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Large left atrial myxoma with left ventricle inflow
obstruction

Teodora Nita', Paula Gocan', loana Dregoesc', Svetlana Encica?, Lucian Stan’, Ruxandra Beyer'

Abstract: Cardiac myxomas are rare benign tumors generally located at the border of fosa ovalis in the left atrium. Cli-
nical presentation may vary and overlap with other cardiovascular disease, so echocardiography is necessary for diagnosis.
We describe the clinical case of a 58-year-old woman with chronic exertional dyspnea diagnosed with left atrial myxoma
based on transthoracic echocardiography. Severe mitral valve obstruction and regurgitation by the large tumoral mass had
important hemodynamic consequences leading to severe pulmonary hypertension. Complete surgical resection was perfor-
med and histopathological examination confirmed the diagnosis.
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Rezumat: Mixoamele cardiace sunt tumori benigne rare, situate in general la nivelul fosei ovale, in atriul stang. Prezen-
tarea clinica poate varia si se poate suprapune cu alte boli cardiovasculare, astfel incat ecocardiografia este necesara pentru
diagnostic. Prezentam cazul clinic al unei femei de 58 de ani cu dispnee la efort, diagnosticata cu mixom atrial stang ecocar-
diografic. Obstructia severa la nivelul valvelor mitrale si regurgitarea mitrala produse de catre formatiunea tumorala au avut
consecinte hemodinamice importante care au condus la hipertensiune pulmonara severa. S-a efectuat rezectia chirurgicala

completa si examen histopatologic care a confirmat diagnosticul.
Cuvinte cheie: mixom atrial stang, dispnee, ecocardiografie, valva mitrala

INTRODUCTION

The heart is the source of both primary and secondary
tumors. Any form of cancer can determine metastases
in the heart, 20 to 40 fold more frequent than pri-
mary tumors'. About 75 percent of primary tumors
are benign, the most frequent are myxomas with typi-
cal localization in the left atrium? Other localization
of myxomas have been described: right atrium?, ven-
tricles*, inferior and superior cava veins®, Eustachian
valve®, femoral vein’.

CLINICAL MANIFESTATIONS

Clinical manifestation depend on the size and position
of the tumor and can be classified as follows: symp-
toms due to mechanical obstruction and/or valve in-
volvement, as well as due to the direct invasion of the
myocardium (cough, dyspnea, thoracic pain, dizziness,
palpitations, syncope, circulatory collapse), constitu-
tional symptoms (weight loss, pyrexia of unknown
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origin, malaise) and embolic symptoms mainly in the
central nervous system?®.

CASE REPORT

A 58 year-old woman with medical history of hypothy-
roidism presented in the outpatient department for
chronic exertional dyspnea. Clinical examination re-
vealed blood pressure 100/80 mmHg, pulse rate 101
bpm and a holosystolic murmur at the apex of the
hearth. Auscultation of the lung was normal bilaterally
and no jugular vein distention was presented. Pulses
were intact bilaterally with no peripheral oedema and
there were no neurological deficits. Electrocardiogram
revealed normal sinus rhythm with minor right bundle
branch block (Figure I). Transthoracic echocardio-
gram showed a large echogenic mass of 53/31mm in
the enlarged left atrium (54/81 mm) attached to in-
teratrial septum (Figure 2). The tumor area was 16.8
cm?, homogeneous and mobile with protrusion into
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Figure 1. Sinus tachycardia.
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Figure 2. Transthoracic echocardiography shows a large mass filling left
atrium (parasternal long axis).

the left ventricle during diastole, causing severe mitral
regurgitation and stenosis (Figure 3). The left ventricle
ejection fraction was normal. The right ventricle was
slightly enlarged, the systolic pulmonary pressure was
estimated at 70 mmHg.

The patient was referred to another hospital for
further investigations and surgical treatment. On ad-
mision, laboratory findings were near normal: WBC
[1510/pl, Hb — 13.3 g/dl, Hct — 39.6%, Platelets —
161000/ul, Na — 145 mmol/l, K — 5 mmol/l, Urea —
31.1 mg/dl, Creatinine — 0.75 mg/dl, ALT — I5Ul/,
AST — 23Ul/l, TSH — 1.45 pUi/ml, FT4 — 0.98 ng/d|,
prothrombin time — 12.4 sec. The coronary angiogra-
phy was normal. The patient was promptly transferred
to Cardiovascular Surgery Department and underwent
resection of the left atrium tumor. Intraoperative the
heart motion was adequate with enlarged left atrium.
The tumor was friable, implanted on the interatrial
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septum, had 60/40 mm diameters, suggesting an atrial
myxoma (Figure 4). The atrial wall was reconstruc-
ted with a bovine pericardial patch. The diagnosis of
myxoma was confirmed by the histological exams (Fi-
gure 5 and 6). Early postoperative recovery was good,
with removal of the drainages the following day. Five
days later the patient presented rapid onset of pal-
pitations, dyspnea with orthopnea. Electrocardiogram
showed atrial fibrillation. Conversion to normal sinus
rhythm was obtained using intravenous amiodarone.
Chest X-Ray reveled moderate right pleural effusion
and pleural drainage was made for 24 hours. After
I3 days the patient was discharged asymptomatic on
beta-blocker, propafenone, diuretics, H2-blocants, le-
vothyroxine and vitamin K antagonists.

DISCUSSION

Clinical presentation, diagnosis and treatment of car-
diac tumors can be very challenging.

Figure 4. Post-operative view of the tumor.
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Figure 5. Macroscopic view of myxoma.The tumor is very well delimited,
oval-shaped, elastic consistency, smooth surface and brownish yellow with
purplish areas color.
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Figure 6. Photomicrograph of myxoma. The fragment is represented by
a mixoid tissue which consist of elongated cells with reduced paled eo-
sinophilic cytoplasm and hyperchromatic nuclei. The cells are disposed in
groups and rows. The mixoid stroma consists of liniar deposits of calcium
and iron (Gandy-Gamna bodies) and reduced lymphocytic inflamatory in-
filtrate (Hematoxylin and eosin).

In our patient the symptoms were caused by se-
vere pulmonary hypertension due to the prolapse of
the tumor in to the left ventricle during diastole with
severe mitral obstruction and to the mitral regurgi-
tation. Transthoracic echocardiography (TTE) is the
initial test in a patient suspected with cardiac tumor.
Left atrial myxomas are usually hyperechoic, well
delimited tumors located at the border of the fossa
ovalis. Echocardiography identifies the tumor, the im-
plantation base and may be helpful to determine the
mobility and the relation with the mitral valve. Tran-
soesophageal echocardiography has better sensitivity
and specificity than transtoracic echocardiography for
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Figure 7. Parasternal long axis.

cardiac myxoma. In our patient, the TTE was suffici-
ent in confirming the diagnosis. Differential diagnosis
must be primarily made with thombus. Contrast com-
puted tomography (CT), cardiac magnetic resonance
imaging (MRI) and positron emission tomography-CT
may be useful in this situation’. Once the presumpti-
ve diagnosis of atrial myxoma has been made prompt
surgical resection is the best option because of the
risks of serious complications like embolization or
sudden death. Preoperative coronary angiography is
indicated in selected patients (coronary artery disease
suspected, age over 40 years, etc.) to assess the coro-
nary arteries'’. Postoperative recovery is usually good.
However, early complications can occur. Supraventri-
cular arrhythmias (premature heart beats, short-las-
ting atrial fibrillation), atrio-ventricular blocks, pne-
umonia, pleural effusion, wound infection have been
described'"'2.

Postoperative early and late mortality ranges from
0 to 7.5%'*'*. Damaged valve may require repair or re-
placement, but it was not necessary in this case. One
month after discharge the anterior mitral valve was
thickened possibly due to chronic tumoral injury, with
moderate regurgitation and slight pulmonary hyper-
tension (the right ventricle to an atrium gradient of 29
mmHg) (Figure 7). Three months after the operation
the patient is recovered with no signs of recurrence.
The prognosis in our patient is good, but follow-up is
necessary because of the risk of recurrence which can
be as high as 13%'*+'>.

The particularity of this case is the high impact given
by the tumor obstruction of the left ventricle inflow,
resulting in very poor exercise capacity with chronic
exertional dyspnea which was initially considered to
be due to hypothyroidism.
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CONCLUSIONS

In summary, cardiac myxomas are rare condition in
clinical practice. High index of suspicion is mandato-
ry for diagnosis and prompt therapy. Urgent surgical
resection is indicated because of the high risk of com-
plications and of sudden death, with low procedural
mortality and morbidity.
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