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Unusual presentation of more common disease/injury

Case report

Sore throat turned to be a bronchogenic carcinoma
with superior vena cava syndrome

Amr Elmoheen

SUMMARY

Superior vena cava (SVC) syndrome is a group of
symptoms caused by complete or partial obstruction of
the flow of blood through the SVC. The obstruction is,
in most cases, caused by the formation of thrombus or
infiltration of a tumour through the vessel wall. The result
is venous congestion that creates a clinical situation
relating to increase in the venous pressure in the upper
part of the body. Symptoms commonly associated with
vena cava syndrome include cough, dyspnoea, swelling
of the neck, face and the upper extremities and dilation
of the chest vein collaterals. In this paper, we examine
the case of a 50-year-old man who presented to the
emergency department with ‘sore throat” which can

be easily misdiagnosed as a case of uncomplicated
acute pharyngitis. It was a real challenge to diagnose
our patient as SVC syndrome caused by bronchogenic
carcinoma.

BACKGROUND

As a rare presentation of superior vena cava (SVC)
syndrome, sore throat was the chief complaint
of the patient. Sore throat, which is a prevalent
symptom in the emergency department, becomes
a challenge to diagnose a case with bronchogenic
carcinoma.

CASE PRESENTATION

The affected patient was a 50-year-old man. Exam-
ination of his medical history showed that he
was previously healthy with no record of chronic
diseases. He also had no allergies but was a chronic
smoker. On the first presentation to the primary
health centre, he had a sore throat, a change of
voice and a mild cough. He received a course of
amoxicillin and the cough improved.

The patient later developed puffiness of the
neck and face and shortness of breath, mostly at
night. He was admitted to a private clinic where
he received another course of antibiotics. However,
this treatment did not yield any improvement. He
then presented to the emergency department of this
facility with the sore throat, a puffy face (figure 1),
swelling of the neck and shortness of breath. He
denied bleeding and vomiting, fever, neck pain,
syncope and seizure. He also denied palpitation,
chest pain, dizziness, abdominal pain, diarrhoea
and dysuria. He had no contact with sick animals
or patients.

Physical examination of the patient showed an
appearance of wellness and anxiety. He was vitally
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stable with temperature 38°C, pulse 106 beats/min,
respiratory rate was 21 breath/min and O2 satura-
tion of 99% on room air. There was mild puffiness
of the face and mild left periorbital oedema. He
had no drooling of saliva, stridor, nasal congestion,
conjunctivitis, oral ulcer or a viral exanthem. He
had no bulging of the pharyngeal wall, soft palate,
or floor of the oropharynx. He had no neck pain,
crepitus, trismus or stiff neck. He had no pharyn-
geal oedema, tonsillar exudates, cervical lymphade-
nitis or strawberry tongue.

There were enlarged tortuous superficial veins
over the chest wall (figure 2). He was fully conscious
and had no neurological deficit. His cardiovascular
and respiratory system examination were normal.
Bedside point-of-care ultrasound showed normal
cardiac contractility, no pericardial effusion and no
right-sided heart dilatation. The inferior vena cava
was mildly dilated.

INVESTIGATIONS

His complete blood count did not show anaemia
or leukocytosis. His blood investigations, including
electrolytes, renal and liver functions, were within
normal limits.

Chest X-ray showed an enlargement of right
hilum with added density within it representing
a hilar mass. There is also an ill-defined perihilar
opacity noticed on the right side and a widening of
the right paratracheal stripe (figure 3).

CT thorax, abdomen and pelvis with contrast
showed a large lobulated mediastinal mass, with
extension to the right hilum, measuring 8 X9x 8 cm
in anteroposterior (AP), transverse and cranio-
caudal (CC) dimensions, respectively, showing
minimal enhancement (figure 4). The mass lesion
was compressing the SVC, causing occlusion of the
right main pulmonary artery and partial occlusion
of the right upper lobe bronchus. The CT (video 1)
showed features were in keeping with a neoplastic
process, likely central bronchogenic carcinoma with
lymphadenopathy.

The right supraclavicular lymph node incisional
biopsy was done. It showed lymph node tissues that
were heavily infiltrated by the tumor cells, which
were arranged in vague trabeculae and clusters and
characterized by significant molding, nuclear hyper-
chromasia, inconspicuous nucleoli, frequent mitotic
figures, and apoptotic bodies. Areas of geographic
necrosis were also seen. The diagnosis of a meta-
static small cell carcinoma is confirmed and most
likely of lung origin.

BM)

Elmoheen A, et al. BMJ Case Rep 2019;12:¢231738. doi:10.1136/bcr-2019-231738 1


http://casereports.bmj.com/
http://orcid.org/0000-0002-5079-5353
http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2019-231738&domain=pdf&date_stamp=2019-11-09

Unusual presentation of more common disease/injury

Figure 1 Puffiness of the face and mild periorbital oedema.

DIFFERENTIAL DIAGNOSIS

The patient presented to the emergency department with ‘sore
throat,” which can be easily misdiagnosed as a case of uncom-
plicated acute pharyngitis. He had no local signs of acute phar-
yngitis like pharyngeal oedema, uvular oedema, patchy tonsillar
exudates, cervical lymphadenitis or strawberry tongue. The
X-ray of the patient’s chest showed an enlargement of the right
hilum with added density within it representing hilar mass. A
CT of the thoracic, abdominal and pelvic regions with contrast
showed the presence of a large lobulated mediastinal mass. The
mass lesion was compressing the SVC and the right main pulmo-
nary artery and partially occluded the right upper lobe bronchus.
The right supraclavicular lymph node incisional biopsy showed
lymph node tissues that were heavily infiltrated by the tumour

Figure 2 Enlarged and engorged collateral veins.

Figure 3  Chest X-ray showing right hilar mass with perihilar opacity
(red arrow).

cells. The diagnosis of a SVC syndrome caused by bronchogenic
carcinoma was confirmed.

TREATMENT, OUTCOME AND FOLLOW-UP

After the diagnosis of SVC syndrome caused by bronchogenic
carcinoma was confirmed, the multidisciplinary treatment plan
was explained to the patient. Unfortunately, he travelled home to
start the treatment in his country, and he was lost to follow-up.

DISCUSSION

Acute pharyngitis accounts for approximately 12 million ambu-
latory care visits, or 1 to 2 percent of all ambulatory care visits
in the USA annually.' That is why it was a real challenge to diag-
nose our patient as a case of SVC syndrome caused by broncho-
genic carcinoma.

‘Sore throat’ can be explained by oedema that can narrow the
lumen of the nose and larynx, possibly jeopardising the func-
tion of the larynx or pharynx. Another plausible explanation of
sore throat is the congestion of pharyngeal venous plexus due
to SVC obstruction. The pharyngeal venous plexus drains into
the internal jugular vein, which eventually drains into the SVC.*

The main goals in the evaluation of adults with ‘sore throat’
are the exclusion of severe or potentially life-threatening condi-
tions and the identification of treatable causes.

Our patient had no signs of severe upper airway obstruction
like drooling or pooling of saliva, stridor or respiratory distress.
He had no toxic appearance, rigours, nasal congestion, conjunc-
tivitis, coryza, oral ulcer or a viral exanthem. He had no deep
neck space infections, which can be manifested by a unilateral
sore throat, bulging of the pharyngeal wall, soft palate or floor
of the oropharynx, neck pain, crepitus, trismus or stiff neck.
He had no tonsillar-pharyngeal oedema, uvular oedema, patchy
tonsillar exudates, cervical lymphadenitis or strawberry tongue.

SVC syndrome is a disorder whose symptoms are attributed
to partial or complete obstruction of the flow of blood within
the SVC. Most cases of SVC syndrome are due to an underlying

2

Elmoheen A, et al. BMJ Case Rep 2019;12:¢231738. doi:10.1136/bcr-2019-231738



Unusual presentation of more common disease/injury

Figure 4 CT thorax, abdomen and pelvis with contrast.

disorder; mainly intrathoracic malignancy. Majority of intratho-
racic malignancies are due to non-Hodgkin’s lymphoma or lung
cancer.” * SVC syndrome should be considered in patients who
present with facial oedema or periorbital oedema. Other clin-
ical representations of SVC syndrome include engorgement of
the veins in the chest wall, neck distention, cough, swelling of
the arm, and dyspnoea on exertion. SVC syndrome is also indi-
cated by Pemberton’s syndrome when the elevation of both arms
results in cyanosis and facial congestion.” Confirmatory tests are
done by CT scan and tissue histology. These tests are done before
the therapy.

After a clinical diagnosis of SVC, there is a need for supportive
therapy and management. Supportive treatment involves eleva-
tion of the patient’s head to reduce venous pressure. The under-
lying aetiology of the patient’s SVC syndrome also guides the
management of the condition. Early diagnosis is the key to
relieving symptoms of obstruction while prompt treatment will
help prevent fatal complications.” *

video 1.

CT thorax, abdomen and pelvis with contrast.

Treatment of SVC syndrome and its prognosis depends on the
underlying cause. The preferred form of treatment is systemic
chemotherapy. Thus, the patient in this case study did not need
an endovascular stent in the SVC. For less sensitive tumours, the
treatment may be a combination of radiotherapy, chemotherapy
and/or endovascular stenting.” * Endovascular stenting is very
useful in the relief of airway obstruction or of the SVC.”

It should be noted that most occurrences of SVC syndrome
are now linked to an occlusive venous thrombus. This thrombus
impedes venous return. The increase in the use of catheters,
pacemakers and implantable cardioverter defibrillator (ICD)
leads have contributed to this. This results in fibrosis, inflamma-
tion of the venous wall, and eventually, stenosis of the SVC.51¢

For patients whose thrombus may be due to an indwelling
intravascular device, removal should be done together with
catheter-directed thrombolysis and anticoagulation therapy.

Our patient had been diagnosed with bronchogenic carci-
noma. This has tremendous clinical implications. Patients whose
obstruction is attributed to malignancy should undergo multi-
disciplinary treatment because the tumour type and staging can
rightly guide the required radiation therapy or chemotherapy.
Surgical repair via bypass grafting with the femoral vein, spiral
saphenous vein, dacron graft or polytetrafluoroethylene graft
can put the SVC obstruction in check. However, this is mostly
used for cases where recanalisation via endovascular repair is
impossible or has failed. With a wide range of treatment options
covering both malignant and benign aetiology, endovascular
therapy now acts as a first-line treatment for SVC syndrome.
Patients may get immediate relief from symptoms through less
invasive management techniques.''™"?
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Patient’s perspective

I had a sore throat for 2 weeks. | thought that | have
uncomplicated pharyngitis. | did not notice the red marks over
my chest. | was surprised by the diagnosis of lung cancer and
obstruction of one of my big veins. | believe that the cause is my
heavy smoking for a long time. | appreciate the efforts done by
the physicians. | prefer to travel back home to start treatment in
my country.

Learning points

» Sore throat is a common presentation in most emergency
departments. The condition can be challenging to diagnose
and treat because it is not always easy to get the diagnosis
right the first time.

» The physician should keep a high index of suspicion of other
causes of; ‘sore throat’ especially when there are no local
signs of pharyngitis like tonsillar—pharyngeal oedema, uvular
oedema, patchy tonsillar exudates, cervical lymphadenitis or
strawberry tongue.

» A bronchogenic carcinoma complicated with a superior
vena cava (SVC) syndrome can be presented primarily with
sore throat. History taking, meticulous physical examination
and relevant investigations are the proper way to reach the
correct diagnosis.

» Chest X-ray is the accepted first imaging that can show the
hilar mass.

» CT chest with contrast is the best imaging to illustrate the
actual size of the mass and the compression of the SVC.
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