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=Abstract=

A Case of Left Atrial Myxoma

S.W. Yoo, M.D., H.C. Lee, M.D., D.H. Kim, M.D., B.Y. Kim, M.D.,
J.E. Kim, M.D., J.LH. Kang, M.D., J.H. Lee M.D., Y.S. Yoo, M.D,,
H.S. Yu, M.D., M.H. Park, M.D., H.S. Park, M.D.

Myxoma constitue about 50% of all primary cardiac .tumor (incidence 0.03%) and may
occur in any of the cardiac chambers, but about 75% of them are found in the left atrium.

As is well known, left atrial myxoma usually simulates mitral valvular disease, and it
tends to bring about postural syncope and frequent embolic manifestaticns. The clinical
manifestation of left atrial myxema upon the circulation are obstructive effects, embolic
effects and constitutional effects.

Diagnosis is now most of all important since surgery can be dramatically curable, whe-
reas untreated myxoma apparently invariably lead to deadful course. Preoprative diagncsis
by echocardiogram is so simple and accurate for detection of myxoma that awareness of
mitral valvular heart disease with rapid deterioration must be screened.

We have diagnosed one case of the left atrial myxoma preopratively by phonocardiogram,
echocardiogram and levophase pulmonary angiogram and successfully treated by operation
under extra corporeal circulation.

A 38 years old housewife was admitted to the National Medical Center because of dys-
pnea, and paroxysmal cough on occasions for prior to hospitalization. Operation was carried
out by median sternotomy and left atriotomy with mild hypothermia under E.C.C.

The left atrial myxoma was extirpated including endocardial fragment and its weight
was 23gm.

The hospital course was not eventful and she can work nowadays without symptoms.
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Fig. 1. Chest P-A on admission shows slight
cardiomegaly & increased upper zone
vessels. Pul. artery segment is slightly
convexed.
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E.X.G. on admission shows nornal sinus
rhythm, low voltage in generel and
biphasic P in V1 and ST
Vass, QRS axis -+60°.
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Phonocardiogram & Carotid pulse trace:
The Si is intense and presystolic acce-
ntuation. QSI1 interval is delayed (0.12
sec) The S, is normal and wide split
{Tumor plop} diastolic sound (A2-TP,
0.10 sec) following diastolic rumbling
murmur. The carotid pulse shows redu-
ced ejection time (LVET 0.23 sec) and
prominent dicrotic wave.
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Fig. 4. Echocardiogram of left atrial myxoma.
(A) represent the preoperative and {B)
the postoperative tracings. Note the
mass or cloud of echoes in (.\) behind
the anterior mitral valve leaflet, repr-
esenting movement of tumor within the
left atrial cavity. The echoes appeared
during the later of diastole as the my-
xoma descended into the left vent.
Following the surgical removal of the
tumor (B), the echoes are no longer
present and normal motion of the ant-

erior mitral leaflet.

Fig. 5 A Lung scanning shows almost perfusion
defects of right lower lung and increa-
sed perfusion of upper lung fields.
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Table 1. Hemodynamic Findings.

Fig. 5 B Pulmonary
Pul.A. more on tha right than left and
obliteration of right peripheral pulmo-

nary arteries.

CARDIAC CATHETERIZATION REPORTS

angiogram shows

dilated

D. g9 Mo. June 1978
Name S. E. H. Cath. No. 7876 Hosp. No. 7823566
Age 38 Sex F Wt. 45 kg Ht. 153cm BSA 1.39Mz2 Ward E-8
Clinical diagnosis LA Myxoma Hgb. 10.0
No. Position 0?2 content(vols. %) Pressure(mmHg) Remarks
1 Pulmonary artery. wedge 43/18 (m30) a=30 c=35 v=45
2 right mmHg.
3 left (8.1)
4 nain 63/30 (m43)
5 Right ventricle. outflow
6 inflow Cl=2. 86
7 mid 75/0-11 LA-LVDPG
8 Right atrium, high = 19ramHg.
9 mid (8.1) 12/3(m8) PVR(dyne. sec, cm™)
10 low =363
11 Superior vena cava
12 Infeior vena cava
13 Pulmonary vein *(13)
14 Left atrium
15 Left ventricle 88/0-11
16 Aorta (12.1) 83/53(m65)
17 Systemic artemic( )
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Fiz. 6. Simulianeous LV & pul. artery

Fig. 7.

wedge
prsssure shows marked diastolic ad-
ient across mitral valve(19mmlig) The
vV wave is dominent {50mmHg) & rapid
Y descent. The notch showing on the
upstroke of the left ventricular pressure
pulse (N) reflects probably pedunculated
tumor movements.

Levophase of v‘pulmonury
The tumor in the Lt. atrium during
systole(Lt) and in the Lt. ventricle

during diastole(Rt).

angiogram:
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Fig. 9. Close-up view of mvxoma cells shiowing

poorly staining matrix which contains
zbundant mucopolysaccharide. Grouping
or individually scattered polygonal or

spindle shaped cells with nuclel.
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