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ABSTRACT

We report the case of a 41-year-old female patient with 
symptoms of cerebrovascular accident manifesting with loss 
of consciousness during episodes of cough. Computed mul-
tislice chest tomography showed a 7.3- by 4.15-cm mass in 
the left atrium. A transesophageal echocardiogram showed a 
giant mass in the left atrium that passed through the mitral 
valve to the left ventricle, and severe obstructive stenosis was 
suggested by the mean transmitral gradient. After a com-
prehensive assessment of the mass, we decided to perform 
surgery. The pedunculated and fragile mass was attached to 
the interatrial septum with its handle, and the majority of it 
prolapsed through the mitral valve to the left ventricle and 
became stacked among the mitral valve leaflets. The removed 
mass was analyzed histopathologically and was found to be a 
myxoma. It is important for the cardiac surgeon to surgically 
remove an atrial myxoma because of the risks associated with 
embolization, including sudden death, as myxoma can block 
the blood supply from the atrium to the ventricle.

INTRODUCTION

Myxoma is the most common primary cardiac tumor in 
adults. Familial factors are considered to play an active role 
(Ying 2016). Chromosomes 2p, 12, and 17p were reported 
to have regions associated with myxoma, especially in studies 
on patients with Carney complex, and it was observed that 
genetic anomalies played a role (Gur 2012). Histopathologi-
cally, these tumors originate from multipotent mesenchymal 
cells of subendocardial connective tissue consisting of fibro-
blast cells in a background of gelatinous mucoid tissue.

The classic triad of symptoms—obstructive, embolic, and 
constitutional—is the common manifestation of a cardiac 
myxoma (Poterucha 2019). The differential manifestations of 
left and right atrial myxomas in terms of systemic and pul-
monary embolic predilections have drawn attention (Yuan 
2014a). A cerebrovascular complication such as a neurological 

deficit or sensory impairment as an onset symptom may 
prompt a suspicion of a cardiac myxoma much earlier (Yuan 
2014b). Complaints of patients are related to tumor size. If the 
tumoral structure is small, the patient may be asymptomatic. 
Cardiac complaints such as dyspnea, orthopnea, pulmonary 
edema, hemoptysis, coughing, and fainting may be observed 
as the tumoral structure becomes larger. Peripheral embo-
lism–related ischemia and cranial embolism–related plegia 
may be observed (Abu Abeeleh 2017). In addition, the miscel-
laneous and uncharacteristic clinical manifestations of a car-
diac myxoma vary considerably on a case-to-case basis. This 
peculiarity of the presenting symptoms often leads to delayed 
presentation and a delayed diagnosis, eventually resulting in 
unexpected poor prognosis.

As the number of patients with cardiac myxoma is increas-
ing, transthoracic echocardiography (TTE) and transesopha-
geal echocardiography (TEE) are widely used in routine 
cardiology practice to diagnose and monitor the disease. A 
diagnostic approach to patients with cardiac myxoma is based 
on medical history, clinical examination, blood test results, 
and radiographic or echocardiographic findings. Computed 
tomography (CT) of the chest and magnetic resonance imag-
ing (MRI) of the chest or the heart help with the differential 
diagnosis, which includes cardiac tumors and masses. There-
fore, a comprehensive understanding of the usual aspects of 
cardiac myxomas is extremely important for an early diagno-
sis and prompt treatment.

It is rare to observe a myxoma among the mitral leaflets. 
Mitral valve obstruction causes a sudden increase in left atrial 
pressure, causing the patient to cough. In addition, synco-
pal episodes may occur because of the large left atrial mass 
obstructing the outflow of blood to the brain. Thus, the 
mass should be removed surgically as soon as possible after 
diagnosis.

CASE REPORT

A 41-year-old female patient presented to the emergency 
department with several-months-long exertional dyspnea 
after walking only a few steps, with subsequent nonproductive 
coughing episodes leading to syncopal events. These episodes 
had happened over the past 6 months and had worsened over 
the month before presentation. The patient was unable to 
work for fear of coughing and suddenly losing consciousness. 
The patient also had 1-month-long bilateral lower extremity 
edema and generalized fatigue. Blood pressure range was 110 
to 130 mmHg systolic and 80 to 90 mmHg diastolic, heart 
rate was 90 beats/min, and body temperature was 37.8°C. On 
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physical examination, significant findings were high jugular 
vein pressure, loud S1, early diastolic tumor plop, and 2+ 
pedal edema in bilateral lower extremities. She had an oxygen 
saturation of 99% in room air. Lungs were normal to auscul-
tation. Pertinent laboratory work included a brain natriuretic 
peptide level of 351 pg/mL and an ESR of 38 mm/h.

In the emergency department, the patient underwent a CT 
of the chest, which demonstrated a 7.3- by 4.15-cm mass in 
the left atrium (Figure 1). On the transesophageal echocar-
diogram, the left ventricle ejection fraction was 55% to 60%, 
and the right ventricle was moderately dilated, with moderate 
systolic dysfunction. The left atrium was moderately enlarged 
and was entirely occupied by a massive echodensity (Figure 1).

Severe obstructive stenosis across the mitral valve was sug-
gested by the mean transmitral gradient (Videos 1 and 2). The 
tricuspid valve showed moderate regurgitation, with a jet velocity 
suggestive of pulmonary hypertension. Cardiac catheterization 
performed before surgery showed normal coronary arteries.

The patient underwent cardiac surgery for removal of 
the left atrial mass, which was subsequently determined to 
be a left atrial myxoma. The patient agreed to undergo sur-
gical resection of the myxoma via left atriotomy under car-
diopulmonary bypass. A majority of the mass had prolapsed 
through the mitral valve into the left ventricle, so the mass 
disintegrated during resection. Pathological examination of 
the bulk showed it was a myxoma by morphology, involv-
ing calcification centers (Figure 2). After intensive care and 
clinical follow-up, the patient was discharged from the hos-
pital. Echocardiography 2 months after the operation showed 
healing. No bulk recurrence was seen, and the postoperative 
echocardiographic findings showed complete removal of the 
mass and trivial mitral and tricuspid regurgitation. Left ven-
tricular ejection fraction was 55%, and systolic pulmonary 
arterial pressure was 30 mmHg. The complaints of respira-
tory disorders regressed, and no syncope was seen.

DISCUSSION

Atrial myxomas are the most common primary heart 
tumors, accounting for 40% to 50% of primary cardiac 

tumors (Yamada 1993; Amoah 1988). The lifetime risk 
of developing atrial myxoma is ~0.02% (Rathore 2008). 
Primarily, these lesions are benignly localized and identi-
fied within the left atrium. Clinically, patients may expe-
rience fatigue, dyspnea, angina pectoris, and congestive 
heart failure from obstructed mitral or tricuspid valvular 
blood flow. Studies have also indicated that in ~15% of 
atrial myxoma cases, mechanical valvular heart failure may 
develop (Levy 2002; Ojji 2008). Left atrial tumors may 
also obstruct blood flow to the systemic circulation, caus-
ing mitral valve regurgitation and heart failure signs and 
symptoms, and can lead to secondary pulmonary hyper-
tension (Salcedo 1992; Kimberly 2016). Myxomas may 
also lead to invasion of the myocardium or the adjacent 
lung, leading to arrhythmias, pericardial effusion, or pul-
monary symptoms (Sheu 2007).

TTE usually identifies the mass, but TEE often provides 
better visualization of the left atrium and allows for clear 

Figure 1. Sagittal, axial CT image and TEE image showing myxoma.

Figure 2. Major part of the mass was prolapsed through the mitral valve 
to the left ventricle and disintegrated during resection. The bulk histo-
pathological examination was reported as myxoma morphology involv-
ing calcification centers.
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differentiation of a tumor versus a thrombus by determining 
whether the mass has a stalk (and therefore is a tumor) or is 
unconnected from the intramyocardial wall (and therefore is a 
thrombus) (Agmon 1999; Wintersperger 2000). An echocar-
diogram also provides information about the mass, including 
whether it obstructs circulation.

Surgical removal is the best treatment option if pos-
sible, as the risk of embolization is significant if the atrial 
myxoma is left in place. The most concerning conse-
quence of an atrial myxoma is the risk of embolization and 
sudden death, which occurs in up to one-third of patients; 
therefore, urgent surgical resection of myxomas is recom-
mended (Keeling 2002; Suraj 2009). Postoperative mor-
tality is generally low, <5%, and the 20-year survival rate 
is ~85% (Suraj 2009). Risk of recurrence is ~5% (Suraj 
2009).

In this case report, there was a unique presentation of a 
left atrial myxoma, although other cases of atrial myxomas 
discovered after syncopal episodes have also been reported 
in the literature (Rashidi 2014; Rajani 2015; Strecker 2012). 
The patient in this case report reported generalized fatigue 
and symptoms of mitral valve obstruction, including dyspnea 
on exertion, and loud S1 and a tumor plop (an early diastolic 
sound due to movement of the myxoma across the mitral 
valve into the left ventricle) were found on examination. The 
patient’s frequent syncopal episodes can be explained by the 
large left atrial mass obstructing the outflow of blood to the 
brain. In addition, mitral valve obstruction caused a sudden 
increase in left atrial pressure, causing the patient to cough 
(Bowman 2017).

CONCLUSION

The diagnosis of atrial myxoma must be considered when 
a patient is found to have cardiac mass and variable consti-
tutional symptoms that can arise from outflow obstruction 
or embolization. Surgical removal is the best option to avoid 
embolization and even sudden death. The prognosis after 
surgery and in the long term is good.
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