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Clinicopathological Conference

A 77 year old man with pleural effusion and dyspnea after

complete response of non-Hodgkin's lymphoma
(The twelfth case)
Case presentation

Geriatric Department of Hematology, Chinese PLA General Hospital

The patient, male, 77 years old, was diagnosed to
have non-Hodgkin's lymphoma(NHL) for 2 years and got
chest distress and cough 5 days prior to the admission. In
2003, the patient was found to have left epididymis
tubercle and left inguinal lump, accompanied with gross
hematuria. After biopsy examination, NHL of diffuse large
B-cell type, stage IV and CD20( + ), was diagnosed. He
accepted 8 courses of chemotherapy with CHOP and
Mabtherapy treatment from 2003. After 2 cycles of
therapy, the mass was deflated and gross hematuria
disappeared, then he attained complete remission at last.
He completed the last chemotherapy on June 11, 2004.
From September 27, 2004, the patient developed chest
distress, cough, a little and ropy sputum without fever,
chest pain, night sweat, abdominal pain, diarthea,
urgency of urination, and odynuria. Two days later, low-
grade fever appeared and the highest temperature was
37.3°C. From October 2, he began to have short breath on
exertion, aggravation of cough and expectoration. The
sputum increased in volume and was blood tinged. His past
medical history included diabetes, laryngocarcinoma
(postoperarion) , prostate hypertrophy, etc.

The physical examination showed acute sick
complexion. His temperature was 35.4°C. He was
tachypneic, with a respiratory rate of 30 breaths per minute,
but the pulse and blood pressure were normal. An enlarged
lymph node as a soybean without tenderness was found in left
iliac fossa. The breath sound diminished in the left middle

and lower lung field and no rale was heard.

The laboratory examination showed that the white blood
cell count was 10.3 x 10°/L, hemoglobin 114 g/L, platelet
270 x 10°/1., and neutrophile granulocyte 82% . FSR was 52
mm first hour. Blood biochemistry showed that only albumin
was decreased and the others were nearly nommal. X-ray
examination showed left pulmonary atelectasis.

After considering the symptoms, signs and laboratory
examinations, the diagnosis of atelectasis was made. The
cause of left pulmonary atelectasis was unclear, was it
such as NHL? After
admission, anti-infection and supporting treatments such as

pneumonia or other disease,

antibiotics ( sodium piperacillin, sodium cefoperazone
tazobactam), expectorants, immunoglobulin and albumin
were given. But the symptoms such as chest distress and
dyspnea were aggravated progressively and temperature was
increasing, with the highest being 38.4°C. The patient
was obviously tachypneic, with the highest respiratory rate
attaining 39 per minute. The other signs didn’t change
obviously. On October 5, ultrasound examination showed
left pleural effusion and left pulmonary atelectasis. The
symptoms still couldn’t be relieved though thoracentesis
and closed drainage were performed. Examination of
pleural effusion showed that the red blood cell count was
362 x 10°/L, white cells 4 x 10°/L , protein 31.9 g/L,
sugar 6. 61 mmol/L and chloride 116.3 mmol/L. Tumor
cell was not found in pleural fluid by repeated examination

and tuberculosis test was negative.

The first clinical discussion
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Doctor A ( Respiratory Department ): The clinical
characteristics of this patient were advanced age, male,

past history of NHL and laryngeal carcinoma. The patient
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now suffered from chest compression and shortness of
breath with mild cough and a little sputum. We didn't
find the obvious precipitating factor. We found the
atelectasis in X-ray film (Fig 1a) and saw moderate
volume of pleural effusion in left pleural cavity by
ultrasonic examination. [ believe that the compression by
the fluid caused the atelectasis. The patient did not
respond to antibiotics and supporting treatment. The
pleural effusion was drained away more than 1500 ml
everyday, but the symptoms were not relieved. According
to all clinical characteristics, we can confirm the
diagnosis of atelectasis and pleural effusion in the left
side. Because of the high levels of body temprature and
white blood cell count, the infection certainly exists.
From the present examinations, it's hard to judge the
nature of the pleural effusion, but according to the
unfavorable response to the antibiotics, we should
consider other pathogenesis. Although we didn’t find the
tumour cell in pleural effusion, yet for the NHL history,
the possibility that there is infiltration of the lymphoma in
pleura should be highly suspected. Now, in addition to
active anti-infection treatment and continuing drainage,
we ought to make particular examinations for the NHL.

Cardiologist A : The patient is an old man. His ECG
showed flat T wave and ischemic myocardium. At
present, the main problems are high heart rate and short
breath, both of them can cause arthythmia. The changes
of heart function should be the secondary changes.
Because of the unknown pathogenesis, we may give him
the Chinese traditional medicine “ Xinkangpian” to
improve the blood supply of the myocardium. Our urgent
affair is to discover the pathogenesis and give him
pertinent treatment.

Hematologist A: The patient has the history of NHL
which was of highly malignant type and at stage VB, so

the prognosis should be the worst. Judged from the
characteristics of the pleural effusion (slightly turbid with
high protein content), the fluid is most likely to be the
extravasate of blood. The low amount of cells in the
pleural effusion may be related to the experimental
method. We should exam the 24-hour effusion and choose
the sediment in the lower layer. The difference of
laboratorial technique may greatly influence the result.
The result of protein examination was relatively more
reliable. However, we can find some facts which don’t
support the infiltration of the lymphoma in pleura: (D The
usual infiltration of the lymphoma in serous membrane
cavity is symmetrical, hardly can we find the infiltration
in single cavity; @ Although the patient completed his
last chemotherapy three months ago, we examined him in
detail three weeks ago and didn’t find the evidence of
relapse. He was in complete response at that time; &In
the physical exam, we didn't find tumid superficial lymph
nodes or mediastinal lymph nodes. Because the clinical
treatment for NHL and tuberculous pleurisy is poles apart,
in order to avoid the aggravation of the illness, it is better
not to give any special treatment for NHL. We should do
TB test and PPD test again and exam the pleural effusion
everyday. At the same time, we should choose some more
potent antibiotics for treatment of infection. After we find
out the cause, we can give him effective etiological
treatment .

Doctor A ( Digestive department): Now, the patient
is in critical ill: the amount of pleural effusion grows
rapidly, the body temperature rises and the white blood
cell count increases too. According to the negative result
of TB test, basically we can exclude the diagnosis of TB.
In order to give this patient better treatment, we advice to
transfer him to hematological department.

Second clinical discussion

The patient was transferred to hematological
department for further treatment on October 9, 2004.
After that, dyspnea and high heart rate were not eased yet
though most of his pleural effusion in left thoracic cavity
had disappeared. On October 17, the patient got type-2

respiratory failure and had to receive endotracheal
intubation through nasal cavity for mechanical respiration
in order to save the life. Then the respiratory failure was
eased, but the respiratory rate was still high (30-40/
min) . Pleural effusion test, blood examination, X-ray of
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chest at bed and cardiogram were performed regularly.

Cardiologist B: The patient is clear-headed without
any enlarged lymph node. The breath sounds are
decreased in the lower posterior lung fields with dry rales
audible in the upper lung fields. His heart rate is 91 to
100 beats per minute. All these may be the compensation
of heart for a long period of anoxemia. I suggest that he
needs a much potent anti-infection treatment and an ulira-
sound examination of heart in order to find if there is
pericardial effusion and to define its quantity. If there is
plenty pleural effusion in right thoracic cavity, puncture
should be performed to release the fluid, large quantity of
albumin should be infused (about 10 to 20 g per day),
and diuretic should be given after albumin infusion and
quantity of water intake should be limited to within 2500
ml per day.

Doctor B ( Respiratory Department ): The pleural
effusion of the patient decreased obviously and the high
respiratory rate seems to be not correlated with pleural
effusion. According to the chest radiography (Fig 1 b),
there is a dark nodule with sharp edge arising from porta
pulmonis in left upper lung field.
examination should be used to find if there are blocks in
small bronchi, then a biopsy should be performed to
determine the pathological nature of the block.

Bronchoscopic

Bronchoscopic results showed that there were three
bronchi aligning side by side and all of them were blocked
almost completely by dark yellow substance, which were
something like sputum and not the continuum of the
bronchial wall. The branches of them were blocked by
about 70% . The dark yellow substance was taken and
pathological ~department for further
examination. Then 0.9% NaCl solution was used to wash
the blocked bronchi and all three bronchi were nearly
opened completely 3 weeks later. According to the chest
radiography ( Fig 1c), the left nodular shadow almost
disappeared completely, while the pleural effusion in right

sent to the

thoracic cavity appeared and this may be caused by the
low albumin level of blood. At this time, high respiratory
rate and heart rate were eased. Supportive care and anti-
infection treatment should be maintained , then there may
be a chance for the termination of artificial respiration.
All in all, the present condition should be diagnosed as
atelectasis due to sputum block, pneumonia with
secondary pleural effusion.

Pathologist : The sample surface is dark yellow and
the cross section is dark white. Iis size is 0.1 emx 0.2
em. It is tough and do not has any tissue structure. There
is only small quantity of epithelium in fibrinoid

substance. It is considered as a sputum crust.

Diagnoses
secondary pleural effusion.

Atelectasis due to sputum block, pneumonia with

Fig 1. Changes of chest radiography before and after bronchial wash
a. Large amount of pleural effusion in left thoracic cavity; b. There is an irregular shaped node in
the middle of left lung field after pleural drainage; c. The node in left thorax disappeared after

bronchial wash and anti-infection treatment.

(Translator: LU Xuechun, FAN Hui, ZHU Hongli, et al)
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