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Case Report

Mitral Valve Obstruction and
Pulmonary Hypertension Caused
by a Giant Left Atrial Myxoma
Prolapsing in the Left Ventricle
Abstract
Atrial myxomas are the most common primary cardiac tumors to diagnose. They are benign and
have variable presentation. They have an excellent prognosis following surgical excision. We report
a case of a 60 year old female who presented with initial signs of both right and left heart failure,
fever and cough. Auscultation of the heart revealed an apical mid diastolic murmur. Trans-thoracic and
trans-esophageal echocardiography revealed a pedunculated, giant left atrial myxoma that prolapsed
through the mitral valve into the left ventricle in diastole producing functional mitral valve stenosis. The
patient underwent a successful surgical excision of the tumor. The diagnosis and management of atrial
myxomas is here reviewed.
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Learning Objective
Atrial myxomas are benign and have variable presentation. They
have an excellent prognosis following complete surgical excision if
the diagnosis is early.
Obiective
The diagnosis and management of atrial myxomas is here
reviewed.

Introduction

and normal left ventricular systolic function. The patient underwent
surgery with cardiopulmonary bypass under moderate systemic
hypothermia, with a tumor measuring 7.6 x 5 x 3.2 cm (Figure 1)
resected via a trans-septal approach, following which the septum
was reconstructed with a Dacron patch. Post-operative course was
uneventful and the patient was discharged one week later. Pathology
report confirmed atrial myxoma.

Discussion and Conclusions
Metastases (most commonly from the lung, breast, melanoma,
lymphomas and leukemias) are responsible for the majority of cardiac

Atrial myxomas are the most common primary cardiac tumors
to diagnose. They are benign and have variable presentation. They
have an excellent prognosis following surgical excision. We report a
case of a 60 year old female who presented with initial signs of both
right and left heart failure, fever and cough. Auscultation of the heart
revealed an apical mid diastolic murmur. Trans-thoracic and transesophageal echocardiography revealed a pedunculated, giant left
atrial myxoma that prolapsed through the mitral valve into the left
ventricle in diastole producing functional mitral valve stenosis. The
patient underwent a successful surgical excision of the tumor. The
diagnosis and management of atrial myxomas is here reviewed.

Case Report
We describe a case of an unusually giant left atrial myxoma
in a 60-year-old woman that led to pulmonary hypertension and
mimicking mitral valve functional obstruction. Shortness of breath,
easy fatigability with minimal exertion, chest pain or other symptoms
were absent in our case. Trans-thoracic (TTE) and trans-esophageal
echocardiogram (TEE) revealed a left atrial (LA) giant mass attached
to the atrial septum (Figures 1-3) obstructing flow at the level of
the mitral valve during diastole, moderate pulmonary hypertension

Figure 1: TTE shows the myxoma in apical view (white arrow) and the
measure of diameters.
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functional obstruction and pulmonary hypertension. Seventy five
percent of mixomas are found in the LA and most present between
the third and sixth decade of life, with 75% of patients being female.
Similar to ours, all patients in reported surgical series [5-7] were
symptomatic and presented with one or more triad of constitutional,
embolic or obstructive manifestations.
In reviewing some of the largest surgical series, Lukacs et al. [5],
over a 20 year period operated on 50 myxomas, with 42 (84%) in the
LA, and operative mortality of 10% primarily from low cardiac output
syndrome. Hanson et al. [6] with a 24 year review of 33 patients with
atrial myxomas reported 3% mortality from tumor emboli to the
coronary circulation. Similarly, Cleveland et al. [7] 15 years review of
20 patients with cardiac tumors reported 10% mortality. There was a
preponderance of females in the three series but there was no racial
breakdown.

Figure 2: TTE shows the myxoma in parasternal view protruding (white
arrow) in left ventricular chamber and mimicking functional valvular
stenosis.

Myxomas are easily diagnosed by echocardiogram, with transesophageal echocardiogram (TEE) nearly 100% sensitive. Without
echocardiogram they can be misdiagnosed as mitral valve disease,
dilated cardio-myopathy, pulmonary emboli, transient ischaemic
attack or cerebro-vascular accident [7]. In conclusion, the treatment
of choice for myxomas is surgical removal, and this is usually
curative. After the diagnosis has been established, surgery should be
performed in a short time frame because of the possibility of embolic
complications or sudden death [8]. The prognosis is excellent with
reported surgical mortality rates ranging from 3% to 7-10% [9].
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Figure 3: TEE shows the atrial mass attached to the left side of atrial

septum.

tumors [2-4]. Primary tumors are relatively rare in the heart and most
of them are are benign. Myxomas are the most common accounting
for about 50% of all primary tumors and 75% of all benign tumors.
Atrial myxoma is a tumor of the heart that occurs primarily in the LA
[1]. The clinical signs and symptoms may be aspecific. The size of the
tumor differs widely among patients but generally ranges from 2 to
6 cm. Depending on the size and location, it may cause mitral valve
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