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Abstract: Cardiac Myxomas account for the majority of primary cardiac tumors. They constitute 
benign masses which, in 75% of the cases, are located in the left atrium, the remainder in the right 

atrium and rarely in the ventricles. We present a case of a 70-year-old male patient admitted to the 

Emergency Institute for Cardiovascular Diseases and Transplantation of Targu Mures, Romania, with 

dyspnea and atrial fibrillation (AF). He underwent excision of the giant ovoid tumor through median 
sternotomy and right atriotomy. The postoperative evolution was favourable despite the permanent 

AF. This case was of particular interest due to the dimensions of the tumor (12 x 7cm), the unusual 

insertion site and the severe right atrial dilation caused by the tumor itself, promptly treated through 

surgical intervention. 
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INTRODUCTION 

Primary cardiac tumors are relatively rare; they 

represent 5% up to 10% of all neoplasms of the heart and 
pericardium, exhibiting benign character in 80% of the cases (1). 

More than half of primary benign cardiac tumors are myxomas 

and their tumor cells share characteristics with endocardial-

mesenchymal transformation of the endocardial cushion (1). 
They are particularly frequent between the third and sixth 

decade of life with a predominance in females (incidence of 1.5-

2 times higher than in men) (1,2). Morphologically, cardiac 

myxomas can be classified in solid and papillary (gelatinous), 
the latter being the category that shows a higher frequency of 

systemic embolization, cerebral or peripheral infarction, 

intracardiac obstruction, syncope and sudden death. The patients 

may be asymptomatic or affected by constitutional symptoms 
like dyspnea (1,2,3). 

 

MATERIALS AND METHODS 

A 70-year-old male patient complaining of shortness 
of breath and fatigue was admitted to the Emergency Institute 

for Cardiovascular Diseases and Transplantation of Targu 

Mures, Romania. Physical examination revealed dyspnea and 

arrhythmic heart sounds. Electrocardiogram showed a heart rate 
of 67 beats per minute, intermediate QRS axis and atrial 

fibrillation (AF) with normal ventricular response.  

Transthoracic echocardiography (TTE) revealed a 

grade II mitral regurgitation, grade I tricuspid regurgitation (TR) 
and an extremely dilated right atrium (RA) (10-15 cm) with the 

presence of an inhomogeneous, echogenic tumoral mass of 7/5 

cm with reduced mobility, well delimited, located near the 

postero-lateral wall of the RA, while the precise site of insertion 
was unidentifiable.  

Transesophageal echocardiography (TEE) clarified 

and detailed the pathological findings excluding any eventual 
mechanical interference with the tricuspid valve (Figure 1).  

The final diagnosis was: Right atrial myxoma (RAM), grade II 

mitral regurgitation, AF with normal ventricular response, 

NYHA functional class II heart failure, very high added risk 

essential hypertension, post-stroke right hemiparesis and 

aphasia, dyslipidemia and obesity. 

The patient underwent surgical intervention through 
median sternotomy. Cardiopulmonary bypass (CPB) was 

achieved with arterial cannulation of the ascending aorta and 

bicaval venous cannulation. In normothermia, antegrade 

Custodiol cardioplegia was administered. An extremely dilated 
right atrium was observed. The right atriotomy revealed an 

ovoid smooth mass of 12 x 7 cm with an insertion on the 

anterior and lateral wall of the RA, occupying more than half of 

the cavity, and an intact interatrial septum (Figures 2, 3). The 
mass was excised and a portion of the right atrial wall was 

resected followed by an atriorrhaphy using Prolene 3.0 double-

layered running suture. The aorta was declamped followed by 

reperfusion. A spontaneous sinus rhythm was obtained and the 
patient was weaned from CPB with minimal inotropic 

protection. The total CPB time was 54 minutes with an aortic 

cross-clamp time of 20 minutes.  

 

RESULTS 

 Postoperative TTE revealed a pathological pericardial 

space of non-significant entity in progressive remission under 

non-steroidal anti-inflammatory drugs (NSAIDs).  

 

Figure no. 1. Preoperative TEE showing the myxoma 

occupying the RA 
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After a total of 15 hospitalization days, the patient was 

discharged asymptomatic. Aspirin, beta-blockers and 

aldosterone receptor antagonists were prescribed as long-term 
drug therapy along with NSAIDs, proton pump inhibitors and 

diuretics, prescribed for one week.  

Six-month follow-up TTE revealed a RA of 4,5 cm, 

with no evidence of tumor recurrence, grade I TR, a 
morphologically normal tricuspid valve, unaffected by the 

surgical procedure, and an ejection fraction of 50%. 

 

Figure no. 2. Exposure of  the myxoma through right 

atriotomy 

 
 

Figure no. 3. Gross appearance of the myxoma 

 
  

DISCUSSIONS 

Cardiac myxomas represent the most common form of 

cardiac tumors in adults, the majority occurring in the left atrial 
chamber attached to the interatrial septum or fossa ovalis (4). 

Approximately 10% of myxomas are localized in the RA and 

very rarely in the ventricles. The clinical display of symptoms is 
strictly related to the size (range 1.5-12.5 cm) and location of the 

tumor, therefore, the detection of the cardiac structures affected 

is of extreme importance (4). The literature describes left atrial 

myxomas (LAM) as a cause of more severe dyspnea (NYHA 
functional class III-IV) when compared with RAM, thus 

suggesting that the symptom of shortness of breath is more 

likely to arise due to a pulmonary congestion caused by a left-

sided myxoma rather than an embolic event caused by a right-
sided one (5). Furthermore, the reported rate of left- or right-

sided embolic phenomena has been analysed, showing a slight 

difference in percentages, with systemic emboli occurring in 

21% to 33% of patients with LAM and pulmonary embolism 
occurring in 2% to 24% of patients with RAM (6). Fortunately, 

in our case, the eventuality of embolization deriving from the 

tumor was excluded. Despite the fact that the patient had a 

history of stroke, this did not occur as a result of embolization, 
the interatrial septum being intact. 

TTE remains the gold standard for the diagnosis and 

the exploration of size, mobility, location and site of insertion of 

the tumor, having provided for our patient all the necessary 
information required for surgical indication. Despite the utility 

of this diagnostic tool, the support of TEE is illustrated in 

literature in the intraoperative management of intracardiac 

tumors, especially in case of LAM, due to a better resolution for 
posterior cardiac structures and an efficient evaluation regarding 

the effect of the tumor itself on the valvular function (7). Since 

the first excision of cardiac myxoma by Crafoord, in 1954, 

considerations on the several surgical approaches available for 
the treatment of atrial tumors have been pursued in order to 

guarantee low operative risk and excellent short- and long-term 

outcome (8). Concerning right-sided atrial myxoma, the 

standard right atriotomy is considered the most valuable 
approach, allowing direct detection of the tumoral mass (8). 

Biatrial approach is advised in a large portion of left-sided atrial 

myxoma patients because it provides a wider exposure of the 

heart chambers than the uniatrial approach, at the same time 
minimizing manipulation and embolization risk of the tumor 

(8,9). Patients with cardiac myxoma do not show survival 

characteristics that differ from those determinable in a standard 

population (10). 

 

CONCLUSIONS 

We report a case of RAM, particular in this genre for 

its very large dimensions and its unusual insertion site on the 
antero-lateral wall of the RA. The right atriotomy and the 

careful handling of the tumor provided a favourable outcome for 

the patient due to proper and professional intervention. 
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