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Case Report

Incidental finding of a giant asymptomatic right atrial

tumor
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Abstract: Primary cardiac tumors are very rare, atrial myxoma being the most common benign tumor of the heart.
They may present with a great variety of incidental asymptomatic masses to severe life-threatening cardiovascular
complications necessitating emergency surgery. Here we report the diagnostic evaluation and successful surgical
resection of such a giant cardiac tumor which was found on a routine medical check-up in a 62-year-old patient. His-
tology confirmed diagnosis of unusually huge myxoma. This article demonstrates it's necessary to include cardiac
tumors in the differential diagnosis of subtle and non-specific cardiothoracic symptoms.
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Introduction

Primary cardiac tumors are very rare. Their fre-
quency in old autopsy studies ranged from
0.001 to 0.03% [41, 2]. About three-fourths of
cardiac tumors are benign, atrial myxoma being
the most common benign tumor of the heart [1,
2]. They may present with a wide variety of inci-
dental asymptomatic masses to severe life-
threatening cardiovascular complications nece-
ssitating emergency surgery [3, 4]. Here we
present the diagnostic evaluation and success-
ful surgical resection of such a huge cardiac
tumor which was found on a routine medical
check-up in a 62-year-old patient. Histology
confirmed diagnosis of unusually huge myxo-
ma.

Case presentation

A 62-year-old Caucasian woman with an unclear
right atrial (RA) mass was referred to our hospi-
tal for further diagnostic evaluation. The huge
mass was incidentally detected by abdominal
ultrasonography at a preventive medical check-
up. The patient had been in her usual state of
good health with only slightly progressive chest
pain associated with mild occasional little dys-
pnea.

Physical examination upon admission to hospi-
tal was unremarkable. The patient presented a
blood pressure of 120/60 mm Hg and a heart
rate of 60 beats per minute. Transthoracic
echocardiography (TTE) revealed a large mobile
right atrial mass (maximum diameter: 41 x 46
mm) within the lateral wall, but also involving
parts of the inferior wall (Figure 1A). The TTE
showed no impairment of either left or right
ventricular systolic function. The heart valves
appeared normal without significant signs of
regurgitations or stenosis. Furthermore, selec-
tive coronary angiography was performed; there
was only a minor, but not significant stenosis of
the left anterior artery.

The patient was taken to the operating theatre,
where a median sternotomy was performed
and cardiopulmonary bypass was installed via
aorto-bicaval cannulation with normothermia.
After opening of the RA, the implantation of the
tumor could be seen at the lateral wall, the
tumor did not reach the tricuspid valve (Figure
1B). The large retractile, sessile tumor mass
was successfully excised. The defect in the RA
was directly closed. Subsequently, the patient
was weaned from cardiopulmonary bypass
without any signs of cardiac failure. The woman
was extubated on the operating day and trans-
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Figure 1. A: Transthoracic echocardiography revealed a large mobile mass (41 x 46 m) attached to the lateral wall
of the right atrium. B: Intraoperative photograph showing the giant right atrial heterogeneous mass. The tumor also
infiltrates parts of the inferior wall. C: Glistening cut surface of the tumor with predominantly deep red and some-
times pale yellow color. D: The tumor cells occasionally formed ring-like structures around primitive vessels. E: The
macroscopically paler areas corresponded to heavily collagenized and inflamed stroma. F: Especially at the base of
the tumor a prominent lymphofollicular reaction with admixed siderophages was seen.

ferred back to the regular care on postopera-
tive day 2. Before leaving the hospital on day
14 after surgery, TTE showed a normal left and
right ventricular function with an ejection frac-
tion of 60%, well-functioning heart valves and
no pericardial effusions.

Pathological findings

Macroscopically a 4.8 cm measuring, glisten-
ing, pedunculated and bosselated tumor
attached to the atrial endocardium was seen.
The cut surface of the tumor showed myxoid
tissue with marked variation in color with pre-
dominantly deep red hemorrhagic areas
admixed with pale yellow to white patches with
focal calcifications (Figure 1C). Histologically
the tumor consisted of a myxoid matrix in which
spindled and sometimes stellate tumor cells
without atypia were seen. The tumor cells
sometimes formed ring-like structures around
primitive vessels (Figure 1D). In some areas,
the stroma was heavily collagenized (Figure 1E)
and a prominent lymphofollicular reaction was
evident at the periphery of the tumor (Figure
1F). Siderophages were also seen within stro-
ma.
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Discussion

The clinical symptoms of the various cardiac
tumors are very often non-specific, and they
usually present themselves insidiously that
their diagnostic and surgical management is
often delayed [5]. Reported symptoms include
dyspnea, chest pain, syncope, arrhythmias and
pericardial effusions with tamponade as well
as intracardiac blood flow obstruction, periph-
eral embolization with systemic deficits or sud-
den death [5, 6]. Few cardiac tumors induce no
symptoms and become evident as incidental
[71.

The radiological evaluation of these cardiac
neoplasms has been greatly facilitated by the
development of noninvasive cardiac imaging
[8, 9]. Echocardiography, CT and MRT are the
most useful diagnostic tools in the assessment
of cardiac tumors, which in almost all cases
precisely locates the tumor and defines its
extent and thus resectability [2]. In the majority
of cases, cardiac tumors require operative exci-
sion to prevent potentially life-threatening com-
plications; only a few cases may be unresect-
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able because of their large size, and only tumor
debulking may be possible in such cases [5].

Although the long-term prognosis of asymptom-
atic tumors is often good, fatal histories have
been reported for untreated symptomatic
tumors. Therefore, if a cardiac tumor is found to
cause symptoms, indication for operation
should be liberal [10].

In summary, this case illustrates nicely the
uncommon presentation of a primary cardiac
tumor (myxoma) that may achieve huge size, yet
remaining almost asymptomatic. Thus it is
mandatory to include cardiac tumors in the dif-
ferential diagnosis of subtle and non-specific
cardiothoracic symptoms.
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