od
co

un
t

an
d

E
P

O
‡

R
B

C
,

pe
r

L
(3

.9
3

to
5.

22
�

10
12

)
7.

06
�

10
12

8.
9

�

10
12

7.
07

�

10
12

7.
9

�

10
12

8.
4

�

10
12

7.
78

�

10
12

5.
8

�

10
12

8.
52

�

10
12

6.
77

�

10
12

5.
06

�

10
12

4.
94

�

10
12

5.
27

�

10
12

4.
74

�

10
12

H
ct

,
%

(3
4.

1
to

44
.9

)
76

.0
60

.0
48

.6
43

.0
48

.0
50

.5
39

.5
50

.4
60

.0
(a

t
ag

e
19

ye
ar

s)
30

.5
32

.6
37

.6
33

.0

H
gB

,
g/

dL
(1

1.
2

to
15

.7
)

20
.1

18
.6

13
.8

13
.0

14
.5

14
.7

11
.3

14
.1

15
.9

8.
9

9.
2

10
.9

9.
3

W
B

C
,

pe
r

L
(3

.9
8

to
10

.0
4

�
10

9 )
1.

12
�

10
9

7.
7

�

10
9

8.
3

�

10
9

5.
8

�

10
9

6.
0

�

10
9

7.
19

�

10
9

12
.5

�

10
9

9.
58

�

10
9

6.
2

�

10
9

4.
18

�

10
9

3.
54

�

10
9

4.
1

�

10
9

2.
54

�

10
9

P
la

te
le

ts
,

pe
r

L
(1

73
to

36
9

�
10

9 )
23

4
�

10
9

20
0

�

10
9

46
6

�

10
9

41
0

�

10
9

19
4

�

10
9

10
36

�

10
9

46
5

�

10
9

22
7

�

10
9

51
0

�

10
9

21
4

�

10
9

18
4

�

10
9

14
0

�

10
9

E
P

O
,

m
IU

/m
L

(3
.7

to
31

.5
)

42
0.

0
60

.0
15

0.
0

24
1.

0
17

3.
0

18
2.

2
16

5.
0§

15
9.

0
M

N
s,

ca
te

ch
ol

am
in

es
,

C
gA

,
an

d
so

m
at

os
ta

tin
(p

la
sm

a)
‡

N
M

N
,

pg
/m

L
(1

8
to

11
2)

4,
83

4
68

8
4,

72
0

51
5

81
M

N
,

pg
/m

L
(1

2
to

61
)

12
1

56
22

22
N

E
,

pg
/m

L
(8

0
to

49
8)

10
,9

51
51

9
1,

06
8

77
5

28
3

E
P

I,
pg

/m
L

(4
to

83
)

10
0

8
9

9
10

D
A

,
pg

/m
L

(3
to

46
)

28
11

6
6

M
et

ho
xy

ty
ra

m
in

e,
pg

/m
L

(�
14

)
�

10
�

10
C

gA
,

ng
/m

L
(�

22
5)

1,
64

0
14

9
.5

(6
to

39
)‡

3.
2

(1
.9

to
15

)‡
�

11
6

S
om

at
os

ta
tin

,
pg

/m
L

(1
0

to
25

)
10

9§
17

¶
18

§¶
26

(1
0

to
30

)‡
¶

7¶
C

at
ec

ho
la

m
in

es
in

P
G

L
tis

su
e

D
H

P
G

,
pg

/m
g

1,
05

5
N

A
N

E
,

pg
/m

g
1,

90
1,

73
6

N
A

D
O

P
A

,
pg

/m
g

U
D

L
N

A
E

P
I,

pg
/m

g
10

7,
80

0
N

A
D

A
,

pg
/m

g
17

,0
19

N
A

D
O

P
A

C
,

pg
/m

g
U

D
L

N
A

Fu
nc

tio
na

li
m

ag
in

g
(P

E
T/

C
T)

18
F-

flu
or

od
op

am
in

e
�

�
N

D
�

�
�

�
18

F-
flu

or
od

op
a

N
D

N
D

N
D

�
�

�18
F�

FD
G

�
�

�
N

D
G

al
lb

la
dd

er
di

se
as

e
C

ho
le

cy
st

iti
s

C
ho

le
cy

st
iti

s
(c

on
tin

ue
d

on
fo

llo
w

in
g

pa
ge

)

A
bb

re
vi

at
io

ns
:C

gA
,c

hr
om

og
ra

ni
n

A
;C

T,
co

m
pu

te
d

to
m

og
ra

ph
y;

D
A

,d
op

am
in

e;
D

H
P

G
,3

,4
-d

ih
yd

ro
xy

ph
en

yl
gl

yc
ol

;D
O

P
A

,3
,4

-d
ih

yd
ro

xy
ph

en
yl

al
an

in
e;

D
O

P
A

C
,3

,4
-d

ih
yd

ro
xy

ph
en

yl
ac

et
ic

ac
id

;E
P

I,
ep

in
ep

hr
in

e;
E

P
O

,
er

yt
hr

op
oi

et
in

;
FD

G
,

flu
or

od
eo

xy
gl

uc
os

e;
H

ct
,

he
m

at
oc

rit
;

H
gB

,
he

m
og

lo
bi

n;
M

N
,

m
et

an
ep

hr
in

e;
M

N
s,

m
et

an
ep

hr
in

es
(m

et
an

ep
hr

in
e

or
no

rm
et

an
ep

hr
in

e)
;

N
A

,
no

t
av

ai
la

bl
e;

N
D

,
no

t
do

ne
;

N
E

,
no

re
pi

ne
ph

rin
e;

N
IH

,
N

at
io

na
lI

ns
tit

ut
es

of
H

ea
lth

;
N

M
N

,
no

rm
et

an
ep

hr
in

e;
P

E
T,

po
si

tr
on

em
is

si
on

to
m

og
ra

ph
y;

P
G

L,
pa

ra
ga

ng
lio

m
a;

U
D

L,
un

de
r

de
te

ct
io

n
lim

it.
�
R

es
ul

ts
of

pa
tie

nt
1

w
er

e
ob

ta
in

ed
w

hi
le

sh
e

w
as

tr
ea

te
d

by
re

gu
la

r
ph

le
bo

to
m

ie
s.

†P
at

ie
nt

pr
es

en
te

d
w

ith
pi

nk
ch

ee
ks

fr
om

bi
rt

h.
‡R

an
ge

s
in

di
ca

te
no

rm
al

re
fe

re
nc

e
lim

its
of

va
rio

us
bi

oc
he

m
ic

al
te

st
s.

§V
al

ue
s

w
er

e
m

ea
su

re
d

re
tr

os
pe

ct
iv

el
y

at
N

IH
in

20
12

.
�

Le
ve

ls
of

C
gA

co
ul

d
be

bi
as

ed
be

ca
us

e
pa

tie
nt

re
ce

iv
es

pr
ot

on
-p

um
p

in
hi

bi
tin

g
m

ed
ic

at
io

n.
¶

S
om

at
os

ta
tin

le
ve

ls
ar

e
af

te
r

re
se

ct
io

n
of

so
m

at
os

ta
tin

om
a.

Pacak et al

1692 © 2013 by American Society of Clinical Oncology JOURNAL OF CLINICAL ONCOLOGY



Ta
bl

e
1.

D
em

og
ra

ph
ic

s
an

d
La

bo
ra

to
ry

an
d

Im
ag

in
g

Fi
nd

in
gs

of
In

de
x

P
at

ie
nt

s
(c

on
tin

ue
d)

D
em

og
ra

ph
ic

/F
in

di
ng

P
at

ie
nt

3
P

at
ie

nt
4

A
ge

1
Y

ea
r

A
ge

14
Y

ea
rs

A
ge

18
Y

ea
rs

B
ef

or
e

S
ur

ge
ry

at
N

IH
(a

ge
18

ye
ar

s)

A
ft

er
S

ur
ge

ry
at

N
IH

(a
ge

18
ye

ar
s)

B
ef

or
e

S
ec

on
d

S
ur

ge
ry

(a
ge

21
ye

ar
s)

A
ft

er
S

ec
on

d
S

ur
ge

ry
(a

ge
21

ye
ar

s)

R
ec

en
t

Fo
llo

w
-U

p
(a

ge
22

ye
ar

s)

B
ef

or
e

Fi
rs

t
S

ur
ge

ry
(a

ge
17

ye
ar

s)

Ja
nu

ar
y

20
04

(a
ge

17
ye

ar
s)

A
ge

20
Y

ea
rs

A
dm

is
si

on
to

N
IH

(a
ge

20
ye

ar
s)

B
ef

or
e

S
ur

ge
ry

at
N

IH
(a

ge
20

ye
ar

s)

A
ft

er
S

ur
ge

ry
at

N
IH

(a
ge

20
ye

ar
s)

Fo
llo

w
-U

p
O

ut
si

de
of

N
IH

(a
ge

21
ye

ar
s)

R
ec

en
t

Fo
llo

w
-U

p
at

N
IH

(a
ge

25
ye

ar
s)

O
rig

in
A

m
er

ic
an

(w
hi

te
)

C
hi

ne
se

S
ex

Fe
m

al
e

Fe
m

al
e

B
lo

od
co

un
t

an
d

E
P

O
‡

R
B

C
,

pe
r

L
(3

.9
3

to
5.

22
�

10
12

)
8.

64
�

10
12

7.
66

�

10
12

6.
29

�

10
12

7.
85

�

10
12

7.
14

�

10
12

7.
3

�

10
12

6.
92

�

10
12

7.
37

�

10
12

9.
02

�

10
12

10
.2

6
�

10
12

10
.4

8
�

10
12

10
.4

�

10
12

8.
66

�

10
12

9.
68

�

10
12

8.
89

�

10
12

H
ct

,
%

(3
4.

1
to

44
.9

)
63

.2
56

.5
62

.3
59

.3
54

.5
55

.4
55

.3
54

.9
49

.1
56

.9
59

.6
59

.4
49

.8
55

.0
47

.7
H

gB
,

g/
dL

(1
1.

2
to

15
.7

)
20

.3
18

.5
20

18
.8

16
.6

17
.6

17
.0

17
.7

14
.9

17
.2

17
.3

17
.1

14
.8

16
.0

14
.9

W
B

C
,

pe
r

L
(3

.9
8

to
10

.0
4

�
10

9 )
9.

9
�

10
9

10
.6

�

10
9

15
.2

�

10
9

8.
13

�

10
9

5.
86

�

10
9

13
.8

�

10
9

11
.1

7
� 10

9

11
.7

6
�

10
9

8.
37

�

10
9

7.
2

�

10
9

9.
23

�

10
9

8.
92

�

10
9

4.
55

�

10
9

6.
5

�

10
9

8.
95

�

10
9

P
la

te
le

ts
,

pe
r

L
(1

73
to

36
9

�
10

9 )
16

3
�

10
9

29
2

�

10
9

26
7

�

10
9

24
9

�

10
9

22
6

�

10
9

21
1

�

10
9

21
5

�

10
9

18
8

�

10
9

22
0

�

10
9

20
0

�

10
9

16
4

�

10
9

12
0

�

10
9

24
0

�

10
9

19
0

�

10
9

18
4

�

10
9

E
P

O
,

m
IU

/m
L

(3
.7

to
31

.5
)

15
5.

0
(3

.8
to

20
.5

)
86

.2
34

.8
§

23
0.

0
43

.6
32

.0
15

4.
0

90
.2

§
13

6.
0

M
N

s,
ca

te
ch

ol
am

in
es

,
C

gA
,

an
d

so
m

at
os

ta
tin

(p
la

sm
a)

‡
N

M
N

,
pg

/m
L

(1
8

to
11

2)
85

8
26

7
28

27
29

1
32

4
83

22
0

M
N

,
pg

/m
L

(1
2

to
61

)
9

23
�

5
�

5
32

50
�

52
14

N
E

,
pg

/m
L

(8
0

to
49

8)
1,

76
0

33
3

50
6

19
3

28
1

73
8

1,
16

8
20

7
52

6
E

P
I,

pg
/m

L
(4

to
83

)
7

�
11

9
6

�
5

30
23

24
5

D
A

,
pg

/m
L

(3
to

46
)

20
�

12
9

7
5

10
11

9
M

et
ho

xy
ty

ra
m

in
e,

pg
/m

L
(�

14
)

�
10

�
10

C
gA

,
ng

/m
L

(�
22

5)
32

0
15

0
15

5
10

6
90

10
5

27
0

S
om

at
os

ta
tin

,
pg

/m
L

(1
0

to
25

)
50

§
25

40
§

12
C

at
ec

ho
la

m
in

es
in

P
G

L
tis

su
e

D
H

P
G

,
pg

/m
g

U
D

L
U

D
L

N
E

,
pg

/m
g

2,
58

6,
65

5
2,

40
9,

94
8

D
O

P
A

,
pg

/m
g

2,
18

5
5,

16
0

E
P

I,
pg

/m
g

35
,7

15
37

,1
73

D
A

,
pg

/m
g

4,
18

6
11

,9
46

D
O

P
A

C
,

pg
/m

g
U

D
L

U
D

L
Fu

nc
tio

na
li

m
ag

in
g

(P
E

T/
C

T)
18

F-
flu

or
od

op
am

in
e

�
�

N
D

�
�

�
�

18
F-

flu
or

od
op

a
�

�
N

D
�

�
�

�

�18
F�

FD
G

�
�

�
�

G
al

lb
la

dd
er

di
se

as
e

C
ho

le
cy

st
ol

ith
ia

si
s

C
ho

le
cy

st
ol

ith
ia

si
s

Paraganglioma, Somatostatinoma, and Polycythemia

www.jco.org © 2013 by American Society of Clinical Oncology 1693



consistent with somatostatinoma. The latest laboratory findings did not show
increased metanephrines, catecholamines, or EPO level (Table 1).

Patient 4. A 22-year-old woman of Chinese origin presented with ruddy
complexion and red lips at age 4 and was diagnosed with polycythemia at age
5 years. At age 15 years, she experienced exercise-associated nausea. At age 17
years, she presented with malignant hypertension (200/140 mmHg). A CT
scan revealed two paraspinal masses below the left renal hilum. 123I-MIBG
scintigraphy showed four foci in the left paravertebral area. The patient had
elevated urine NE (exact value not available); her blood count is shown in
Table 1. The patient underwent surgery; histopathology confirmed multiple
PGLs. After surgery, urine NE decreased to within normal limits. At age 20
years, the patient underwent a cholecystectomy because of cholecystolithiasis,
and elevated urine NMN and NE were noted. The patient started to experience
recurrent hypertensive episodes, was found to have elevated urine NE and
NMN levels, and was referred to NIH for evaluation (admission findings listed
in Table 1). Anatomic and functional imaging revealed two nodules in the left
para-aortic area and in the right retroperitoneum at the level of the right
kidney and a lesion in the liver, compatible with a hemangioma. The patient
underwent surgical resection of the tumors; histopathology confirmed extra-
adrenal PGLs. At age 21 years, follow-up [18F]FDG PET/CT revealed a hyper-
metabolic nodule near the left adrenal gland. The patient underwent another
surgery to remove two small PGLs in this region. Since the second surgery, she
has required infrequent phlebotomies. On a recent follow-up CT (at age 25
years), two abdominal lesions were found, and possible atypical lesions in the
distal duodenum and near the pancreas could not be excluded. The CT study
of the duodenum was limited because of subdistended bowel. 18F-fluorodopa
PET/CT showed two abnormal areas of uptake in the upper abdomen, a small
focus in the right caval region, and another small focus in the upper outer
quadrant of the left breast. 18F-fluorodopamine PET/CT confirmed the two

small foci in the upper abdomen and revealed two foci in the right caval region.
Laboratory findings show persistently elevated NMN, NE, and EPO levels
(Table 1).

Tissue Analysis

Genetic testing in all the patients revealed HIF2A somatic mutations in the
tumors, clustered adjacent to an oxygen-sensing proline residue (Table 2). These
mutationsreducedHIF2�hydroxylationbyprolylhydroxylaseandbindingtothe
VHL protein, resulting in proteins four- to six-fold more stable than wild-type
HIF2A (Table 2) that could be readily detected in the patients’ tumors (Fig 2A).
Mimicking hypoxic conditions, expression of genes downstream of HIF2A, in-
cluding EPO, VEGFA, GLUT1, and EDN1, was increased in the PGLs and soma-
tostatinomas compared with normal human adrenomedullary tissue (Table 2).
EPO mRNA expression was substantially higher in somatostatinomas and PGLs
with somatic HIF2A mutations than in other PGLs (Fig 2B).

DISCUSSION

The four patients described here developed two distinct NETs—PGL
and duodenal somatostatinoma (histologically confirmed in patients
1 to 3)—associated with polycythemia. PGLs are rare catecholamine-
producing tumors derived from chromaffin cells of the extra-adrenal
paraganglia.13 Those arising from the adrenal medulla are called pheo-
chromocytomas. Approximately one third of these tumors have thus
far been shown to be hereditary, including those associated with VHL,
NF1, RET proto-oncogene, and SDHB/C/D subunit mutations and,
recently, those associated with mutations in SDHA, SDHAF2,

BA C

D

Fig 1. Functional and anatomic imaging. (A) 18F-fluorodopa positron emission tomography (PET)/computed tomography (CT) in patient 2 showing (a) small focus at
base of skull consistent with glomus jugulare tumor, (b) focus at medial edge of liver, (c) aortocaval node at L1/L2 vertebral disc level, (d) another aortocaval focus at
L2/L3 vertebral disc level, (e) left periaortic focus at L4/L5 disc level, and (f) right presacral focus in upper pelvis. (B) 18F-fluorodopamine PET/CT in patient 2 also showed
(a) focus at base of skull, (b) focus at medial edge of liver or in adjacent node, (c) aortocaval node at L1/L2 disc level, (d) another aortocaval focus at L2/L3 vertebral
disc level, (e) left periaortic focus at L3/L4 disc level (not seen on 18F-fluorodopa PET/CT), (f) probable common iliac node at L4/5 disc level, and (g) presacral focus on
right in upper pelvis. (C, D) Early arterial phase of axial CT of abdomen performed with negative enteric contrast in patient 3 showed (a) mass protruding into lumen
in distal second portion of duodenum, near junction with third portion, (b) paraduodenal/parapancreatic node, and (c) another small mass in second portion of duodenum.
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TMEM127, MAX, PHD2/EGLN1, and HIF2�.4,6 Some of these genes
(VHL and SDHB/C/D) are involved in HIF� regulation.

Somatostatinomas, rare NETs of the GI tract, were first described
in the pancreas and duodenum in 1977.14 Somatostatinomas account
for � 1% of NETs of the GI tract,15 with an annual incidence of one
case per 40 million people.16 They are occasionally found in patients
with VHL or MEN type 1 or 2.17

An association of somatostatinoma and PGL has been described
rarely in patients with NF1.18,19 In our patients, a diagnosis of NF1 was
ruled out based on clinical grounds, as was a diagnosis of VHL or MEN
because of the lack of VHL or RET mutation. Although somatostati-
nomas may be asymptomatic, patients can develop a somatostati-
noma syndrome characterized by diabetes mellitus, steatorrhea, and
cholecystolithiasis, as in patients treated with somatostatin analogs.20

Interestingly, all four patients presented with gallbladder disease, un-
common in this age group and most likely resulting from chronic
somatostatin elevation.

Paraganglia and the enteric endocrine system were postulated to
arise from a shared neural crest progenitor.21 Although this hypothesis
seemed to be disproven by subsequent embryologic studies,2,22 differ-
entiation of both enteroendocrine and neural crest cells is regulated in
a similar manner.23 Moreover, there is a close relationship between the
development of neural enteric ganglionic cells and enteroendocrine
cells.24 Thus, at present, although PGL and somatostatinoma seem
to have different origins, they share many common features and
signaling and developmental pathways. In discussing the embryol-
ogy of enteroendocrine cells, Fontaine and Le Douarin22 stated that
the possibility of ectodermal cells contributing to the endoderm
could not be ruled out, because the endoderm is formed by cells
migrating from the upper germ layer through Hensen’s node and
the primitive streak. This could explain the identical somatic mu-
tations in PGLs and somatostatinomas.

The occurrence of PGL with tumor-induced polycythemia has
been reported in only a few patients.25,26 The first co-occurrence of
PGL, duodenal somatostatinoma, and polycythemia was described in
a patient with a clinical diagnosis of VHL.27 In that report, a woman
diagnosed with polycythemia at age 9 was found at age 22 years to have
multiple PGLs, with increased EPO levels. After tumor removal, the
catecholamine, but not the EPO, level normalized. At age 29 years, she
was diagnosed with a retinal hemangioblastoma, suggesting VHL type
2A, although genetic testing was not performed. The patient also had a
duodenal somatostatinoma.

The patients described in our report did not have a family history
of NETs or polycythemia, suggesting either a de novo germline or
somatic tumor mutation. The mutations most likely occurred during
an early developmental stage, because they seem to be distributed in
distinct and distant tumors. Patients 1 and 3 were included in our
recent report describing gain-of-function (secondary to a gain in sta-
bility) HIF2� tumor mutations as a novel mechanism linking PGL
and polycythemia, with or without somatostatinomas.6 Subsequently,
the other two patients’ tumors were identified to have HIF2� muta-
tions. In patient 3, multiple PGLs and multiple somatostatinomas
were found; in patient 4, multiple PGLs and elevated plasma soma-
tostatin levels were found, but histopathologic confirmation of soma-
tostatinoma was not performed, because the patient refused an upper
GI endoscopy. Recently, the somatostatin level in patient 4 normal-
ized, possibly as a result of treatment with a nonselective combined �-
and �-adrenergic antagonist (ie, labetalol), which has been shown to
inhibit the release of somatostatin and other neurohormones.28,29

Furthermore, in some patients, especially those with duodenal soma-
tostatinomas, somatostatin levels may fluctuate, becoming normal or
only marginally elevated.30 In this patient, release of somatostatin
from PGLs was ruled out by tumor immunostaining. The normaliza-
tion of metanephrine and catecholamine levels in patient 2 most

Table 2. Somatic Mutations, HIF2� Transcriptional Activity, Stability, Binding Efficacy, and HIF2� Downstream Gene Expression in Tumor Tissue of Index Patients

Characteristic

Patient 1 Patient 2 Patient 3 Patient 4

PGL Somatostatinoma PGL Somatostatinoma PGL Somatostatinoma PGL

Somatic mutation in HIF2A c.1588G�A p.A530T c.1595A�G p.Y532C c.1589C�T p.A530V c.1586T�C p.L529P
Protein half-life compared with

wild-type protein, minutes
(wild type, 14.4)�

57.6 40.1 79.8 40.2

Affinity to VHL protein† Decreased Decreased Decreased Decreased
Pro531 hydroxylation‡ Decreased Decreased Decreased Decreased
Transcription activity§ Intact binding efficiency to HRE

domain in genomic DNA
Intact binding efficiency to HRE

domain in genomic DNA
Intact binding efficiency to HRE

domain in genomic DNA
Intact binding efficiency to HRE

domain in genomic DNA
Somatic mutation in HIF2A

downstream gene
expression in tumor tissue,
mRNA�

EPO Increased Increased Increased Increased Increased Increased
VEGF Increased Increased Increased Increased Increased Increased
EDN1 Increased Increased Increased Increased Increased Increased
GLUT1 Increased Increased Increased Increased Increased Increased

Abbreviations: DMT1, divalent metal transporter 1; EDN1, endothelin 1; EPO, erythropoietin; GLUT1, glucose transporter 1; HIF2�, hypoxia-inducible factor 2�;
HRE, hypoxia-responsive element; MALDI-TOF, matrix-assisted laser desorption/ionization time-of-flight mass spectrometer; PGL, paraganglioma; VEGF, vascular
endothelial growth factor; VHL, von Hippel–Lindau.

�Protein half-life was calculated by cycloheximide assay.9,10

†Affinity to VHL protein was measured by immunoprecipitation and peptide binding assay.6

‡Pro531 hydroxylation was determined by measuring peptide mass through MALDI-TOF.11

§Transcription activity of HIF2� was determined by its affinity to HRE in DMT1 gene promoter via chromatin immunoprecipitation assay.12

�Hypoxia-related gene expression was measured by quantitative polymerase chain reaction.11
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probably reflects her reduced tumor burden after the second surgery
and 131I-MIBG treatment.31

All of the gain-of-function HIF2� mutations described in our
patients resulted in HIF2� stabilization, by affecting the hydroxylation
of proline 531 and in turn the binding of VHL (Table 2). Prolyl
hydroxylation of HIF� is a crucial step for its recognition by the VHL
protein and its subsequent proteasomal degradation.32 Thus, disrup-
tion of prolyl hydroxylation results in reduced HIF2� degradation but
intact transcriptional activity, leading to the activation of downstream
hypoxia-related genes. HIF2� is a physiologic regulator of EPO tran-

scription; its overexpression is associated with increased EPO produc-
tion.33 The clinical presentations of these patients are consistent with
dysregulation of HIF2� signaling. First, the PGLs were found to have a
typical noradrenergic biochemical phenotype, reflecting the involve-
ment of HIF2� in NE biosynthesis in sympathoadrenal cells.34,35 Sec-
ond, the presence of increased tumor mRNA for EPO, GLUT1, EDN1,
and VEGFA and strong positive immunohistochemical staining,
indicative of high HIF2� expression in the tumors (Fig 2), suggest that
the clinical phenotypes, including increased erythropoiesis (develop-
ment of polycythemia), glucose uptake (positive [18F]FDG PET), and
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Fig 2. Tumor tissue immunostaining for
hypoxia-inducible factor 2 alpha (HIF2�)
expression and EPO mRNA expression in
tumor tissue obtained from patients. (A)
Immunohistochemical staining for HIFs in
tumor sections (top row, paraganglioma
[PGL]; bottom row, somatostinoma) ob-
tained from patient 1, showing nuclear
staining (black arrows) for HIF2� (right
column) in contrast to HIF1� (left column;
scale, 100 mm; magnification, 80�). (B)
Comparison of EPO mRNA expression
assessed by quantitative polymerase
chain reaction in PGLs (indicated by P)
obtained from patients 1 and 4 and in
somatostatinoma obtained from patient 1
(indicated by S) with expression in PGLs
from patients with germline SDHB,
SDHD, MAX, and RET mutations, patients
with multiple endocrine neoplasia type 1
(MEN1), and patients with normal adrenal
medulla (NAM). Bars indicate SE.
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increased angiogenesis, may derive from a common denominator of
HIF2� upregulation.

HIF2� is considered the key regulator of erythropoiesis. This
association has recently been demonstrated in four patients with acti-
vating germline HIF2A mutations who developed polycythemia at a
young age.36 Although none of these patients had NETs or other
malignancies, hypoxia-dependent or -independent HIF stabilization
occurs in many tumors and is proposed to promote proliferation,
survival, invasion, and metastasis.33,37,38 HIF2� stabilization as a result
of PHD2 and VHL mutations has also been associated with PGL-
related EPO production.39,40 However, none of our patients were
found to have somatic PHD2 mutations in their tumors.

Figure 3 summarizes the current view of the pathogenesis of
various inherited PGLs, which all result in HIF2� stabilization with or
without concurrent polycythemia and somatostatinoma. In contrast
to all other currently known hereditary PGLs, however, this new

syndrome is caused by somatic gain-of-function HIF2A mutations. In
our patients, the association between HIF2� and EPO production is
supported by the decreased EPO levels after removal of the PGLs,
except in patient 2, whose EPO level may have remained elevated
because of chronic anemia after her Whipple resection, although other
sources and mechanisms of EPO production may also have been
involved.43 It would be of interest to investigate whether other tumors,
particularly other neuroendocrine tumors, including gastroentero-
pancreatic ones, have somatic gain-of-function HIF2A mutations.
Further study is needed to elucidate how this mutation precisely con-
tributes to tumorigenesis and to determine whether some patients
with polycythemia should be screened for the presence of NETs or,
conversely, whether patients with multiple seemingly sporadic PGLs
with or without polycythemia should be screened for the presence of
somatostatinomas. Whether this syndrome exists only in women is
also unclear at the present time.
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