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SUMMARY

The case of a 28 years old male with vague symptoms and suspected mitral
stenosis is presented. 2-D echocardiography demonstrated multiple solid masses in
all four cardiac chambers, At operation five myxomatous tumors were excised from
the left and right atria and the left and right ventricles. This is a rare case of multiple

cardiac myxoma.

INTRODUCTION

Intracardiac myxomas are the most common
primary tumours of the heart (8, 10, 15). Most
are located in left or right atrium. Although
tumours arising from multiple sites in the heart
have been reported their location in all four
cardiac chambers is extremely rare (1, 2). The
purpose of this presentation in to report a case
where five separate tumors were excised from
both the atria and both the ventricles,

CASE REPORT

A 28 years old male presented with complaint
of fatigue, exertional dyspnoea and a low grade
fever of two months duration. He looked pale.
His pulse rate was 130 beats/min. and bloqd
pressure was 120/80 mmHg. A grade 3/6 systolic
murmur was audible over the left sternal edge and
grade 2/6 diastolic murmur at the apex. The l_iver
was smooth and palpable 3 cm below the nght
costal margin. The rest of the physical examination
was within normal limits. His haemoglobin on
admission was 9.2 G%, and erythrocyte sedimen-
tation rate 105 mm/hr. Blood count and urinalysis
were within normal limits. Chest X-ray showed
moderate cardiac enlargement, predominently of
the right atrium and the right ventricle. The
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pulmonary vascularity was slightly increased. The
electrocardiogram showed right axis deviation and
an incomplete right bundle branch block. 2-D
echocardiography showed multiple echogenic
masses in all the four cardiac chambers and the
inferior vena cava (Fig. 1). Calcification was
noted in the left ventricular outflow tract. Right
heart angiocardiography demonstrated large filling
defects moving in systole from right ventricl and
right atrium into inferior vena cava (Fig. 2).
Levophase follow through of the Angiogram
showed the filling defect moving from the left
atrium into the left ventricular outflow tract.

1. 2-D Echocardiography showing solid tumor masses in
aJl 4 cardiac chambers.
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2. A rigl}t heart angiogram showing the filling defects in
the right atrium and right ventricle caused by the
tumor.

The cardiac operation was performed through
median sternotomy, with cardio-pulmonary
bypass, moderate hypothermia and cold cardio-
plegic arrest. To prevent pulmonary embolization
of the tumor the main pulmonary artery was
cccluded immediately prior to right atrial cannu-
lation and going on bypass. When the right atrium
was opened a large friable myxomatous mass was
seen to occupy whole of the right atrium and
protruding in and out of the tricuspid valve and
inferior vena cava (Fig. 3). It was attached to the
inter-atrial septum in the fossa ovalis area by a
broad base. In the right ventricle, one large firm
tumor with a smooth and haemorrhagic surface
was attached by a short stalk to the endocardium
of the free wall. A second smaller polypoid tumor
was attached to the apical endocardium. The left
atrial tumor was susage shaped, firm with a
smooth surface and had calcific deposits. It
originated from the inter-atrial septum in the
Fossa ovalis area and protruded in and out of the
mitral valve. In the left ventricle a small polypoid
tumor was attached by a short stalk to the ventri-
cular wall just beneath the posterior mitral

3. Operative photograph showing one of the tumor
being delivered out of the right atriotomy.

leaflet near the postero medial commissure. The
right and left atrial tumors were excised together
with a portion of the inter-atrial septum. In the
ventricles the tumor pedicles were excised along-
with the underlying endocardium. Access to the
left ventricle was gained through an incision at
the base of the posterior mitral leaflet which was
later repaired with interrupted 5/0 prolene
sutures. The defect in the inter-atrial septum was
closed with a patch of Dacron. At the conclusion
of the procedure the cardiac chambers were
flushed with copious amounts of saline solution.

The post-operative course was uncomplicated.
The tumor masses weighed 250 G. (F'ig. 4). Histo-
logical examination showed myxoid stroma with
variably dilated vascular channels. There was focal
stromal haemorrage and necrosis.

4. The tumor masses removed from all 4 Cardiac
Chambers.

DISCUSSION

Primary tumors of the heart are uncommon
with myxomas being the most frequent (9),
usually they are lobulated single masses presenting
as peduculated left or right atrial tumor deve-
loping from Fossa Ovalis area of the inter-atrial
septum (14). Occasionally these neoplasms are
multiple in one or more cardiac chambers (1,2).
Their location in all four cardiac chambers is
quite unusual (Fig. 5). These tumors are generally
very friable polypoid masses of pale, soft gelatinous
tissue. Areas of calcification and haemorrhage are
frequently encountered. Microscopically, the
tumor consists of fibroblasts, multi-nucleated cells
and round or polygonal cells within a polysaccha-

ride rich myxoid stroma. Blood vessels are
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5. Diagrammatic representation of the 5 tumor sites in
the 4 Cardiac Chambers.

prominent at the base whereas peripherally the
tumor is relatively avascular and lined by endothe-
lium. Although pathologically, cardiac myxomas
are benign they may grow rapidly and recur after
resection (4, 6, 8, 16, 17). Systemic reactions
such as fever, weight loss, anaemia and elevated
erythrocyte sedimentation rate constitute the
major clinical manifestations before the tumor
is of significant size to cause mechanical obstruc-
tion. Patients may also present with symptoms of
peripheral embolism or atrioventricular valvular
obstructions (11, 12,17). The presence of variable
cardiac murmurs and atypical symptoms in a
patient suspected of having valvular disease should
arouse suspicion of myxoma. In our experience
with cardiac myxomas the tumor has been a
chance finding in patients undergoing evaluation
for valvular disease.

Electrocardiogram and chest X-ray are often
non-diagnostic although sometimes incomplete
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right bundle branch block may be present. While
2-D echocardiography is usually diagnostic (3, 5,
7, 13) confirmatory angiography is still done in
most cases especially if other lesions or coronary
disease is to be excluded. In the case presented,
angiography and 2-D Echo. beautifully demons-
trated the tumors as intracardiac filling defects
floating in and out of the cardiac chambers. Once
diagnosis of cardiac myxoma is made, early
operation is recommended to prevent complica-
tions. While standard cardio-pulmonary bypass
techniques are employed, special care is taken to
prevent tumor fragmentation and embolization
(17). To this end, in our case the main pulmonary
artery was occluded prior to right atrial cannula-
tion. In the relaxed heart access to the cardiac
chambers is gained through the right atriotomy
and when needed, through the inter-atrial septum
which in our case was excised together with the
tumor. While the left ventricular cavity can be
visualized through aortic or mitral orifice, the
location of left ventricular tumor in our case
necessitated an incision at the base of the posterior
mitral leaflet. A large defect in the inter-atrial
septum as in our case is usually closed with a
patch of Dacron.

In conclusion, multiple cardiac myxomas are
very rare. Early operation must be performed to
prevent complications. The tumor must be
completely excised to reduce chances of recurr-
rence.

We thank Mr. Fasihuddin Alvi, Librarian,
NI.C.V.D., Karachi and Mr. Mohammad Arif, for
their help in preparation of this presentation.
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