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Large Right Atrial Myxoma- An Uncommon Cardiac
Tumor Needs Urgent Surgery

MA QUASHEM?, HRIDAY RANJAN ROY®, MG KIBRIAS, AEM MAZHARUL ISLAM¢, AA SHAFI
MAJUMDER®, NA KAMRUL AHSAN', NU AHMED®

Summary:

A middle aged man was admitted into National Institute of
Cardiovascular Diseases with the complaints of
intermittent syncopal attack, dyspnoea, low grade fever
and headache. After admission, he was diagnosed as a of
case right atrial (RA) myxoma by echocardiography. With
all preoperative preparation, he was undergone surgery

Introduction:

Primary cardiac tumor accounts for only 0.0017% to
0.19% of unselected patients at autopsy'. Seventy-
five percent of these tumors are benign; 50% are
myxomas?®. Of myxomas, 75% to 80% are located on
the left side of interatrial septum 3. The reported rates
in Bangladesh* were 87.93% left atrial, 8.62% right
atrial, 1.72% biatrial and 1.72% right ventricular
myxoma. Prior to the development of cardiac
catheterization in 1951, intracardiac tumors used to
be diagnosed only at autopsy?. Since then
echocardiography has replaced cardiac
catheterization as the mainstay of diagnosis, because
of its non-invasive advantages.

The gross appearance of cardiac myxoma is
variable’; however, they are generally polypoid,
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under general anesthesia with cardiopulmonary bypass
(CPB). About 9cm x 7cm myxoma was removed and
severe tricuspid regurgitation (TR) was found by regurge
test. De Vega annuloplasty of the tricuspid annulus was
done. Recovery of the patient was satisfactory with
disappearance of all symptoms.

(J Bangladesh Coll Phys Surg 2009; 27: 52-55)

mostly pedunculated, round or oval with a smooth
surface, often covered with thrombus®. Cardiac
myxomas are usually attached at the level of fossa

ovalis of interatrial septum and located in left atrium’.

The first successful excision of left atrial myxoma
was reported in 1951 1. Right sided cardiac myxomas
present to surgeons with a technical challenge
because placement of the cannula for cardio-
pulmonary bypass can be difficult 2.

Presented case demonstrates an atypically large (9cm
x 7cm) cardiac myxoma attached to the right atrial
wall.

Case Report

A male of 45 years, cultivator, hailing from Cox’s
Bazar was admitted into NICVD on 21/11/2006 with
the complaints of intermittent syncopal attack for 1
month, dyspnoea for 11/2 months and low grade fever,
malaise and headache for 2 months. The fever was
irregular in nature and was not associated with cough
or hemoptysis. His dyspnoea occurred mostly while
he lies on bed, but was not relieved by sitting upright.
It also occasionally aggravated by exertion. He had
no history of asthma or tuberculosis. During last 1
month, he began to have syncopal attack 2 to 3 times
a day. Occasionally, it was associated with
convulsion, palpitation and tightness of chest. He had
no history of diabetes mellitus, hypertension or
smoking.

For these above complaints, he was admitted into a
Medical College Hospital on 5/11/2006 and was
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treated by anti-epileptic drugs. But as the symptoms
did not improve, he was referred to Dhaka Medical
College Hospital on 14/11/2006. He was empirically
diagnosed as a case of cerebral malaria and was
treated as such. But as the symptoms did not improve,
an echo was done and was diagnosed as a case of
right atrial (RA) myxoma and was referred to NICVD
on 21/11/2006. Examination finding on admission (in
NICVD) were: Appearance- ill looking, confused,
pulse- 100/min, B.P- 100/70 mmHg, neck veins-
engorged, diastolic murmur at tricuspid area, lung-
clear, no jaundice, edema, enlarged lymph node or
clubbing. Per abdominal examination revealed
normal. Reevaluation was done in Cardiology Unit- I
on 23/11/2006. Chest X-ray and ECG were within
normal limit. 2D Echo (Fig-1) shows a large mass in
right atrium- protruding into right ventricle. Other
baseline investigations were within normal limits. He
was then submitted urgently to SU-III for emergency

surgery.

Fig.-1: 2D echocardiography

On 25/11/2006, under general anesthesia with
cardiopulmonary bypass (CPB), open heart surgery
was performed. CPB time was 96 min and cross
clamp time was 52 min. Per-operative findings and
procedures were- A huge (9cm x 7cm) encapsulated
mass (Fig-2), occupying 2/3rd in RA and 1/3rd in
right ventricle (RV). It was attached to the limbus of
fossa ovalis by a narrow stalk. Careful removal of the

i

Fig.-2: The mass (myxoma) after removal.

mass was done to avoid pulmonary embolism with
adequate tissue surrounding the stalk. RA & RV
cavity was washed with normal saline. The annulus of
the tricuspid valve (TV) was found to be dilated.
Peroperative valve regurge test showed severe
tricuspid regurgitation (TR). De Vega annuloplasty of
TV was done by 3/0 prolene. Patient was kept under
artificial ventilation and was extubated on the
following morning. ICU outcome was smooth, but
needed inotropic support with Dopa & Dobuta for 2/3
days. Histopathology report was consistent with
myxoma (Fig-3). Post operative Echo showed TR
grade- II, which was acceptable. Post operative
pulmonary function was normal.

Finally, he was feeling well, all parameters were
within normal limit and the neurological and
constitutional symptoms disappeared.
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Discussion:

Right atrial myxoma accounts for only 15% to 20%
of all cardiac myxomas?. It is usually found at the
interatrial septum !, at the border of fossa ovalis.
Atypical locations and multiple myxomas occur most
frequently in case of familial myxoma 8. The location
also may be biatrial with atrial septal defect (ASD) °.
Our patient’s tumor was attached to the limbus of
fossa ovalis by a narrow stalk in the right side of
interatrial septum. This is a rare site of origination !,
but family history was absent in presented patient.

Myxomas can present in any age group, but it occurs
most often between the 3t and 6% decade of life!, 10
as also in presented patient. In another report’, most
of the sporadic myxomas are in females with mean
age of 50. In a report of Bangladesh*, 51.72% were
male and 48.28% were female with patient’s age
ranged from 14 to 65 years. Presented case was a
male of 45 years.

Myxomas are usually polypoid and pedunculated !.
But in this patient, though it was pedunculated by a
narrow stalk of about lcm width and 6mm long, its
surface was smooth, like an encapsulated mass with
globular shape. In 2D echocardiographic evaluation,
the presence of an attachment stalk allows to

differentiate a myxoma from other masses 7.

The size of the tumor varies. Rogland et al’ reported
a myxoma sized 2cm x 2cm; Gupta et al '! described
8cm long tumor and Yazici et al 12 reported
6.3cmx5.2cm myxoma. Ours’ was larger than all of
those which was about 9cm x 7cm.

The tumor may have a considerable mobility at
echocardiogram 2, as also found in this case- which
was even protruding into RVOT (right ventricular
outflow tract) obstructing pulmonary circulations.
The myxoma from left atrium (LA) may pass through
ASD into RA and protrude into the TV producing
Wrecking ball effect . Mobile myxomas often
exacerbate shortness of breath when patient assumes
a particular posture!3, which was also present in
presented patient. The motion of the tumor can
damage atrioventricular valve and rupture the cordae
I In this case, the annulus of the TV was found to be
hugely dilated with severe TR; which was repaired by
De Vega annuloplasty.
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Anemia and high ESR can be explained by
continuous destruction of erythrocytes due to the
“ball-valve” movement of the mass !. But in
presented patient, there was no anemia but had high
ESR of 58 mm in 1% hour (westergreen). The absence
of anemia may be due to smoothness of the tumor.

Constitutional symptoms, including fever, malaise,
weight loss and myalgia, are common in patients with
myxoma and have been attributed to the findings that
myxomas release cytokine interleukin-6, which is
responsible for inflammatory and autoimmune
manifestations !3. All these were present in presented
case patient, which disappeared after removal of the
mass. Syncope is an extremely rare finding, and is
likely due to intermittent complete occlusion of the
tricuspid valve !!. The syncopal attack was present in
this patient & disappeared after resection of the
tumor.

There are reports of recurrence after excision, mostly
in multiple, familial myxomas 2 & 14 15 But as
presented patient had no family history and it was
single, the chance of recurrence is minimal. Quashem
et al # also found no recurrence in their series. In
familial cases, Carney’s complex, an autosomal
dominant disease, there may be association of spotty
skin pigmentation and endocrinopathies® % 1°. These
symptoms were absent in this case, hence no chance
to be a case of such.

The reported rate of left or right sided embolic
phenomena associated with cardiac myxoma ranges
from 21% to 33% !¢ 17, In a report of NICVD 4,
overall 17.24% patients had clinical evidence of
systemic embolism. In left sided myxomas, 21% to
33% may have systemic embolism and right sided
myxoma have 2 to 24% chance of pulmonary
embolism % 17, In presented patient, no evidence of
pulmonary embolism was found and post operative
pulmonary function was normal.

Conclusion:

Right atrial myxoma presents with a divergence of
symptoms and make a diagnostic dilemma. An
echocardiogram is invaluable to diagnose such a
disease. Treatment should be done by immediate
surgical removal- which will reduce morbidity and
mortality. The disgraceful symptoms will also be
dramatically disappeared after surgical treatment.
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