40

Case Report

Eurasian J Pulmonol 2014; 16: 40-3

A Right Atrial Myxoma Mimicking Pulmonary
Embolism: A Case Report

Omer Kaya!, Hilal Ermig?, Sinan Tiirkkan!, Zeynep Ayfer Aytemur’,
Tamer Baysal?, Nusret Acikg6z?

'Department of Chest Diseases, Inénii University Faculty of Medicine, Malatya
’Department of Radiology, Indnii University Faculty of Medicine, Malatya
*Department of Cardiology, Inénii University Faculty of Medicine, Malatya

Abstract

Myxoma is the most common primary tumour of the heart. Approximately 75% of primary cardiac myxomas are located in the left atrium
and tend to be sporadic. Myxomas are rarely asymptomatic and presenting symptoms may sometimes be confused with respiratory dis-

eases.

A 29-year-old male patient was admitted to our outpatient clinic with shortness of breath and chest pain. In the thoracic computed tomog-
raphy, which was performed for the pre-diagnosis of pulmonary embolism, a hypodense space-occupying lesion, approximately 8X4 cm
in size, with irregular margins that did not show contrast enhancement in the right atrium and right ventricle, was identified. The patient,
whose diagnosis of myxoma was confirmed by echocardiographic examination, underwent excision of the intracardiac mass.

The present case was deemed to be suitable for presentation since the myxoma was located in the right atrium and right ventricle, as well
as to remind that an underlying cardiac pathology should be considered in patients presenting with respiratory symptoms.
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INTRODUCTION

Myxomas are the most common type of primary cardiac tumours, with a prevalence of 30-50% among
all cardiac tumours (1). Of the cardiac myxomas, approximately 80-90% are located in the left atrium
at the fossa ovalis (2). Approximately 18% of the cases are located in the right side of the heart. This
atypical localization leads to a delay in diagnosis and the majority of patients are diagnosed while
investigating pulmonary embolism (3). Embolism is encountered by 10% among right-sided cardiac
tumours and these patients may develop massive pulmonary embolism (4). Therefore, care must be
taken in embolic pathologies considering the probability of intracardiac tumours. Myxomas are more
prevalent among females. Although they can be seen in all age groups, they are most often encoun-
tered between the third and sixth decades. Symptoms and clinical findings vary according to the loca-
tion of the tumour. Left atrial myxomas may be confused with mitral stenosis and left atrial thrombus,
whereas right atrial myxomas may be confused with tricuspid valve diseases (4,5).

CASE PRESENTATION

A 29-year-old male patient was admitted with squeezing sensation in his chest, chest pain and short-
ness of breath which began 3 months ago with effort and enhanced gradually. His anamnesis revealed
that he had consulted a physician with the same complaints once before and received nonspecific
treatment; however, as his complaints persisted, he was admitted to our clinic. On admission, he stat-
ed that he had experienced haemoptysis, approximately a tea spoonful, mixed with sputum for once
3 days ago. His medical history was unremarkable except for 5 pack.year history of smoking. On his
physical examination, BP was 120/75 mmHg, pulse rate was 72/min, body temperature was 36.6°C,



Eurasian ] Pulmonol 2014; 16: 40-3

respiratory rate was 22/min, and peripheral oxygen saturation (SpO,)
was 97%. Breath sounds were normal on auscultation and cardiac ex-
amination revealed normal findings.

At the time of admission to the outpatient clinic, his chest x-ray re-
vealed an increased cardiothoracic ratio, costophrenic angle blunt-
ing, and a homogenous density obscuring the borders of the heart
and cardiophrenic sinus in the lower zone of the left lung (Figure 1).
The patient was hospitalized with a pre-diagnosis of pulmonary em-
bolism and pneumonia based on radiological and clinical findings.
Laboratory findings were as follows: D-dimer: 1.15 pg/mL, erythro-
cyte sedimentation rate: 55 mm/hour, leukocyte count: 12.100/mm?3,
and C-reactive protein (CRP): 60.7 mg/L. On his arterial blood gas
analysis, pH was 7.37, PaCO, was 33.4 mmHg, PaO, was 67.2 mmHg,

Figure 1. Postero-anterior chest x-ray
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HCO, was 19.2 mEq/L, and Sa0, was 93.2%. His electrocardiogram
was normal.

Primarily chronic thromboembolic disease was considered based on
the complaints of dyspnoea and chest pain lasting for three months,
which were not expected at his age, and the presence of hypocap-
nia and hypoxemia in blood gas analysis, and peripheral infiltrative
changes detected on chest x-ray, and on non-contrast-enhanced
computed tomography (CT) of the chest performed in another hos-
pital before admitting to our outpatient clinic. There was no evidence
in favour of embolism in pulmonary arteries on thoracic CT angiog-
raphy; on the contrary, a hypodense space-occupying lesion, ap-
proximately 8x4 cm in size, with irregular margins, which showed no
contrast enhancement, was identified in the right atrium and right
ventricle (Figure 2). Primarily cardiac myxoma was considered in the
patient, in whom the diagnosis of pulmonary embolism was exclud-
ed, and echocardiography (ECHO) was performed. Echocardiograph-
ic examination demonstrated a pedunculated, nodular, mobile giant
mass, 8x5 cm in diameter, consisting of at least two lobes, which was
considered to arise from interatrial septum and prolapsed towards
the right ventricle from the tricuspid valve (Figure 3). The lesion was
considered to be a myxoma. Since the mass was extremely mobile
and had a relatively large size, resection of the intracardiac mass was
planned as soon as possible. Pericardium was opened via median
sternotomy under general anaesthesia. Right femoral vein and vena
cava superior were cannulated. Subsequently, cardiopulmonary
bypass was performed via aortic cannulation and then right atriot-
omy was performed. The mass, which appeared as pedunculated
myxoma and completely filled the atrium, was excised. Histopatho-
logical diagnosis of the excised mass was consistent with myxoma
(Figure 4). All complaints of the patient, who came for control 15 days
after surgery, have been improved and control echocardiography
was normal.

DISCUSSION

This paper presented a myxoma case, which could not be diagnosed
in previous admissions despite its extremely large size, and was not
considered among differential diagnosis because of absence of com-
plaints that could be associated with a cardiac pathology. Another

Figure 2. a, b. A hypodense, space-occupying lesion, approximately 8x4 cm in size, with irregular margins that does not show contrast in
the right atrium and right ventricle on Thoracic CT (a). Consolidation areas involving pleural-based infiltrations and air bronchograms in
the baseline segments of both lower lobes that primarily suggest pulmonary infarction (b).
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Figure 3. a, b. Three-dimension ECHO image of the giant mass (a). Two-dimension ECHO image of a mobile giant mass that is considered
to be originated from interatrial septum, consisted of at least two lobes, and prolapses towards the right ventricle from tricuspid valve (b).
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Figure 4. Tumoral tissue involving fusiform mesenchymal cells
in eosinophilic stroma (H&E; X100)

characteristic of the present case is the fact that it is a myxoma locat-
ed on the right side of the heart, which is less common than classical
forms. This may explain why the patient did not primarily have cardi-
ac symptoms.

Approximately 75% of myxomas are localized in the left atrium, in
fossa ovalis, which is in the interatrial septum, and they tend to be
sporadic. They usually lead to embolism, intracardiac obstruction
and constitutional symptoms (6). Whilst myxomas located on the
right side of the heart are rare, right ventricular location is much
more uncommon (5%) (7).

The theory that myxomas arise from thrombus is no longer valid and
these tumours are thought to be originated from embryonic mes-
enchymal cells (8). Myxomas can be divided into two subtypes, as
sporadic and familial. Although sporadic form is more common, the
prevalence of familial form has been reported to be 7% (9).

Clinical symptoms of the patients vary based on the size and loca-
tion (the heart chamber) of the tumour (10). Nonspecific symptoms
such as hemodynamic disorders, cerebral, peripheral and coronary

embolism, fever and fatigue, as well as symptoms mimicking mitral
stenosis such as dyspnoea and haemoptysis are encountered in cas-
es of left atrial myxoma (11). Although the myxoma in the present
case was located in the right side of the heart, the complaints that led
him to consult a physician were shortness of breath, chest pain and
haemoptysis. Therefore, the existing complaints of the patient, when
evaluated together with the radiological and laboratory findings,
were primarily considered to result from pulmonary embolism. Myx-
oma may cause syncopal attacks and rapidly progressing congestive
heart failure. Signs of venous congestion (hepatomegaly, ascites and
peripheral oedema, etc.) may be detected particularly in right atrial
myxomas and these patients may present with proteinuria (12). Signs
of right heart failure were not present in the present case. This can
be explained by the fact that the patient was diagnosed before the
development of heart failure.

Murmur is the characteristics auscultation finding of myxoma. Dia-
stolic murmur, indistinguishable from mitral stenosis, is heard In the
presence of left atrial myxoma (8). A strong systolic murmur is heard
in the presence of mobile tumours moving between the left atrium
and left ventricle. In the present case, cardiac examination findings
were normal with no additional sounds or murmur.

Echocardiography has an important place in the diagnosis and fol-
low-up of myxoma patients after treatment (13). CT and magnetic
resonance imaging techniques may also be used for diagnosis. The
size, localization and morphology of cardiac myxoma can be inves-
tigated by computed tomography. Magnetic resonance imaging
helps to evaluate the mobility of the tumour during cardiac cycle
(14). Surgical therapy is the standard approach in the treatment of
myxoma. Short- and long-term life expectancy is nearly perfect with
surgery (15). Recurrence is usually observed in case of inadequate
resection and in case the tumour is multicentric, familial and met-
astatic (5). Post-resection recurrence rate is higher in familial myxo-
ma cases (21%-67%) as compared to sporadic myxomas (1%-4.7%).
This rate is higher in “complex myxoma” syndrome, in which other
pathological conditions (Adrenocortical nodular dysplasia, Sertoli
cell tumours of the testis, pituitary tumours, multiple myxoid breast
fibroadenoma, cutaneous myxoma and facial and labial pigmented
foci) accompany familial myxoma (4). Metastasis of myxomas is quite
rare. Brain (16-18), bone and soft tissue metastasis are more common
(19). The time from surgical resection to the occurrence of metastasis
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is not clear, but metastasis usually occurs within the first 5 years of re-
section. Therefore, postoperative periodic follow-up is necessary not
only for monitoring recurrence but also for distant metastasis (20,21).
Surgical treatment must be performed just after diagnosis because
of risks such as acute valve obstruction and massive embolism with
high mortality (22). The present case underwent excision of the intra-
cardiac mass in the cardiovascular surgery clinic just after diagnosis.
Recurrence was not detected in the first follow-up after surgery.

CONCLUSION

Differential diagnosis of patients that present to the chest diseases
outpatient clinic with respiratory symptoms should include primarily
cardiac pathologies and organ or system diseases other than respira-
tory system. In addition, along with the present case, the necessity of
careful evaluation of other configurations in the thoracic space while
interpreting thoracic computed tomography is once more remem-
bered.
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