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Case Report

Giant left atrial myxoma causing drop attacks by
prolapsing into the mitral valve
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Abstract: Atrial myxoma is the most common primary cardiac tumor. Its clinical presentation varies greatly from
asymptomatic incidental mass to serious life-threatening cardiovascular complications. We herein describe the
clinicopathological and imaging features of a huge left atrial myxoma protruding into the left ventricle during dias-
tole and obstructing diastolic filling of the left ventricle thus causing drop attacks by prolapsing into the mitral valve.
The patient (a 56-year-old female) underwent emergency surgery with complete removal of a 74 g weighing myxoma
from the left atrium. She recovered without any complications. Awareness of this uncommon acute presentation of
atrial myxoma is necessary for timely diagnosis and prompt surgical intervention to avoid irreversible cardiovascular

complications.
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Introduction

Compared to other cardiac diseases, primary
tumors of the heart are very rare. Their frequen-
cy in old autopsy series ranged from 0.001 to
0.03% [1]. About 75% of cardiac tumors are
benign, atrial myxomas being the most com-
mon [1]. Atrial myxoma may present with a wide
variety of non-specific clinical symptoms and
some may remain asymptomatic [2]. However,
myxomas may cause life-threatening cardiac
symptoms thus necessitating emergency sur-
gery [3]. Here we present the diagnostic evalu-
ation and successful surgical resection of a
huge atrial myxoma in a 56-year-old woman
that caused drop attacks as a consequence of
prolapsing into the mitral valve.

Case description

A 56-year-old Caucasian female was referred to
the emergency department of our hospital
soon after she collapsed at home. She noted
progressive chest pain associated with dys-
pnea, fatigue and edema of the lungs. The
patient’s clinical history included hypothyroid-
ism and hypercholesterolemia. At admission to

hospital the patient presented a blood pressure
of 100/55 mmHg and a heart rate of 60 beats
per minute (bpm). Trans-thoracic and trans-
esophageal echocardiography revealed a huge
mobile left atrial mass protruding into the left
ventricle during diastole and obstructing dia-
stolic filling of the left ventricle (Figure 1A and
1B). Subsequently, a contrast-enhanced ECG-
gated 64-slice spiral computed tomography
(CT) confirmed the presence of a very large
globular mass filling the left atrium (Figure 1C).
The patient was taken to the operating theatre,
where a median sternotomy was performed
and cardiopulmonary bypass was installed
through aorto-right atrium cannulation (Figure
1D). The huge gelatinous tumor mass was suc-
cessfully excised (Figure 1E). Before leaving the
hospital on day 9 after surgery, echocardiogra-
phy showed a normal left and right ventricular
function with an ejection fraction of 60%, well-
functioning heart valves, and no relevant peri-
cardial effusion.

Pathological findings

The resection specimen was composed of a
large soft polypoid mass measuring 6.5 cm in
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Figure 1. A: Transthoracic echocardiography (modified 4-chamber view) showed a large mobile left atrial mass (68
x 52 mm) attached to the atrial septum protruding into the left ventricle during diastole (LV, left ventricle; LA, left
atrium; RV, right ventricle; RA, right atrium); B: Transesophageal echocardiography (long-axis view) revealed large
heterogeneous, lobulated echogenic mass with a short stalk (arrow) attached to the interatrial septum, obstructing
diastolic filling of the left ventricle (Ao, Aorta); C: Computed tomographic scan showing large globular mass filling left
atrium with narrow base of attachment to the interatrial septum; D: Intraoperative photograph showing the giant left
atrial tumor mass; E: The gelatinous tumor formation weight 74 mg; F: The cut section of the resection specimen
showed extensive peliosis-like cystic hemorrhagic spaces within otherwise tan-yellow to obviously myxoid tissue; G:
Histological examination of Hematoxylin and Eosin (H&E)-stained sections confirmed the presence of large cystic
spaces lined by compressed tumorous tissue, but lacking true endothelial lining; H: The tumor showed otherwise
typical features of atrial myxoma with ovoid to spindled or rounded bland-looking tumor cells arranged in cords, mi-
crotrabeculae, nests and perivascular ribbons within a strikingly myxoid edematous background rich in small-sized
capillaries with occasional hemosiderin pigments indicating recurrent stromal bleeding.

maximum diameter and weighing 74 g, attached tic hemorrhagic spaces within otherwise tan-
to endomyocardial tissue at the resection base. yellow to gelatinous tissue (Figure 1F).
The resection margins were unremarkable. The Histological examination of Hematoxylin and
cut section showed extensive peliosis-like cys- Eosin (H&E)-stained sections confirmed the
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presence of large cystic spaces lined by com-
pressed tumorous tissue, but lacking true
endothelial lining (Figure 1G). The tumor
showed otherwise typical features of atrial myx-
oma with ovoid to spindled or rounded bland-
looking tumor cells arranged in cords, microtra-
beculae, nests and perivascular ribbons within
a strikingly myxoid edematous background rich
in small-sized capillaries with occasional hemo-
siderin pigments indicating recurrent stromal
bleeding (Figure 1H). The surrounding endo-
myocardial tissue at the tumor base showed
evidence of reactive chronic inflammation with
prominent lymphoid aggregates.

Discussion

The clinical presentation and the histological
appearance of primary cardiac tumors varies
greatly. While a majority of them presents with
non-specific or insidious symptoms or as inci-
dental findings, still others may present with
acute symptoms necessitating emergency sur-
gery. For an appropriate surgical planning, a
precise preoperative diagnosis of cardiac
tumors and their distinction from thrombi and
other tumor-like lesions is mandatory.
Echocardiography, CT and MRT are the most
useful diagnostic tools in the assessment of
cardiac tumors, which in almost all cases pre-
cisely locates the tumor and defines its extent
and thus resectability [4]. Atrial myxoma usually
measures a few centimeters when diagnosed.
However, several cases of huge atrial myxomas
have been reported [5-9]. Most of these unusu-
ally giant myxomas have been associated with
mechanical complications that resulted in
acute and life-threatening cardiac symptoms.
On the other hand, huge but asymptomatic atri-
al myxoma is uncommon [5]. Huge myxomas
commonly undergo variable degrees of regres-
sive changes with evidence of old and recent
haemorrhage. Occasional cases my display
unusual regressive changes including osseous
metaplasia. These changes might be so exten-
sive that the lesion closely mimics a large orga-
nizing thrombus and the neoplastic nature of
the lesion might be recognized only after thor-
ough sampling of the specimen. On the con-
trary, large mural atrial thrombi my occasionally
closely mimic myxomas [10].

In summary, we described the clinical features,
imaging characteristics and histopathological
findings in an unusual case of huge atrial myxo-
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ma that caused acute cardiac symptoms as a
result of prolapsing into the mitral valve. This
unusual presentation of atrial myxoma needs
be included in the differential diagnosis of atri-
al thrombi and other causes of acute-onset car-
diac symptoms associated with mass-occupy-
ing lesions in the heart.
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