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Clinicopathological Conference

An old male with dyspnea, edema of face and enlargement

of multiple lymphnodes of neck
(The 20th case)
Department of Cardiology, First Hospital of Peking University

Case presentation

A 74-year-old male was admitted to the hospi-
tal for edema of face for 1 week and dyspnea for 5
days.

One week before the admission, the patient
developed edema of face and eyelids. Five days
ago, he felt shortness of breath when lying down.
In the following 2 days, he could not go to sleep.
He was free from cough or expectoration, neither
was chest distress . Since the onset of the disease,
the patient was in low spirits, but with normal ap-
petite and no fever and night sweat . He lost 3 kil-
ograms in the last half year,

Past history: He reported a history of hyper-
algia of left upper limb and lower limbs for 3
months, and a history of hypertension for 30
years, with peak blood pressure being 210/110
mmHg. Perindopril 4 mg qd was administrated for
blood pressure control, He was diagnosed to have
diabetes mellitus more than 10 years ago and took
metformin 850 mg qd. He also suffered from cere-
bral lacunar infarction more than 10 years ago.
Lumbar vertebral canal stenosis was diagnosed for
2 years. He smoked half box of cigarettes per day
for 50 years. Exposure to radiation or toxicants
was denied. No positive family history was found.

Physical examination: BP 150/65mmHg, P 94

bpm. Conscious but down in spirits, No pallor,
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slight cyanosis on lips. Non-pitting edema was
found on his face, neck and upper limbs. Slight
jugular vein distention as well as varicosity on
chest wall were noticed. No mass in the thyroids.
Several lymph nodes were palpable on the right
side of the neck and the supraclavicular area, hard
in character, about 1. 5cmX0. 5cm in size, without
pain, Trachea was at central position. No chest
deformity. Breath sounds were vesicular, harsh,
with no dry or moist rales, neither pleural friction
sound. Heart size was normal. Heart rate was reg-
ular, 94 bpm and no murmurs were heard. Periph-
eral blood vessels were normal. The abdomen was
soft, without tenderness, rebound tenderness, or
palpable masses. Shifting dullness negative. There
was no edema on both lower extremities

Primary diagnosis: (1) enlargement of cervi-
cal lymphnodes; superior vena cava syndrome; (2)
hypertention, grade 3, very high risk; (3)obstruc-
tive sleep apnea-hyponea syndrome; (4)old cere-
bral infarction; (5) diabetes mellitus,type 2 .

During the first one or two days after admis-
sion, some auxiliary tests were arranged for the
patient, such as blood routine, urine and stool rou-
tine, biochemical examinations (including serum
lipids, electrolytes, myocardial enzymes), blood
sedimentation rate, blood coagulation function,
blood gas analysis, blood markers of tumor, func-
tion of thyroid gland, HbAlc. All the above tests
revealed no significant abnormalities. Both electro-
cardiogram and echocardiogram were normal. The

abdominal ultrasonography was normal. Chest X
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ray showed that the upper mediastinum on the
right side was widened, and its border showed lob-
ulated shape and extended to lung field. Trachea
below the level of T2 vertebral body was com-
pressed and shifted to the left. The right dia-
phragm was uplifted. Ultrasonic imaging showed
multiple enlarged lymphodes at both sides of the
neck and subclavian area, and solid space-occup-
ying lesion in the right upper mediastinum. No ob-
vious abnormality was found in thyroid. Chest CT
found multiple enlarged lymphnodes in the medias-
tinum. Lung cancer (mediastinum type) was con-
sidered. Superior vena cava was compressed by
metastasis. Lymphoma could not be excluded. The
result of bone marrow puncture examination was

normal.

Clinical discussion

Dr Liu ; The clinical characteristics of this case
were as follows : (1) An old male patient suffered
from the disease in a short time and the progress
was fast. (2) He has history of hypertension, old
cerebral infarction, diabetes mellitus and obstruc-
tive sleep apnea-hypopnea syndrome, but we
didn’t get his definite history of heart diseases. or
pulmonary diseases. He smoked for a long time
and lost 10 kg in body weight in the last 3 years.
(3) At the moment, non-pitting edema of the face,
neck and upper linbs, as well as increasing short-
ness of breath were the main symptoms. Varicosity
on the chest wall and slight distention of bilateral
jugular veins were noticed. Meanwhile, painless
hard enlarged lymph nodes of about 1, 5cm X 0. 5em
in size were palpable on the right side of neck and
supraclavicular area; but no abnormal signs of
heart, lung and abdomen were found. (4) The
auxiliary examination showed multiple painless en-
larged lymphnodes in both sides of the neck, wid-
ened mediastinum and space-occupying lesion in the
right upper mediastinum. Tests for other organs’
function, didn’t find obvious abnormality.

Dr Su :Superior vena cava syndrome(SVCS),
caused by space-occupying lesion in right upper

mediastinum was the most pronounced clinical

manifestation in this case. SVCS is caused by com-
plete or incomplete obstruction of superior vena ca-
va because of various diseases. Its diagnosis mainly
depends on the following typical manifestations;
edema of face,neck and upper limbs; jugular vein
engorgement; varicosity at chest wall or abdominal
wall, accompanied by dyspnea, cough and chest
pain. Chest X ray and CT examination can confirm
the diagnosis. Tumors account for 97% of the cau-
ses of SVCS, while non-tumor diseases account for
only 3%. Lung cancer and lymphoma are the most
common causes of SVCS, In this case, we should
take following diseases into account for differential
diagnosis: (1) Lymphoma: the most common clini-
cal presentation of lymphoma in adults is painless
enlargement of lymph nodes, just like this patient,
so lymphoma is highly suspected and we should
perform lymph node biopsy as soon as possible,
(2) Lung cancer; this patient have some risk fac-
tors for lung cancer, such as the old age, the male
gender, and a long history of smoking. The medi-
astinum type of lung cancer in the upper right lobe
is likely to invade superior vena cava. Cancer em-
bolus might also be formed in superior vena cava.
Lymphogenous metastasis of small cell lung cancer
and adenocarcinoma to mediastinum will cause
SVCS too. Therefove lung cancer can not be exclu-
ded in this case. (3) Other metastatic tumors:
there were multiple painless enlarged lymph nodes
in neck and mediastinum of the patient, so metas-
tetic tumor should be cousidered, but there was no
definite evidence of primary tumors from the re-
sults of various examinations of thoracic cavity and
abdominal cavity, so this possibility is low.

Dr Zhao: 1 agree with Dr Su’s consideration
for the diagnosis, but we have to wait for several
days until we get the result of lymph node biopsy.
In the meantime, the patient’s condition aggrava-
ted fast, especially compression of superior vena
SVCS is
divided into two types according to whether ob-

There

will be severe high pressure in internal jugular

cava, esophagus and phrenic nerve.

struction of brachiocephalic vein occurs .

veins if the brachiocephalic vein is blocked. In-
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tracranial hypertension and cerebral edema are also
common, which might cause death; so the obstruc-
tion should be relieved as soon as possible through
chemotherapy or interventional treatment and nec-
essary supportive treatment,

Dr Zhang ;: The space-occupying lesion in me-
diastinum of this old patient is growing rapidly,
accompanied by enlargement of cervical and subax-
illary multiple lymph nodes, dyspnea, symptoms
of superior vena cava obstruction. Tumor is highly
suspected, especially lymphoma. The patient’ s
condition worsened rapidly, therefore the therapy
might be delayed if we wait for the result of lymph
node biopsy. It is necessary to consult with hema-
tologists and to carry out chemotherapy as soon as
possible.

Dr Ma: Lymphoma is highly suspected. The
makn characteristics of malignant lymphoma in se-
nile patients are as follows; NHL is the most com-
mon type of lymphoma. Its progress is rapid and it
is highly malignant. It is usually accompanied by
many complications, and is more likely to be mis-
diagnosed. It was reported that NHL, especially
diffused large B cell type, was the main type of
lymphoma that caused SVCS. SVCS is tumor
emergency and the aim of treatment is shrinking
the tumor, relieving obstruction and restoring nor-
mal blood flow. For the sake of the severe condition
of this old patient, chemotherapy should be given
as soon as possible for relieving compression symp-
tom and controlling the progress of patient’s con-
dition, Following therapy is recommended: (1)
Losec 40 mg iv qd to prevent stress ulcer and hem-
orrhage of the digestive tract. (2) Chemotherapy
with CHOP regimen; vindesine sulfate 4 mg iv d1;
CTX 800mg iv d1; epirubicin 70 mg iv d1; methyl-
prednisolone 120 mg iv qd d1-5. (3)5% sodium bi-
carbonate 250ml ivgtt to alkalize the urine and pre-
vent acute tumor lysis syndrome. (4) Make sure
that the patient excretes enough urine. Diuretic

treatment is given if necessary. (5) Penicillin to

prevent infection. CD 20 monocolonal antibody
Mabthera should be used if B cell lymphoma is
proved by immunohistochemical method. If it is a
T cell lymphoma, we should consider changing to
another therapeutic regimen after evaluation of the

therapeutic effects.
Clinical prognosis

After stent implantation in superior vena cava
and the first chemotherapy with CHOP, the pa-
tient’s symptoms were improved to a certain de-
gree.

Five days after admission, lymph node biopsy
confirmed the diagnosis; non-Hodgkin lymphoma
(diffuse large B cell type). Immunohistochemistry
showed : CD204 4+ +,CD79a+, bel-6-,CD10-,
CD3-,CD45R0O-,

Final diagnosis: (1) Non-Hodgkin lymphoma
(diffuse large B cell type) , immunohistochemistry
: CD20+4+++; (2) Superior vena cava obstruc-
tion syndrome; (3) Hypertension, grade 3, very
high risk; (4) Obstructive sleep apnea-hyponea
syndrome; (5) Old cerebral infarction; (6) Diabe-
tes mellitus (type 2).

Further treatment: (1) chemotherapy as
CHOP + Mabthera with the interval of two
weeks: vindesine sulfate 4 mg iv d1; CTX 1000mg
iv d1; epirubicin 90 mg iv d1; methylprednisolone
100 mg iv qd d1-5 and Mabthera 600mg iv one day
before beginning of chemotherapy. (2) Supportive
treatment and heteropathy. (3) Control of blood
glucose and blood pressure, protection of the
heart.

After receiving chemotherapy for 6 cycles, the
patient’ s symptoms such as edema and shortness
of breath were alleviated to a great extent. Reex-
amination with chest CT revealed mediastinum and
trachea were in the middle of the thoracic cavity,
and enlarged lymph node was not found in medias-

tinum,
(Translators; Da Wa Ci Ren, Liu Lin)
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