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Malignant Lymphoma in Preghancy Presenting with |
Severe Dyspnea — A Case Report

Kuo-Sheng Fan, Chun-Liang Lai, Jin-Duo Wang, Yen-Hsien Lee,
Yu-Chieh Su, Chih-Wen Lin*

While dyspnea is commonly observed during pregnancy, the presence of a disproportionately
severe symptom may imply a serious complication, such as status asthmaticus, foreign body
impaction, tumor abstruction, pulmonary embolism, infection, or heart dysfunction. We report a
rare case of a 26-year-old primigravida at 34 weeks’ gestation complicated with malignant
lymphoma presenting as severe dyspnea and orthopnea. The initial investigation included chest
X-ray and chest ultrasound. The management was a cesarean section followed by chemotherapy.
We stress the importance of a differential diagnosis with any unexplained dyspnea in pregnancy.
We also show the usefulness and versatility of chest ulfrasound when dealing with unfavorable
patient conditions. (7horac Med 2004; 19: 284-288)
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Introduction

Cancer is the second most common cause of death
during the reproductive years [1]. Cancer diagnosed
during pregnancy poses a challenge to the patient,
her family, and the medical staff. The most common
malignant tumors associated with pregnancy are cer-
vical and breast carcinomas, malignant melanoma,
and lymphoma [1]. While dyspnea is commonly ob-
served during pregnancy, the presence of a dispro-
portionately severe symptom merits meticulous
evaluation and a differential diagnosis. Herein, we
report a rare case of a 26-year-old primigravida at
34 weeks’ gestation, presenting with increasing
dyspnea and orthopnea of two months’ duration.
Malignant lymphoma was diagnosed by neck lymph
node (LN) biopsy. The patient was managed with a

cesarean section, followed by chemotherapy, which
she has continued to receive on a monthly basis as
of this writing five months after discharge. Her con-
dition was stable, with a continuing shrinkage of
the tumor and an alleviation of the respiratory sym-
ptoms.

Case Report

A 26-year-old primigravida at 34 weeks’
gestation presented to our outpatient department
with cough, evident wheezes, and increasing dys-
pnea of two months’ duration. The patient’s past
medical history was unremarkable, and a family
history of bronchial asthma was denied. The patient
stated that the symptoms had started about two
months earlier, initially with a dry cough which pro-
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gressed gradually into dyspnea, and later orthopnea.
She had sought medical help at another hospital,
however, the symptoms were thought to be insigni-
ficant and only symptomatic treatment was given.
About one month prior to admission, the patient
experienced a sudden onset of neck and face swel-
ling, with visible vessel engorgement in her upper
chest wall. At about the same time, she noticed
several enlarged LNs in her lower neck region.
Again, the symptoms were ignored. The orthopnea
got so severe that she was no longer able to lie on
her back for the month prior to admission.

On physical examination, the patient was in
acute and severe cardiopulmonary embarrassment,
with evident dyspnea and orthopnea, and the use of
accessory respiratory muscles. She was clear and
alert. There were multiple rubbery LNs in her lower
neck and bilateral supraclavicular regions. The
jugular vein was visibly engorged. On auscultation,
there was grossly audible stridor originating from
the large airway. The stridor involved inspiration
more than expiration, which allowed her speech to
be relatively preserved. There were visible engorged
veins in her upper chest and on both shoulders. The
legs were markedly swollen. Otolaryngologic con-
sultation revealed a patent upper airway. The chest
X-ray revealed a right upper lobe (RUL) collapse
and widened mediastinum (Figure 1). Ultrasound
study confirmed the presence of multiple LN in
her lower neck, and a huge mediastinal tumor with
RUL involvement and associated lobar collapse
(Figure 2). An echocardiography revealed a small
amount of pericardial effusion with some fibrin
formation. An obstetric ultrasound study revealed
a normal fetus without apparent anomaly.

On the second hospital day, we were faced with
the dilemma of keeping the baby or arranging an
early delivery. Because of the severe dyspnea and
orthopnea, a chest computed tomography (CT) stu-
dy was deferred, as were bronchoscopy and LN bio-
psy. Adfter a multidisciplinary evaluation, a cesarean
section under general anesthesia followed by neck
LN biopsy was considered most beneficial and most
practical for this particular patient. On the third hos-
pital day, the patient underwent a cesarean section,

Fig. 1. Chest posteroanterior view on admission shows widened
mediastinum (arrow) and right upper lobe collapse (*).
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Fig, 2. Chest ultrasound shows a huge mediastinal tumor (*), with a
tumor-invaded and collapsed RUL. The dotted line denotes the

demarcation between the tumor and the collapsed lung.

and a 2,100g healthy baby boy was delivered. The
procedure was followed immediately by neck LN
biopsy. The intraoperative frozen section was sug-
gestive of malignant lymphoma, which was further
confirmed by a permanent section as a diffuse,
mixed small and large cell, B-phenotype lymphoma.
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The patient received the first dose of chemotherapy,
with a Rituximab-EPOCH regimen (epirubicin,
prednisolone, vincristine, cyclophosphamide, and
etoposide), later that day.

A CT of the chest performed two weeks after
the initiation of chemotherapy, while the patient was
still on endotracheal intubation, revealed a huge
mediastinal tumor with direct involvement and col-
lapse of the RUL, marked narrowing of the lower
trachea and bilateral main bronchi, and nearly total
obliteration of the superior vena cava (SVC) (Figure
3). The patient remained ventilator-dependent for
17 days postoperatively. Twenty-four days after
admission, the patient and her baby were discharged,
both in stable condition. She then underwent che-

motherapy as an outpatient on a monthly basis. The
general condition subsequently improved, with
continuing shrinkage of the tumor and an alleviation
of the respiratory symptoms. A follow-up chest CT
three months later revealed marked shrinkage of the
mediastinal tumor, improved aeration of the RUL,
and a nearly normal patency of the SVC and main

Pt
Fig. 3. Chest CT scan, performed two weeks after chemotherap}‘/,
reveals a mediastinal tumor (*), marked narrowing of the lower trachea
and bilateral main bronchi (double arrow), a nearly totally obliterated
SVC (arrow), and a tumor-invaded and collapsed RUL. The
demarcation of the tumor and collapsed RUL cannot be identified
clearly. There is a small amount of left-sided pleural effusion.
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Fig. 4. Chest CT scan three months after chemotherapy shows
improved aeration of the RUL, marked tumor size shrinkage (*), and
nearly normal patency of the SVC (arrow) and bilateral main bronchi
(double arrow).

airways (Figure 4).
Discussion

Cancer is estimated to affect one in 1,000 pre-
gnant women, and is the second most common cause
of death during the reproductive years [1-3]. The
incidence is expected to rise with the concomitantly
increasing length of childbearing years. The most
common malignant tumors associated with preg-
nancy are cervical and breast carcinomas, malignant
melanoma, and lymphoma [1]. Lymphoma, in-
cluding Hodgkin’s disease (HD) and non-Hodgkin’s
lymphoma (NHL), is the fourth most frequent can-
cer diagnosis among pregnant women [4]. The mean
age of diagnosis for NHL is 42 years, and that for
HD is 32 years [1,5]. The incidence rates for HD
and NHL are surprisingly similar among women of
childbearing age [4]. HD associated with pregnancy
is relatively not uncommon, occurring in from 1 in
1,000 to 1 in 6,000 deliveries. In contrast, the asso-
ciation of NHL with pregnancy is rare, with only
110 cases reported in the literature as of November
1998 [6-7].
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Most women with NHL associated with preg-
nancy have an aggressive histologic subtype and
advanced-stage disease, an observation reflecting
the biology of lymphoma in young women of child-
bearing age. Alternatively, the advanced disease
stage may be due to a delay in diagnosis, as repre-
sented by the present case [4]. An unexpected high
incidence of breast, uterine, cervical, and ovarian
involvement among pregnant women has been
noted. Many observers have reported bilateral breast
involvement, especially in Burkitt’s lymphoma [8].
The phenomenon has been attributed to hormonal
influences and/or to increased blood flow to these
organs during pregnancy. Placental involvement
with NHL is uncommon, and only a few case reports
can be found in the literature [4].

As for management, patients with HD diag-
nosed in the first trimester may be observed until
the second trimester, then standard chemotherapy
should follow. Those with HD present in the second
or third trimester should be closely observed, or
chemotherapy instituted if necessary, followed by
radiotherapy after delivery. For NHL, women diag-
nosed during the first trimester and those unwilling
to accept any potential therapy-related side effects
should have a therapeutic abortion. All other women
should be treated immediately with standard therapy
[4].

There is no evidence suggesting that pregnancy
affects the course of HD or NHL, as demonstrated
in several large reviews [1,7]. Patients with HD have
a more favorable outcome, with more than 80%
chance of a 10-year disease-free survival, which is
a virtual cure. In contrast, the prognosis for NHL is
worse, explained in part by the more aggressive cell
type and dissemination of disease at presentation
[71.

SVC obstruction, or SVC syndrome, is caused
most commonly by tumors that arise in or spread to
the mediastinum. The compressed SVC leads to
swelling of the face or trunk, chest pain, cough, or
shortness of breath. Therapy is directed at the under-

lying disease, with chemotherapy administered via
an unobstructed vein, or radiotherapy if the tumor
is unresponsive to chemotherapy [9]. In recent years,
a technique using percutaneous stenting for mali-
gnant SVC syndrome has been introduced and has
been successfully employed here in Taiwan [10].
Our case illustrates the importance of the differential
diagnosis in any unexplained causes of dyspnea in
pregnancy. It also shows the usefulness and versa-
tility of chest ultrasound under unfavorable patient
conditions.
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