Letters to Editor

of the humerus, aplasia of the radius (as in this case) and
phocomelia.® In a clinical and genetic study (n = 55),
all cases of HOS had upper limb involvement, the left
side was more severely affected, the females had more
severe defects, and cardiac defects were seen in 95% of
familial cases.[! Cardiac defects included ASD (34%),
ventricular septal defect (25%), ECG changes (35%),
and asymptomatic conduction disturbance with
variable degree of AV block. Even patients with minimal
upper limb defects should receive a thorough cardiac
examination and possibly an echocardiogram, because
the severity of the limb defects does not correlate with
the severity of the cardiac defect. An ASD is sometimes
associated with abnormalities of venous return such as
anomalous pulmonary venous drainage, inferior vena
caval interruption, and persistent left superior vena
cava. Correct preoperative diagnosis of systemic and
pulmonary venous anomalies is essential for appropriate
cannulation and management during CPB."! The
peripheral venous access and arterial cannulation may be
difficult in patients with significant limb abnormalities.
Upper limb defects may make fixation of an appropriate
size BP cuff difficult, and inaccurate pressures may be
displayed by non-invasive monitors. Two of the Holt
and Oram’s original family had hypoplastic peripheral
vessels which prevented cardiac catheterization.”? The
use of ultrasound-guided cannulation may improve
success rate in such patients.!® In our case, we did not
find any cardiac or skeletal abnormality in any of the
parents which suggests a spontaneous genetic mutation
in the baby. To summarize, in patients of HOS, the
potential for difficult arterial and venous cannulation,
difficult intubation, and problem with non-invasive BP
monitoring must be kept in mind.
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An unusual case of
high central venous
pressure

The Editor,

We describe the case of a 50-year-old male suffering
from cirrhosis due to alcoholic hepatitis; the patient
was admitted to hospital because of generalized
deterioration. On admission, the patient was
hypotensive (systolic arterial pressure 80 mmHg),
stuporous and unable to report symptoms. However,
distended neck veins were noticed and a physical
examination revealed the presence of ascites. Since
no peripheral access was accessible, a central venous
catheter was inserted to rehydrate the patient, to
administer intravenous therapy and to monitor the
central venous pressure (CVP). A chest X-ray was then
performed to check the placement of the catheter,
which showed no abnormal findings. However, a
CVP P value of 27 mmHg was noticed and a normal
CVP waveform was detected, with “a” and “v” wave
clearly represented. A transthoracic echography was
then carried out, revealing presence of a mass in the
right ventricle [Figures 1 and 2]. The right ventricle
was enlarged and occupied by an echogenic mass. The
mass appeared tightly attached to the right ventricular
wall and to the tricuspid valve, causing prolapse of the
tricuspid septal leaflet.
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Figure 1: Parasternal short axis view. Metastasis occupying the right ventricle
(RV = Right Ventricle; Mts = Metastasis)

Five years earlier the patient had undergone colon
surgery because of cancer. Therefore, we assumed that
the patient had suffered from a hematogenous spread
of the colorectal cancer. Despite all medical efforts, the
patient died 10 days later because of liver insufficiency.
The autopsy confirmed the presence of a massive
metastasis in the right ventricle, originating from an
intestinal adenocarcinoma.

Cardiac tumors are a rare occurrence in clinical practice.
Cardiac malignancies are encountered in about 1.23%
of post mortem series, compared with 0.02-0.056% of
primary cardiac tumors.™™ One-fifth of all patients with
metastatic cancer are affected by cardiac metastases;!*?
lung carcinoma represents the most common primary
tumor, while melanoma is the neoplasm with the greatest
rate of cardiac involvement (50% of patients).!*-*4!

Cardiac malignancies take their course so fast that
patients are often asymptomatic."® When present,
most common signs and symptoms are heart failure,
arrhythmias, cardiac tamponade, and embolisms.!*
Metastatic tumors of the heart occur more often than
primary ones; however, infiltration of the right heart
by a metastatic colon cancer is not common. To our
knowledge, only 11 cases have been reported in
scientific literature.[*®'5! The present case represents
another evidence that colon malignancies may affect
the right heart, so that a suspicion has to be held when
treating patients with reported colon cancer who present
with abnormal findings related to heart involvement.
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Figure 2: Subcostal view. Septal leaflet prolapse of the tricuspid valve (RA=Right
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Whistling from deep
within!

The Editor,

Aspiration of a plastic whistle can give rise to a
variety of respiratory symptoms, but whistling sound
during inspiration is uncommon.!"! A 13-year-old male
presented with complaint of non-productive cough and
a history of aspirating a plastic whistle three weeks
before. Normally, a whistle is blown by blowing out into
it. This boy had put the whistle in his mouth in reverse,
and tried to produce the sound by sucking air through it
resulting in aspiration. Interestingly, a whistling sound
was heard during forceful inspiration. On auscultation,
crackles were heard over right lower chest. Chest X-ray
was normal but computed tomography scan [Figure 1]
revealed the plastic whistle lodged in the right main
bronchus. Whistling sound with inspiration suggests
that the whistle is lodged in a major airway and none
of its end is lying against airway wall or blocked by
mucus allowing passage of enough air to produce the

Figure 1: Arrow showing a plastic whistle (inset) lodged in the right main bronchus

sound. If the whistle is in the trachea, it will require
less effort to produce a sound as compared to the effort
required to produce the same sound if it were stuck
more distally in the bronchus. The whistle was taken
out by rigid bronchoscopy under general anesthesia.
Such an impaction can lead to various complications
like lung collapse if the whistle lumen gets blocked due
to mucus and an early removal of such an impaction
should be done to avoid an emergency.
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