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R.A. a=4 to 6, x=3 to 4, v=5 to 6, y=O to 2 mm. Hg. R.V. a=-3 to 1
v=6 to 11, early diastolic dip-7 to -4 mm. Hg. (C) The same synchro-
nous right atrial and right ventricular pressure tracings as in (B) super-
imposed to show a wave gradient and y trough gradient.

Resting oxygen uptake 247 ml./min. Arteriovenous oxygen difference 71 ml./l. Resting cardiac output
3-5 1./min. (Fick). Pulmonary vascular resistance less than 3 units. All pressures were taken from the
sternal angle.

On February 15, while on full antituberculous therapy, she developed a second attack of left-sided
pleurisy with a fever of 1020 F. (38.90 C.). The pain and pyrexia subsided rapidly as a left pleural effusion
developed. The sputum contained coagulase negative staphylococci, Streptococcus viridans, and Neisseria
catarrhali.s. White blood cells 6500/c.mm., E.S.R. 9 mm. in the first hour. The radiograph, in addition
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RIGHT ATRMAL MYXOMA MISTAKEN FOR CONSTRICTIVE PERICARDITIS

FIG. 3.-Post-mortem appearance of right atrial myxoma. (A) Superior vena
cava. (B) Myxoma. (C) Inferior vena cava. (D) Tricuspid valve with
myxoma protruding through the valve into the right ventricle. (E) Right
ventricle.

to a left pleural effusion, showed small areas of collapse at both bases. On February 18 the cardiogram
which had remained unchanged, showed T inversion in V3, V4, and V5: by March 15 these changes were
less. She made a rapid recovery and she returned home on March 29. She died suddenly on April 22.

Necropsy (April 24, 1961 by Dr. Donald Teare). A large glistening gelatinous tumour occupied the whole
of the right atrium. Part of the mass protruded through the tricuspid valve into the right ventricle (Fig. 3).
The macroscopic and microscopic appearances were those of myxoma. Death was due to obstruction of the
main pulmonary artery by portions of the myxoma which had become detached from the main atrial mass.
The tumour itself was attached by a short strong pedicle to the atrial septum above and slightly anterior to
the closed foramen ovale. The pericardium was normal except for a few ounces of clear straw-coloured
fluid. The valves, myocardium, and coronary arteries were also normal. Each pleural cavity contained a
little fluid. The lower part of the right lung was densely adherent to the chest wall and diaphragm. There
were light adhesions over the lower part of the left lung and lingula. There was, however, no evidence
recent pulmonary infarction, although a fibrous scar in the lingula might have been the site of a previous
episode. In the right lower lobe several small arteries, 3-4 mm. diameter, were blocked by whitish material
which histological examination showed to be myxoma. No tumour emboli were found in the left lung
and there was no evidence of pulmonary tuberculosis.

Discussion
This case illustrates the difficulty of detecting slight obstruction at the tricuspid valve and the

problem of differentiating between active constrictive pericarditis and right atrial myxoma.
Clinically the differential diagnosis appeared to be active constrictive pericarditis or cardiomyo-

pathy. The form of the venous pulse, its rapid y descent and y trough, with similar findings in the
right atrial and ventricular pressure tracings, were thought to exclude the possibility of an obstructive
tricuspid lesion, a diagnosis that was considered several times at the bed side. The similar be-
haviour of right and left atrial (indirect) pressures during Valsalva's manceuvre, passive leg raising,
and exercise, which was demonstrated at cardiac catheterization, excluded the possibility of a
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cardiomyopathy (Wood, 1961). The hemodynamic findings, therefore, appeared to confirm the
diagnosis of active constrictive pericarditis, although the difference between the mean atrial pressures
was obviously unusual (Fig. 2A). Wood (1961) found that the normal atrial pressure relationship
was retained in 18 of the 20 cases of constrictive pericarditis investigated, and in the remaining 2
the mean right atrial pressure was only 3 mm. higher than the left. In our case the resting mean
right atrial pressure was 8 to 9 mm. higher than the mean left atrial pressure (indirect). These
findings were discussed with Dr. Paul Wood, and it was decided that in the absence of any evidence,
as we then thought, of tricuspid valve obstruction, the pressure difference of 8 to 9 mm. Hg was
acceptable, although outside the range previously encountered in constrictive pericarditis.

As this case was incorrectly diagnosed as constrictive pericarditis the simultaneously recorded
right atrial and right ventricular pressure pulses have been compared with those from five proven
cases of constrictive pericarditis (three of these cases were investigated by the two catheter technique
already described, and two by differential manometry). In the cases of constrictive pericarditis
there was an insignificant gradient (plus or minus 1 0 mm. Hg) during atrial systole, whereas in the
case with the myxoma the right atrial a wave was 5-4 mm. Hg higher than that recorded in the ven-
tricle. Similarly in the cases of constrictive pericarditis the right atrial y trough was only slightly
higher than the ventricular pressure (2.2 mm. Hg average, range 1 3-3-0 mm. Hg), but in the case of
the myxoma the pressure gradient at this point in the cardiac cycle was increased to 6-3 mm. Hg.
This analysis emphasizes the difference in the haemodynamics of constrictive pericarditis and condi-
tions in which there is partial intermittent obstruction at the tricuspid valve.

Summary
A case of right atrial myxoma is described in which partial intermittent obstruction of the tricuspid

valve caused clinical and hemodynamic findings which closely resembled those of active constrictive
pericarditis.

We are grateful to Dr. Paul Wood for his help with this case and for permission to publish the catheter data from
five of his cases of constrictive pericarditis. Cardiac catheterization in four of these was carried out by one of us
(R.W.E.); and in the remaining case by Dr. Arnold Katz at the National Heart Hospital. We are indebted to our
colleagues in the radiological department at the Brompton Hospital and to Dr. Peter Kerley; also to Dr. K. F. Hinson
and his colleagues in the pathological department. We should also like to thank Dr. S. W. Kuper, Mr. A. Curd, and
Miss N. Lampen for the photographs.
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