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Left Atrial Myxoma with an Unusual Origin near Right Pulmonary Vein

JOPE

ABSTRACT
Atrial myxoma is the most frequent intracardiac tumor, account
ing for nearly 50% of benign cardiac tumours in adults. We 
present here a rare case report of a solitary left atrial myxoma 
attached to the left atrial wall near the origin of the right pulmo
nary vein. The stalk of tumor was not attached to the interatrial 
septum, which is the most common site of attachment. Instead, 
it was attached on the wall of left atrium adjacent to the inter
atrial septum. Surgical exploration confirmed its attachment 
in the left atrium near the origin of right upper pulmonary vein.
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INTRODUCTION

Myxoma is the most common intracardiac neoplasm 
accounting for 25% of all cardiac tumors. The peduncu-
lated mass is usually attached to the interatrial septum 
in fossa ovalis region with a stalk.1,2 We present here a 
rare case report of a solitary left atrial myxoma attached 
to the left atrial wall near the origin of the right upper 
pulmonary vein.

CASE REPORT

A 40-year-old female was admitted in the hospital with 
dyspnea on exertion and palpitations for the past 5 
months. The chest X-ray posteroanterior view revealed 
mild enlargement of cardiac silhouette with normal pul-
monary vascular markings. Transthoracic echocardiog-
raphy (TTE) revealed a large (63 × 20 mm) pedunculated 
mass in left atrium with a ball valve effect across mitral 

valve. A severe mitral regurgitation and moderate mitral 
stenosis (mean gradient 6 mm Hg) was noted on TTE. 
Patient was taken for emergency left atrial mass excision 
because of the risk of systemic embolization and mitral 
flow obstruction.

Patient was stable hemodynamically with baseline 
heart rate 90 to 95 beats per minute, arterial blood 
pressure 100/56 mm Hg, respiratory rate 24/min, and 
oxygen saturation 99% on room air. After induction of 
anesthesia, transesophageal echocardiography (TEE) 
was performed using X7-2t Philips ultrasound probe 
and ultrasound machine (Philips iE33 Model, Bothell, 
WA, USA). The midesophageal four-chamber view 
revealed a single large (56 × 38 mm), nonhomogeneous, 
pedunculated mass in left atrium (Fig. 1, Video 1). The 
mass was causing obstruction to mitral valve inflow 
with a peak gradient 18 mm Hg (Fig. 2). However, the 
mitral valve was normal in morphology. The interatrial 
septum was found to be intact with no attachment to 
the left atrial mass in midesophageal four-chamber 
view and modified bicaval view (Fig. 3, Video 2). After 
tilting the probe to right side from the midesophageal 
four-chamber view, we were able to visualize the stalk 
of tumor mass in the wall of left atrium adjacent to the 
interatrial septum (Fig. 4, Video 3).

After systemic heparinization, patient was put on 
cardiopulmonary bypass (CPB) under mild hypothermia 
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Fig. 1: Twodimensional midesophageal fourchamber view at 
0° angle showing a large, solitary (38 × 56 mm), irregular mass 
arising from left atrium and extending into left ventricle through 
mitral valve. LA: Left atrium; LV: Left ventricle; RA: Right atrium; 
RV: Right ventricle
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and diastolic arrest. The opening of right atrium and exci-
sion of interatrial septum at fossa ovalis revealed attach-
ment of tumor mass adjacent to the origin of right upper 
pulmonary vein. However, the mass was not obstructing 

the pulmonary venous flow. The pulmonary artery was 
soft on palpation. The left atrial mass was thus excised, 
leaving the adjacent left atrial wall and pulmonary vein 
unexcised. However, the attachment site of myxoma to 
the left atrial wall was cauterized to prevent recurrence. 
After excision of left atrial mass, saline test demonstrated 
mild to moderate mitral regurgitation. However, the 
mitral leaflet coaptation was good.

After coming off bypass, moderate mitral regurgita-
tion (vena contracta width 3.9 mm) was noticed on TEE 
examination (Fig. 5). However, leaflet coaptation and 
valve morphology were normal. The pulmonary venous 
flow was also found to be normal. Post-CPB period was 
uneventful. Patient was shifted to intensive care unit for 
elective ventilation and extubated after 4 hours.

DISCUSSION

Atrial myxoma is the most frequent intracardiac tumor, 
accounting for nearly 50% of benign cardiac tumours in 
adults. The pedunculated mass most commonly arises 

Fig. 2: Continuous wave Doppler interrogation showing obstruction 
across mitral valve inflow (peak gradient 18 mm Hg) in two
dimensional midesophageal fourchamber view at 0° angle

Figs 3A and B: (A) Two-dimensional midesophageal modified bicaval view at 120° angle. (B) Two-dimensional midesophageal 
fourchamber view at 0° angle. Note the left atrial myxoma is not attached to interatrial septum. LA: Left atrium; LV: Left ventricle; 
RA: Right atrium; RV: Right ventricle

Fig. 4: Twodimensional midesophageal fourchamber view at 0° 
angle modified (probe tilted to the right). Left atrial myxoma stalk is 
not attached to the interatrial septum but is seen arising from adjacent 
wall of LA. LA: Left atrium; RA: Right atrium; RV: Right ventricle

Fig. 5: Twodimensional midesophageal fourchamber view at 0° 
angle, showing moderate mitral regurgitation after excision of left 
atrial myxoma. LA: Left atrium; LV: Left ventricle; RV: Right ventricle
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from undifferentiated cells in the fossa ovalis and adjoin-
ing endocardium. Most of the myxomas are located in 
the left atrium (75%) or right atrium (20%). Sometimes, 
these myxomas can be found in the ventricles, aorta, 
pulmonary artery, vena cava, or other organs.1-4 They are 
heterogeneous in composition, consisting of areas with 
hemorrhage, necrosis, fibrosis, calcification, and cyst for-
mation. Typically, these myxomas are pedunculated with 
a stalk attached to the interatrial septum at fossa ovalis 
region. However, in various case reports, their attachment 
to mitral leaflet, left atrial appendage, and left atrial area 
adjacent to anterior mitral leaflet has been reported.5-7

Earlier, coronary angiography was used to diag-
nose all cardiac myxomas, but now its role is limited to 
coronary evaluation in elderly patients. Computerized 
tomography and magnetic resonance imaging can locate 
the tumor and identify their relation to adjacent cardiac 
and thoracic structures. However, echocardiography 
is the modality of choice as it can visualize all cardiac 
structures and assess valve functions. Intraoperative TEE 
permits detailed evaluation of cardiac mass. The location 
of tumor, number, dimensions, echogenic pattern, point 
of tumor attachment, and any embolus or mitral valve 
obstruction can be assessed prior to CPB. This can aid in 
finalizing surgical plan. After surgical excision, TEE can 
identify any residual mass, damage to adjacent cardiac 
structures, or mitral regurgitation.8,9

In our case, pre-CPB TEE evaluation revealed a large, 
solitary, pedunculated, nonhomogeneous mass in the 
left atrium. The stalk of tumor was not attached to the 
interatrial septum, which is the most common site of 
attachment. Instead, it appeared to be attached on the 
surface wall of left atrial cavity. Evaluation of pulmonary 
vein was missed because of lack of time and urgency 
for surgical excision. Surgical exploration confirmed 
its attachment in the left atrium near the origin of right 
upper pulmonary vein. The surgeon excised LA mass 
through conventional right atrial septostomy. However, in 
this case LA mass could have been approached through 
left atrium itself, as the stalk was not attached to the 
interatrial septum. Since the exact site of attachment of 
stalk on TEE could not be pinpointed, and also the left 

atrium was small and unsuitable for left atrial approach, 
the surgeon proceeded with usual right atrial approach. 
After surgical excision, there was no residual mass and 
right pulmonary venous flow was normal. Mild to mod-
erate mitral regurgitation was present, but coaptation of 
leaflets was normal.

CONCLUSION

Although cardiac myxoma is usually attached to the 
interatrial septum, unusual sites of attachments like left 
atrial wall adjacent to right pulmonary vein should also 
be kept in mind during TEE examination. This can aid 
in finalizing surgical plan for complete tumor excision 
without postoperative complications.
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