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lops, and her pulses were 2+ bilateral 
and equal. 

Her lung exam was clear to auscul-
tation bilaterally; she had no tachypnea, 
wheezes, or crackles. The remainder of 
her physical exam was unremarkable. 
She was taking verapamil once a day 
and Excedrin as needed, but no other 
medications.

Our patient’s electrocardiogram 
(ECG) showed a normal sinus rhythm, 
rate 70, and no ST-T wave changes. We 
admitted her for further evaluation.

Following serial cardiac enzymes 
and ECGs, we ruled out a myocardial 
infarction. We ordered an exercise stress 
test, but it had to be stopped when  
she developed light-headedness and  
hypotension. 

•		Sharp	chest	pain	radiating	down	the	right	arm	
•	Syncope
•		Temp	97.3°F,	pulse	78,	respirations	21,	bP	162/96	mm	Hg,		

o2	saturation	98%	on	room	air
•		ecG:	normal	sinus	rhythm,	rate	70,	and	no	ST-T	wave	changes

The clinical picture:

fast track

The patient’s 
stress test had to 
be stopped when 
she developed 
light-headedness 
and hypotension

A 47-year-old African American 
woman came into our emergen-
cy department with right-sided 

chest pain that she described as sharp, 
and radiating down her right arm.  
She said she’d lost consciousness for 
a few seconds with only minimal ex-
ertion. She told us that she was being 
treated for hypertension by her primary 
care physician, and indicated that she’d 
never had a fainting spell before.  

Our patient’s vital signs were: 
• temperature 97.3°F
• 	pulse 78 beats per minute,  

respirations 21
• blood pressure 162/96 mm Hg
• O2 saturation 98% on room air. 
She had a regular heart rate and 

rhythm, no murmurs, no rubs, no gal-

What tests would you order next?  
What do you suspect is causing  
this woman’s chest pain and fainting spells? 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________



the journal of

Family 
Practice
the journal of

fast track

1038 vol	56,	No	12	/	December	2007		The Journal of family PracTice

Echo unlocks the mystery 
We ordered a transesophageal echo- 
cardiogram, which revealed a spherical  
2 cm x 1.5 cm mass attached to the lateral 
wall of the right atrium just above the tri-
cuspid valve (figurE, top lEft). Differ-
ential diagnoses for this mass were atrial 
myxoma, intracardiac thrombus, lipoma-
tous infiltrations, and calcified mitral an-
nulus.1 A positron-emission tomography 
(PET) scan was nondiagnostic. 

The mass was surgically excised. 
Pathology showed right atrial papillary 
myxoma, which was negative for signs of 
malignancy (figurE, bottom lEft).

A rare cardiac mass 
While rare, papillary myxomas are the 
most common primary cardiac mass. On 
histologic exam, they are gelatinous struc-
tures that consist of myxoma cells em-
bedded in a stroma rich in glycosamino- 
glycans.2,3 On macroscopic exam, myxo-
mas are pedunculated and have a variable 
surface. These masses produce vascular 
endothelial growth factor, which could 
contribute to the malignant potential of 
histologically benign myxomas.4,5

listen for “tumor plop”
Symptoms of myxomas depend on the 
location of the tumor. Myxomas are fre-
quently accompanied by constitutional 
symptoms such as fever and weight 
loss (although our patient had neither).  
Embolization is also associated with 
such lesions. 

Left-sided lesions present with symp-
toms of mitral valve obstruction, along 
with electrocardiographic changes of left 
atrial hypertrophy.2 Ventricular myxomas 
may cause outflow obstruction.3

The signs and symptoms of myxoma 
may have a sudden onset or be position-
al in nature, reflecting changes in tumor 
position due to gravity. An auscultatory 
finding, called “tumor plop,” is a char-
acteristic low-pitched sound that may 
be audible during early or mid-diastole,6 
though we heard no such sound during 
our evaluation of our patient.

our patient was unusual
Diagnosis is made by echocardiography, 
and most (80%) of myxomas are found 
in the left atrium. Atrial myxoma typical-
ly appears as a well-circumscribed mobile 
mass that is attached to the atrial septum. 
Our patient, however, had a myxoma 
located in the right atrium that was at-
tached to the lateral wall. Definitive diag-
nosis is made by surgical excision.  

treatment: prompt resection
Due to the risk of embolization and 
cardiovascular compromise, prompt 
resection is recommended and is gener-
ally curative, as it was for our patient.3,7,8 
Postoperative mortality rate after resec-
tion is under 5%. For multiple recurrent 
tumors, cardiac transplantation should 
be considered.1,9  n 

correspondence

Family	medicine	Department,	John	Peter	Smith	Hospi-
tal,	1500	South	main	St,	Fort	Worth,	TX	76104;		hrana@
jpshealth.org

Disclosure

The	author	reported	no	potential	conflict	of	interest	rel-
evant	to	this	article.	

references
	 1.	 	michler	re,	Goldstein	DJ.	Treatment	of	cardiac	tu-

mors	by	orthotopic	cardiac	 transplantation.	Semin 
Oncol 1997;	24:534–539.

	 2.	 	Pinede	l,	Duhaut	P,	loire	r.	clinical	presentation	of	
left	atrial	cardiac	myxoma.	A	series	of	112	consecu-
tive	cases. Medicine (Balt) 2001;	80:159–172.

	 3.	 	Nishimura	r,	Gibbons	r,	Glockner	J,	Tajik	A.	Noninva-
sive	cardiac	imaging:	echocardiography,	nuclear	car-
diology,	and	mrI/cT	imaging.	In:	Kasper	Dl,	braun-
wald	e,	Hauser	S,	longo	D,	Jameson	Jl,	Fauci	AS	
(eds),	Harrison’s Principles of Internal Medicine. 16th	
ed.	New	York,	NY:	mcGraw-Hill;	2004:chap	211.

	 4.	 	Kono	T,	Koide	N,	Hama	Y,	et	al.	expression	of	vas-
cular	endothelial	growth	factor	and	angiogenesis	in	
cardiac	myxoma:	A	study	of	fifteen	patients.	J Tho-
rac Cardiovasc Surg 2000;	119:101–107.	

	 5.	 	Sakamoto	H,	Sakamaki	T,	Kanda	T,	et	al.	vascular	en-
dothelial	growth	factor	is	an	autocrine	growth	factor	
for	cardiac	myxoma	cells.	Circ J	2004;	68:488–493.

	 6.	 	colucci,	W,	Price,	D.	cardiac	tumors,	cardiac	mani-
festations	of	systemic	diseases,	and	traumatic	car-
diac	injury.	 In:	Kasper	Dl,	braunwald	e,	Hauser	S,	
longo	 D,	 Jameson	 Jl,	 Fauci	 AS	 (eds),	 Harrison’s 
Principles of Internal Medicine.	16th	ed.	New	York,	
NY:	mcGraw-Hill;	2004:chap	223.	

	 7.	 	Keeling	 Im,	 oberwalder	 P,	 Anelli-monti	 m,	 et	 al.	
cardiac	myxomas:	24	years	of	experience	in	49	pa-
tients.	Eur J Cardiothorac Surg	2002;	22:971–977.

	 8.	 	Selkane	c,	Amahzoune	b,	chavanis	N,	et	al.	chang-
ing	 management	 of	 cardiac	 myxoma	 based	 on	 a	
series	 of	 40	 cases	 with	 long-term	 follow-up.	 Ann 
Thorac Surg	2003;	76:1935–1938.

	 9.	 	Goldstein	DJ,	oz	mc,	rose	eA,	Fisher	P,	michler	re.	
experience	with	heart	transplantation	for	cardiac	tu-
mors.	J Heart Lung Transplant	1995;	14:382–386.

Listen for  
“tumor plop”— 
a low-pitched 
sound heard  
during early  
or mid-diastole

Gross specimen after excision 
of 2 cm x 1.5 cm mass.

A transesophageal echocardiogram 
revealed a right atrial wall mass 
attached to the lateral wall. 


