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inflammatory myofibroblastic tumour
might become locally invasive and involve
adjacent structures, surgical resection is
the treatment of choice (Thistlethwaite
et al, 2011). Patients who are unable to
have complete surgical resection should
receive glucocorticoids, radiotherapy
or chemotherapy. Inflammatory
myofibroblastic tumour reactivation after
initial resection has been reported (Weinberg
etal, 1987). BJHM
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Case Report I

LEARNING POINTS

W Although self-limited febrile processes
commonly end without aetiological
diagnosis, further investigation is needed
when systemic involvement is detected
or they can recur.

W For patients who are able to have
complete resection, surgery is the
treatment of choice.

athoracsur.2010.09.017

Weinberg PB, Bromberg PA, Askin FB (1987)
“Recurrence” of a plasma cell granuloma 11
years after initial resection. South Med ] 80(5):
519-521.

Images in Medicine N

Acute dyspnoea in a paraplegic man

72-year-old paraplegic man

presented with acute dyspnoea

(oxygen saturations (in air) of

79%). Examination revealed

raised jugular venous pressure
and bilateral leg swelling. Initial arterial
blood gas measurements indicated type
1 respiratory failure. D-dimer level was
elevated at 5.64 ng/ml.

Computed tomography pulmonary
angiogram (Figure 1) showed right
ventricular dilatation and displacement
of the interventricular septum, suggesting
right heart strain secondary to bilateral
large pulmonary emboli. Transthoracic
echocardiogram showed severely impaired
and dilated right ventricular and pulmonary
artery systolic pressure >40 mmHg (i.e.
pulmonary hypertension); a unifying
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diagnosis of cor pulmonale. No regional wall
abnormalities were identified and therefore
McConnell’s sign, i.e. akinesia of the mid-
right ventricular wall with apical sparing in
a patient with an acute pulmonary emboli
(Matthews and McLaughlin, 2008), was
not present.

Embolic disease increases pulmonary
resistance and right ventricular afterload
through obstruction and vasoconstriction.
Consequently, the interventricular septum
deviates toward the left ventricle in diastole.
Right ventricular wall tension increases and
may result in myocardial ischaemia. Right
ventricular failure in the presence of acute

pulmonary emboli carries high mortality
(Piazza and Goldhaber, 2005). Hence early
recognition is crucial and treatment involves
therapeutic anticoagulation and restoring
oxygenation. BJHM
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Figure 1. a. Computed tomography pulmonary angiogram demonstrating bowing of the cardiac
septum (arrows) and a dilated right ventricle suggestive of acute right heart strain. h. Bilateral
emboli in the left and right pulmonary arteries (arrows) with co-existing pulmonary hypertension.
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