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Successfully Treated Massive
Pulmonary Thromboembolism and
Thrombus in the Right Atrium Due
to Diffuse Malignant Lymphoma:
A Case Report
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A 40-year-old man presented with massive pulmonary embolism related to diffuse large B cell lym-
phoma. His hemodynamic state worsened rapidly to shock after sudden onset of dyspnea.
Echocardiography and thoracic computed tomography indicated pulmonary thromboembolism due to deep
venous thromboembolism, associated with a mass in the anterior mediastinum and a5x 8cm mass in the
left pelvis compressing the left femoral vein. He underwent emergent surgery to remove a huge thrombus
from the right atrium through the bilateral pulmonary arteries. Soon after this surgery, his hemodynamic
state recovered and excision of the left cervical lymph node revealed diffuse large B cell lymphoma.
Venous compression by the lymphoma mass had caused hemostasis and thrombus formation in the present

case.
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INTRODUCTION

Cancer is a well-recognized risk factor for
venous thromboembolism which may lead to alife-
threatening pulmonary thromboembolism. We
treated a patient with acute massive pulmonary
thromboembolism related to malignant lymphoma.
A huge thrombus from the superior vena cava had
passed through the pulmonary arteries, which dev-
astated his hemodynamic state. We evaluated his
state quickly and successfully performed surgical
removal of the thrombi, followed by appropriate
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chemotherapy for the malignant lymphoma. After
the surgery, a huge thrombus appeared in the left
femoral vein to the inferior vena cava because of
venous obstruction compressed by the lymphoma
mass although we had continued adequate antico-
agulation therapy. A venacaval filter was placed in
the inferior vena cava.

CASE REPORT

A 40-year-old man was admitted to our hospital
because of sudden onset of severe dyspnea. He had
been well until he noted easy fatigue and appetite
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Fig. 1 Transthoracic two-dimensional echocardiograms from apical four-chamber viewd aland

parasternal short-axis viewl blfbn admission

Mohbile string-like mass in the dilated right atrium prolapsed into the right ventricle during the diastolic
phase. Theright ventricle showed moderate dilation and diffuse hypokinesis. Left ventricular size and func-

tion were normal except for septal compression.

RV O right ventricle; LV O left ventricle; RA O right atrium; Aol aorta.

loss with gradual weight loss 1 year before admis-
sion. Four weeks before admission, he had spiking
fever above 38°C for several days. He consulted a
nearby hospital 1 week before admission. Chest
radiography showed no abnormalities except for a
mass in the left upper anterior mediastinum. On day
2, he collapsed just after sudden onset of severe
dyspnea during walking. Tachypnea and hypox-
emia were refractory to oxygen administration. He
was transferred to our hospital for advanced treat-
ment for acute pulmonary thromboembolism.

The patient was a barber and had no exposure to
occupationa diseases. He had smoked one pack of
cigarettes daily for 20 years and had drunk a cohol
occasionally. On admission, blood pressure was
90/64mmHg, body temperature was 38.8°C, pulse
was regular and 132/min, and respiration rate was
35/min. Physical examination showed no crackles
in the lungs, no murmurs in the heart sound, flat
and soft abdomen without tenderness, no
hepatosplenomegaly, and no costovertebral tender-
ness. An elastic soft lymph node with a diameter of
3cm was palpablein the left supraclavicular region.
The arms and legs were intact except for mild
edemain the left leg.

The count of white blood cells and the level of
CRP were elevated to 11,000 and 3.1 mg/dI, respec-
tively. GOT, GPT and LDH levels were 276, 308,
and 1,2621U/1, respectively. The protein S and pro-

tein C activities were in the normal rangel 97%l ref-
erence range: 650 135[] 69%l reference range:
550 14007 respectively[l The titer of anticardiolipin
antibody was not significantly elevated.
Transthoracic echocardiographil Fig. 1Cdisclosed a
mobile string-like mass in the dilated right atrium,
prolapsing into the right ventricle during the dias-
tolic phase. There were no thrombus or tumor
images in the inferior venae cava. The right ventri-
cle showed moderate dilation and diffuse hypokine-
sis. Doppler imaging showed mild tricuspid regur-
gitation with pressure gradient of 30mmHg
between the right ventricle and right atrium. Left
ventricular size and function were normadll gjection
fraction of 62%[except for septal compression.
Chest computed tomography] CTOwith contrast
medium revealed a large thrombus in the main pul-
monary arteryl Fig. 20 alto bilateral pulmonary
arteries, and a mass with a diameter of 5¢cm in the
anterior mediastinurl Fig. 20 b0 Abdominal CT
with contrast medium showed a large mass with a
size of 5x 8cmin the left side of the pelvis, which
compressed the left femoral veinl Fig. 301
Oxygefl 15l/minCivas administered and bolus
heparinl 3,000UWas given intravenously followed
by continuous heparin drip infusion
0 20,000U/day] In spite of the intensive medical
treatment including catecholamine, his hemody-
namic state aggravated into the shock state 4 hr
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Fig. 2 Chest computed tomography scans with contrast
medium on admission showing large thrombus
in the main pulmonary artery to bilateral pul-
monary arteriesl al] and a lymphoma mass in
the anterior mediastinum and a thrombusin the
superior vena caval bl

after admission. He underwent emergent surgery 5
hr after admission. Thrombectomy was performed
from the right atrium and bilateral pulmonary arter-
ies. A fibrotic thrombus string with a length of 70
8cm from the right atrium and two pieces of throm-
bus from the bilateral pulmonary arteries were
removed. Microscopical examination revealed no
neoplastic cells in the thrombus. Immediately after
the surgery, his hemodynamic condition recovered.
Pulmonary angiography 3 days after the surgery
showed small defects in the left lower pulmonary
arteries. On the following day, a Greenfield
venacaval filter was placed in the inferior vena cava
because CT showed appearance of thrombus in the
left femoral vein to inferior vena cava in spite of
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Fig. 3 Abdominal computed tomography scan with
contrast medium on admission showing a large
masswith asize of 5x 8cm in the left side of the
pelvis, which compressed the left femoral vein,
but no intravenous thrombus was found

adequate anticoagulation therapy by warfarin.
Excision of the left cervical lymph node revealed
diffuse large B cell lymphoma. Chemotherapy with
cyclophosphamide, doxorubicin, vincristine and
prednisone resulted in reduction of lymphoma size.
The patient was discharged on foot on the 90th day.
He had no recurrence of venous thrombosis for the
next 6 months.

DISCUSSION

The present case involved a successfully treated
massive pulmonary embolism, thrombus in the
right atrium, and recurrence of venous thrombosis
in the femoral vein related to diffuse large B cell
lymphoma. CT and echocardiography showed mas-
sive thrombus in the main pulmonary artery and
moving thrombus in the right atrium. Percutaneous
thrombolytic therapy or thrombus-aspiration may
worsen the situation by peeling the thrombus off
from the right atrium. Right ventricular dysfunction
by echocardiography indicates poor prognosis in
patients with pulmonary thromboembolism.*” In
this patient, the pressure of right atrium was expect-
ed to be 20mmHg or higher, because of the uncol-
lapsed inferior venae cava with a diameter of
22mm.?” In fact, his hemodynamic state worsened
quickly after admission. Emergent operation was
essential to rescue the patient.

Venous thromboembolism is not a rare complica-
tion of malignant diseases. About 10% of patients
presenting with idiopathic venous thromboem-
bolism subsequently have diagnoses of cancer over
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50 10 years, and the diagnosisis established within
1 year of presenting of venous thromboembolism
in0 75% of the cases.*” ® Among hematological
malignancies, about 10% of patients with
Hodgkin’s lymphoma®™ or non-Hodgkin’s lym-
phoma®” develop venous thromboembolism. In our
case, the mass of the lymphoma grew in the medi-
astinum and pelvis, and compressed the superior
vena cava and the left femoral vein. The thrombus
in the superior vena cava reached the right atrium.
Thrombus also appeared in the left femoral vein in
spite of adequate anticoagulation therapy.

Pathological mechanisms for venous throm-
boembolism related to lymphoma include hyperco-
agulability due to tumor activating of clotting, ves-
sel wall injury, and venous stasis due to mechanical
compression by mass. Venous stasis caused by
venous obstruction predisposes to venous throm-
boembolism by preventing dilution and clearance
of activated coagulation factors. Among 593
patients with non-Hodgkin’s lymphoma, the inci-
dence of venous thromboembolism was 6.6%.'"
Compression of veins by tumor and hypercoagula-
bility may lead to venous thromboembolism.*™"

In our case, he noted transient left leg swelling

oooboogon

References

10 Torbicki A, Galie N, Covezzoli A, Ross E, De Rosa M,
Goldhaber Sz, for the ICOPER Study Group: Right heart
thrombi in pulmonary embolism: Results from the
International Cooperative Pulmonary Embolism Registry. J
Am Coll Cardiol 2003; 41: 22450 2251

20 Kircher BJ, Himelman RB, Schiller NB: Noninvasive esti-
mation of right atrial pressure from the inspiratory collapse

goooo

goboobbbtoogoouooobbbouoooogaad
gooobgoboio
0 oboboboooooboboon
gbobooobooboboobooobobg
ooo0ooO0o0ooooOobOOooboOooD0obOoooobOooboOooOOooooooDono4000n
gobooobooooboooobooooboooooooooo0dsembO0OnooOnsx 8emdd
gobooooooooobooobodooboooooooooooooooooboooooonod

uoboooooooooboobobooobooooooocOoOoobOoOooobOoOouoboOooooonoag
uoboooooooooboooboooooooad

J Cardiol 2006 Sep; 48/ 301 1590 163

with pain 6 months before admission, which may
have been caused by vessel compression by the
mass in the left pelvis. Hemostasis by bulky tumor
was a strong factor for venous thrombosis.
Activities of protein S and protein C, and anticardi-
olipin antibody level were within normal values in
this patient. One case of massive pulmonary
embolism caused hyperviscosity due to hypergam-
magl obulinemia with multiple myeloma.*"

In general, patients with cancer who develop
venous thromboembolism have poor prognosis.*?”
Patients with cancer and thrombosis have a lower
survival rate compared with those with cancer with-
out thrombosis.*” Patient with diffuse large B cell
non-Hodgkin's lymphoma associated with venous
thromboembolism had increased mortality and died
early compared to patients without venous throm-
boembolism.®” In particular, Ann Arbor stagel]

O relative risk 2.5Cand mediastinal clear B cell lym-
phomal relative risk 5.1Care independent risk fac-
tors for venous thromboembolism.* Quick diagno-
sis and appropriate intensive treatment are essential
to rescue patients from such a life-threatening com-
plication with malignant neoplasm.
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