Case Report

Benign Superior Vena Cava Syndrome Due to Suppurative Mediastinal
Lymphadenitis: Anterior Mediastinoscopic Management
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The benign superior vena cava syndrome is an uncommon
medical emergency. We describe a case of the superior
vena cava syndrome caused by suppurative mediastinal
lymphadenitis. The organisms isolated from various cultures were group C ~.hemolytic Streptococcus, Fusobacterium species, Corynebacterium species, Eikenella
corrodens, and Streptococcus milleri. These anaerobic bacteria are part of the normal flora of the upper respiratory

tract and the oral cavity. Anterior mediastinoscopy
through the right parasternal approach was used to drain
the anterior mediastinal abscess and to establish the etiologicfactor.
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I SVC =superior vena cava

T

he superior vena cava (SVC) syndrome is a medical
emergency that ordinarily necessitates prompt therapeutic intervention, often involving multiple medical and
surgical specialties. Most cases of SVC syndrome are
caused by malignant lesions; however , a small number
of cases are due to nonmalignant diseases. I The benign
SVC syndrome is usually insidious in onset, but onset
of symptoms can be rapid , as occurs with malignant diseases. Herein we describe a case of SVC syndrome caused
by suppurative mediastinal lymphadenitis. The organisms
were anaerobic bacteria, which are part of the normal flora
of the upper respiratory tract including the oral cavity.2.3 To
our knowledge, no similar cause of SVC syndrome has
been previously reported in the English literature.

and fullness of the anterior part of his neck and supraclavicular area on the right side. The veins in his neck were
distended, and the base of his neck was tender on the right
side. No cervical lymphadenopathy was noted. The patient
had mild gingivitis , and some of his teeth were missing; no
deep-seated odontogenic infection was evident. Except for
bibasilar rales, findings on the rest of the physical examination were unremarkable.
Laboratory studies yielded a leukocyte count of 11.6 X
I09jL with 33% bands and a platelet count of9.7 XI09/L. A
chest radiograph showed upper mediastinal widening bilaterally (Fig. I). Computed tomography of the thorax revealed left-sided mediastinal adenopathy and a mediastinal
mass (4 by 6 by 9 em) at the right paratracheal region (Fig.
2), which enveloped and partially obstructed the SVC.
Subsequently, the patient underwent anterior mediastinoscopy through the right parasternal approach, which
revealed several matted grayish to black friable mediastinal
lymph nodes. While biopsy specimens were being obtained, purulent foul-smelling material began to drain from
the depth of the matted groups of lymph nodes. The
purulent material was drained mediastinoscopically.
Gram stain of the purulent material showed gram-positive and gram-negative bacilli along with gram-positive
cocci in clusters and chains. Cultures of the purulent
material grew Strepto coccus milleri, rare group C Phemolytic Streptococcus, Fusobacterium specie s, and
Corynebacterium species. Blood cultures obtained on admission grew Corynebacterium and Fusobacterium species. After initial clinical improvement, the patient began
to have recurrent fever. Blood cultures withdrawn at that
time grew group C p-hemolytic Streptococcus and
Eikenella corrodens. Lymph node biopsy specimens
showed no evidence of malignant disease or acid-fast

REPORT OF CASE
A 41-year-old man was admitted to our hospital because of
severe pain across the anterior aspect of the chest wall,
interscapular region, and anterior part of the neck, especially on the right side, of 5 days ' duration. The pressurelike chest pain began when he awoke in the morning. He
also had fever, chills, profuse diaphoresis , shortness of
breath, anorexia, nausea, and vomiting. In I month, the
patient's weight loss was 9 kg. He had no history of
retching or dysphagia. He abused alcohol and smoked
cigarettes. Previously, the patient had no chronic or serious
medical problem.
On admission, the patient had a fever (temperature,
38.9°C), tachycardia, and tachypnea (24/min), and his
blood pressure was 110/68 mm Hg. He had facial plethora
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Fig. I. Chestradiograph. demonstrating widened uppermediastinumbilaterally.
bacilli or fungus. either by staining or by cultures, and
no malignant disease was detected on bone marrow biopsy
specimens. No perforation was evident on an esophagram.
Initially, the patient received intravenous gentamicin
and clindarnycin therapy, and subsequently he received
metronidazole with vancomycin . When culture results
were available, he was treated with ampicillin-sulbactarn,
The patient was dismissed after marked decrease of sepsis
and SVC obstruction and complete resolution of left-sided
mediastinal adenopathy 5 weeks later (Fig. 3).
DISCUSSION

In the past, syphilitic aortic aneurysm and tuberculous
mediastinitis were the most serious causes of benign SVC

Fig. 2. Computed tomogram of chest,showing mediastinal mass
(arrows). At center of mediastinal mass, superior vena cava is
circumferentially compressed (arrowheads). Left-sided mediastinal adenopathy is evident. A = aorta; T = trachea.
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syndrome. Both these entities, however, are practically
nonexistent in developed countries.' With the advent of
central venous lines, Swan-Ganz catheters, and transvenous pacemakers , SVC thrombosis has become an important cause of SVC syndrome.' Infections involving the
mediastinal lymph nodes that cause SVC syndrome are
tuberculosis, histoplasmosis, and, rarely, other fungal infections. These chronic infections lead to the formation of
mediastinal masses of caseating lymph nodes or mediastinal fibrosis, with subsequent obstruction of the SVC.6•7 In
our patient, the organisms involved were group C phemolytic Streptococcus, Fusobacterium species, Corynebacterium species, E. corrodens , and S. milleri. Group C
p-hemolytic Streptococcus, Fusobacterium, and Corynebacterium can cause acute suppurative infections at various
sites. 8•9 E. corrodens, fastidious facultative anaerobic
gram-negative bacilli, has been associated with bacteremia
and brain abscesses, as well as head and neck, soft tissue,
and pulmonary infections.'? S. milleri has been associated
with soft tissue infections and intra-abdominal, pleuropulmonary, central nervous system, and dental abscesses.'
Normally, E. corrodens and S. milleri are isolated as a part
of mixed culture. E. corrodens and S. milleri have not
previously been isolated from suppurative mediastinal
lymphadenitis.
In our patient, we presume that the mediastinal lymph
nodes were involved by lymphatic spread of the aforementioned organisms due to gingivitis. The process is as
follows. The submandibular lymph nodes drain lymph
from the gums and teeth. The efferent vessels from the
submandibular lymph nodes drain into the superior deep
cervical lymph nodes, which in tum drain into the inferior
deep cervical nodes. The inferior deep cervical nodes
communicate with the mediastinal lymph nodes. Infection
involving the various mediastinal structures due to
odontogenic infection is rare; normally, direct spread of the
infection occurs through the retrovisceral or retropharyn geal space. Il •12
Computed tomography is the most useful diagnostic
modality currently available for detecting anterior mediastinal masses; magnetic resonance imaging is effective for
showing posterior mediastinal masses and vascular lesions." Management depends on an accurate and prompt
diagnosis. Urgent institution of supportive and definitive
therapy is necessary. The main treatment of suppurative
infection involving the mediastinum is surgical drainage.
Mediastinoscopic drainage of posterior mediastinal abscess through the cervical approach has been reported."
After an extensive search, we found no previous report of
an anterior mediastinal abscess being drained mediastinoscopically with use of the anterior approach. In our
patient, the abscess was drained through the right
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Fig. 3. Follow-up computed tomogram of chest, showing marked
decrease of mediastinal mass seen in Figure 2, relief of superior
vena caval obstruction (arrows), and complete resolution of leftsided mediastinal adenopathy. A = aorta; T = trachea.

parasternal approach. i5 Mediastinoscopy has been used
primarily to obtain biopsy specimens from superior and
anterior mediastinal masses and lymph nodes, as well as for
staging of carcinomas." Initially, empiric use of antimicrobial agents will help to control infection; subsequent
therapy should be based on the results of culture and antibiotic sensitivity studies. Anaerobic infections are often
treated with metronidazole or clindamycin, whereas E.
corrodens is invariably resistant to both. I? The SVC syndrome due to benign causes is associated with prolonged
survival in contrast with the SVC syndrome due to malignant diseases.
SUMMARY

Our case is unique in that the suppurative lymphadenitis manifested as SVC syndrome, the organisms involved
in the etiologic process were anaerobic bacteria, and
anterior mediastinoscopy was used for both diagnosis and
therapy.
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