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ABSTRACT Left atrial myxomas remain the most common benign primary cardiac tumors, and these cardiac growths can 
masquerade as mitral stenosis, infective endocarditis and collagen vascular disease. Atrial myxomas are found in 

approximately 14-20% of the population and can lead to embolization, intercardiac obstructions, conduction disturbances and lethal valve 
obstructions. We describe a case of an asymptomatic young female who   presented  with  history  of  giddiness  and  two  episodes  of  syncopal  
attacks in past two months .After  echocardiography  diagnosed   to  have  large   left atrial myxoma   intermittently  obstructing  mitral  valve  
outflow    requiring  urgent  excision.

Introduction
Cardiac myxoma are uncommon tumours found in 0.5 million 
population per year with left atrium being the predominant 
site.they vary widely in size, and very little is known about their 
growth rate. The reported growth rates of left atrial myxomas 
from several published case reports appears to vary from no 
growth, to between 1.3 to 6.9 mm/month in diameter within 
patients with established myxoma who have not undergone sur-
gery. The prevalence of cardiac tumors at autopsy ranges from 
0.001% to 0.3%, more than 50% of benign cardiac tumors are 
myxomas. In 7%, it has genetic origin and rises as a component 
of a heritable disorder with some clinical manifestations. Over 
72% of primary cardiac tumors are benign. In adults, the major-
ity of benign lesions are myxomas [4,5]. 

The origin can be explained through different theories. Myxomas 
are currently thought to originate from entrapped entrapped 
embryonic foregut, and hence they are derived from multipotent 
mesenchymal cells capable of both neural and epithelial differ-
entiation. Histologically, these tumors are composed of scattered 
cells within a mucopolysaccharide stroma. Myxomas produce 
vascular endothelial growth factor (VEGF), which probably con-
tributes to the induction of angiogenesis and the early stages of 
tumor growth [6,7]. 

On a macroscopic level, typical myxomas are pedunculated and 
gelatinous in consistency; the surface may be smooth, villous, or 
friable. Tumors vary widely in size, ranging from 1 to 15 cm in 
diameter, and weighing between 15 and 180 g. About 35 percent 
of myxomas are friable or villous, and these tend to present with 
emboli. Larger tumors are more likely to have a smooth surface 
and to be associated with cardiovascular symptoms [8]. 

Systemic embolisation and sudden death are common,which 
warrant an early surgical intervention. Although quite rare, left 
atrial myxomas account for 80% of all cardiac tumors. Diagnosis 
is often difficult due to the wide array of presenting symptoms. 
Atrial myxomas are associated with systemic embolization in 30 
to 40% of cases [3]. These intracardiac growths may masquerade 
as mitral stenosis, infective endocarditis, and collagen vascular 
disease, which can further impede accurate diagnosis. Constitu-
tional symptoms (e.g., fever, weight loss) are seen in around 30 
percent of patients. Laboratory abnormalities (e.g., anemia and 
elevations in the erythrocyte sedimentation rate, C-reactive pro-
tein, or globulin level) are present in 35 percent, usually those 
with systemic symptoms [9].

There are several mechanisms by which cardiac tumors may 
cause symptoms. The obstruction of the circulation through the 
heart or heart valves produce symptoms of heart failure. Atrial 
myxoma may interfere with heart valves causing regurgitation. 
The direct invasion of the myocardium may result in impaired 
contractility, arrhythmias, heart block, or pericardial effusion 

with or without tamponade. The invasion of the adjacent lung 
may cause pulmonary symptoms and may mimic bronchogenic 
carcinoma. Finally, left atrial tumors may release tumor frag-
ments or thrombi into the systemic circulation, leading to em-
bolization which is usually systemic but can be pulmonic. The 
most serious complications of such embolization are neurologic. 
The rate of growth is unknown, as myxomas are mostly managed 
with surgical resection and only very rarely are medically man-
aged due to contraindications to surgery [10].The discriminatory 
marker for an atrial myxoma is often a tumor ‘plop’ heard upon 
auscultation at the apex of the heart. This is a report of such tu-
mour with surgical and pathological confirmation of the echo-
cardiographic diagnosis.

Case
32 years old female patient presented with history of giddi-
ness and two episodes of syncopal attacks in past two months. 
The patient had no prior history of heart murmurs, shortness 
of breath, or chest pain. Further physical examination revealed 
a soft grade 1/6 systolic murmur at the left sternal border, with 
no diastolic murmur present. There was no evidence of a tumor 
‘plop’. Transthoracic echo suggestive of left atrial myxoma pro-
tuding into mitral valve obstructing flow across it[ FIGURE 1].

Cardiac catheterization showed eccentric mitral regurgita-
tion, defining the posterior border of the large atrial mass. 
Transesophageal echocardiography, carried out at the time of 
surgery, revealed a large myxoma prolapsing through the mitral 
valve leaflets into the left ventricle

Surgery was performed via a standard midline sternotomy.Af-
ter going on cardiopulmonary bypass with bicaval cannulation 
,cavae snugged and tumour was removed via right atrium ap-
proach. Stab is made in interatrial septum at site of PFO .

The myxoma was hold gently with artery or babcocks forcep 
avoiding crushing it and dissection was carried by making plane 
with artery forcep ,stab knife and scisser [ FIGURE 2].Left atrial 
myxoma was excised intact along with part of interatrial sep-
tum where stalk of myxoma attached. Surgical resection was 
performed , revealing a mass with a smooth grey, brown surface 
suggestive of atrial myxoma [FIGURE 3]. Histopathology was 
confirmatory showing characteristic polygonal and stellar tumor 
cells.

Defect so created was closed with pericardial patch . Four weeks 
postoperatively, the patient stated that the original complaint of 
‘dizziness upon standing’ had disappeared, with Postoperative 
course was uneventful . Our patient has remained asymptomatic 
for two years after surgery, with no recurrence of myxoma on 
TTE. 
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Discussion
Atrial myxoma is the most common benign tumor of the heart 
and has a greater predilection to the left atrium. Embolic phe-
nomena is thought to be caused by either tumor detachment or 
clot embolization.Patients can present with dyspnea on exertion, 
palpitations, or congestive heart failure. Autoimmune features 
include: constitutional symptoms, fatigue, fever, myalgia, arthal-
gia, muscle weakness, rash, and weight loss. Activation of pro-
inflammatory cytokines such as: IL-6 and Tumor Necrosis Factor 
alpha (TNFa) have been implicated.[11] Often thrombolysis is giv-
en to patients presenting with stroke prior to diagnosing atrial 
myxoma. Although, randomized clinical data is lacking, manag-
ing this challenging scenario has resulted in variable results in-
cluding: clinical improvement, persistent neurological deficits, or 
death.[12]

Common symptoms and signs of dyspnea, orthopnea, paroxys-
mal nocturnal dyspnea, pulmonary edema, cough, hemoptysis, 
edema, and fatigue lead to a wide differential diagnoses, making 
it critical for clinicians to be consider atrial mxyoma.  The goals 
of the initial evaluation are to ascertain whether or not a cardiac 
tumor is present, the location of the lesion within the heart and, 
to the extent possible, whether a tumor is benign or malignant. 
This information is vital in planning further evaluation and 
management. Echocardiography, cardiac MRI, and ultra-fast CT 
provide complementary information to address these questions. 

Echocardiography
Echocardiography is widely available and provides a simple, 
noninvasive technique for the initial evaluation. Echocardiogra-
phy images both the myocardium and the cardiac chambers can 
usually identify the presence of a mass. In addition, echocardi-
ography may provide information about any obstruction to the 
circulation, as well as the likelihood that the tumor could be a 
source of emboli [13].

Although Transthoracic Echocardiography (TTE) is simple and 
usually can identify a tumor, Transesophageal Echocardiography 
(TEE) may be more informative. The superior diagnostic utility 
of TEE is due to the proximity of the esophagus to the heart, the 
lack of intervening lung and bone, and the ability to use high-
frequency imaging transducers that afford superior spatial reso-
lution. In our patient, the TTE was sufficient in confirming the 
diagnosis [13].

Treatment and prognosis 
Once a presumptive diagnosis of myxoma has been made on im-
aging studies, prompt resection is required because of the risk of 
embolization or cardiovascular complications, including sudden 
death. The results of surgical resection are generally very good, 
with most series reporting an operative mortality rate under 5 
percent [14]. Cardiac transplantation has been reported for oth-
er tumors and might be considered for multiple, recurrent atrial 
myxomas [15].

Postoperative recovery is generally rapid. However, atrial ar-
rhythmias or atrioventricular conduction abnormalities were 
present postoperatively in 26 percent of patients in one series. 
In addition, patients are at risk for recurrence of the myxoma or 
the development of additional lesions. In one large series, 5 per-
cent developed recurrent myxoma, suggesting the need for care-
ful follow-up. Development of a second primary myxoma may 
be more common in patients with a family history of myxoma 
[16,17].

Conclusion 
Rapidly growing myxoma may be mistaken for thrombus, and 
may require urgent surgical excision to reduce the risk of asso-
ciated complications such as thrombo-embolic events, sudden 
cardiac death and removal of a possibly malignant tumor. The 

potential for rapid growth should be considered if there is a plan 
to delay surgery. Our experience suggests that surgery for atrial 
myxoma is safe and simple by precauctions to protect from em-
bolisation like minimal handling of heart before going on bypass 
and use of heamofilter during cardiopulmonary bypass . Early 
surgical interrvention after diagnosis can significantly reduce 
the possibility of sudden death and other embolic complications. 
Although atrial myxomas are usually benign or asymptomatic, 
there is the possibility of diastolic embolization [2], conduction 
alterations and disturbances, and lethal valve obstructions oc-
curring [1]. Since surgical excision has been reported to alleviate 
symptoms associated with cardiac myxomas, early identification 
and removal is preferable.

Figure 1 Transthoracic echo suggestive of left atrial myxoma 
protuding into mitral valve obstructing flow across it .

Figure 2 The myxoma was hold gently with artery or bab-
cocks forcep avoiding crushing it and dissection was car-
ried by making plane with artery forcep ,stab knife and scis-
ser .

Figure 3 Excised specimen a mass with stalk a smooth grey, 
brown surface suggestive of atrial myxoma .
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