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Abstract

Cardiac myxoma is one of the primary intracardiac 
tumours. We report the case of a left atrial myxoma in a 
26-year-old female patient admitted for investigation of 
dyspnoea. Echocardiography led to the diagnosis of a giant 
hypermobile myxoma prolapsing into the left ventricle. The 
patient died before being evacuated for surgical treatment.
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Introduction

Cardiac myxoma is one of the primary intracardiac tumours. 
It accounts for 0.5 per million population per year [1]. It is a 
histologically benign tumour with a high risk of embolism due 
to its friable and gelatinous nature [2]. Its clinical presentation 
is usually insidious and may reveal itself as mitral stenosis. Its 
diagnosis is most often echocardiographic. The treatment of 
myxoma consists of surgical resection of the mass. The risk of 
late recurrence after surgery is estimated at 2% [3,4]. We report 
the case of a 26-year-old woman admitted for investigation of 
progressively progressive dyspnoea revealing a left atrial myxo-
ma with a fatal outcome.

Clinical case

The patient was 26 years old, with no previous cardiological 
history but a long asthma history. She was referred to us for an 
investigation of exertional dyspnea. Her symptoms were frus-
trating, with no palpitations, no chest pain and no fever. On ad-
mission, blood pressure was 110/65mmHg, heart rate 100bpm, 
respiratory rate 24cycles per minute, temperature 36.7°C. Car-
diac auscultation found regular heart sounds with a burst of 
B1 with no heart murmur nor peripheral signs of right and left 
heart failure. The Electrocardiogram (ECG) showed a regular si-
nus rhythm at 95 bpm, left atrial hypertrophy, and no specific re-
polarization disorder. Chest X-ray showed a normal-sized heart 
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silhouette and good parenchymal transparency. Transthoracic 
Echocardiography (TTE) revealed a substantial cardiac tumour 
encompassing almost the entire left atrium, prolapsing into the 
left ventricle through the mitral valve in diastole (Figure 1). Left 
atrial dilatation was 25cm², and good biventricular systolic func-
tion was noted. An unconstricted mitral pseudo-stenosis was 
measured. Pulmonary pressures were estimated to be 36mmHg 
on tricuspid insufficiency flow.

The biological work-up showed normocytic normochromic 
anaemia at 11.5g/dL without the biological inflammatory syn-
drome. The rest of the work-up was without abnormalities.

The diagnosis of a left atrial myxoma was made. The man-
agement consisted of the evacuation of the patient abroad for 
the removal of the tumour. We lost the patient during the evac-
uation process.

Figure 1: (A): Transthoracic cardiac ultrasound, parasternal long 
axis section showing left atrial myxoma prolapsing into the LV in 
diastole (arrow); (B): Apical 4-chamber section in systole showing 
left atrial myxoma inserting into the inter-atrial septum (arrow) 
and occupying the entirety of the OG.

Discussion

Left atrial myxoma is a cardiac tumour with a low prevalence. 
The first autopsy description dates from 1845, and the first clini-
cal diagnosis was reported in 1952 [5]. Primary cardiac tumours 
represent less than 0.2% of all neoplasia, three-quarters of 
these tumours are benign, and half are myxomas. The female 
sex is most often affected [6], as in our patient's case. Its insidi-

ous symptomatology makes diagnosis difficult. Thus, the myxo-
ma is sometimes seen incidentally during a cardiac ultrasound. 
Although histologically benign, its location and complications 
can be life-threatening. Intracardiac myxoma is a pathology 
characterized by a very high clinical polymorphism that can de-
lay diagnosis, although embolic events represent 10% of cases 
[7]. This was the case with our patient, who had been seen and 
treated in several peripheral centres for asthma. However, the 
diagnosis was quickly made on transthoracic echocardiography 
showing a large mass occupying almost the entire OG and pro-
lapsing into the LV in diastole. Management consisted of surgi-
cal intervention. Our patient died before benefiting from this 
surgery due to the weakness of the technical platform on the 
one hand and the cumbersome medical evacuation process on 
the other. This clinical case reminds us that the surgical man-
agement of a myxoma is urgent due to the risk of embolism 
and the non-negligible risk of sudden death due to the myxoma 
becoming embedded in the mitral annulus.

Conclusion

Myxoma of the atrium is a rare but not exceptional entity. 
Diagnosis is most often made by echocardiography. Its manage-
ment must be urgent to avoid the risk of sudden death.

Note on consent: The patient's consent was not obtained, 
given her fatal outcome.
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