Real Time Two Dimensional Echocardiography In The
Diagnosis Of Left Atrial Myxoma
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INTRODUCTION

Fichocardiography (1-8) is an established
screening procedure in cases of suspected left
atria] myxoma. Generally M mode echocardio-
graphy is adequate either to confirm or to rule
out the presence of an atrial myxoma though
falsely megative or atypical (9-12-15) findings
have been reported with M mode study.

2 D echo has been used (13-16) to diagnose
left atrial myxoma and has distinct advantages
over M mode echocardiography as well as other
investigative technigues. | ‘

CASE REPORT

A 35 year old woman was referred for cardiac
surgery for suspected mitral stenosis. For two
years, she had dyspnea on moderate exertion and
regular palpitations. There' was no postural
relationship of symptoms. She denied any
history of past rheumatic fever, embolisation
or constitutional symptoms. On physical
examination, she was in sinus rhythm and the
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findings were indistinguishable from mitral
stenosis. The electrocardiogram was normal
except for left atrial enlargement. Chest X-ray
PA view demonstrated prominence of upper lobe
veins, mild cardiomegaly, left atrial enlargement
anid prominent main pulmonary artery.

M-mode echocardiography was performed
using commercially available Unirad Sonograph
equipment. The recordings were made on a
Honeywell strip chart recorder using a 2.25 mHz
non tocused type of transducer. Multiple linear

moving echoes were seen behind the mitral valve
and within the left atrial cavity consistent with

an afrial myxoma. E-F slope of the mitral valve
was reduced, and the ‘A’ wave was absent. A2D
echo using a commercially available ATL
mark III real time system with 720 A scan head
showed a large rounded tumour occupying the
entire left atrial cavity. In the mitral long axis
view, the tumour mass was seen behind the mitral
valve 1n systole (IFig.1) and moved into mitral
orifice during diastole (Fig.1), the attachment
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'SYSTOLE

DIASTOLE

r3g. 1. 2D Sector Scan 1n mutral long axis view shows tumor mass {T) in left atrrum (LA)

in systole and prolapsing into left ventricle (LV) in diastole.

MYV : Mitral valve

of the tumour could not be delineated, but the
free motion of the tumour suggested a long stalk.
The mitral orifice was large and circular in short
xis cross sectional view and appeared to be
cornpletely filled with tumour echoes in diastole.
The mitral leaflets were thin and free of any
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disease rrocess. An apical four chambered view
showed a tumour 1n the left atrial cavity (Fig.2).
During diastcle, a large segment of tumour pre-
lapses 1to the left ventricular cavity. No mass
in right atrium or in ventricles thus excluding
the possibility of multiple tumours. Multiple
translucent areas suggesting haemorrhage in the
tumor were detected in mitral long axis and apical
four chambered view. At surgery a 9 to 10 cm.
diameter myxoma with a broad stalk involving
4-6 sq cm of atrial septum was removed. The

Fig. 2. 2D echogram in apical four chambered
view demonstrating tumour (T) in left atrium.
Multiple translucent areas suggest haemorrhage-
im the tumour (T).
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atrial septum was repaired with the use of presthe-
The tumor was ef firm

tic dacron material.

consistency and contained no areas ot calcification.
However, there were patchy areas of haemorrhage

seen in the tumor. Histology confirmed the
diagnosis of myxoma. The patient recovered
from the surgery uneventfully and became
asymptomatic. The repeat M-mode and 2 D
echo studies revealed no evidence of the tumour

(Fi1g.3).

ﬂ

Fag. 3,
view (post operative) shows lett atrial (LA) cavity
iree of tumor mass, right atrium {RA) ventricle
(RV) and left ventricle (V) too are free ot any

2 D echogram apical four chambered

mass.
DISCUSSON.

Because of the inirequent occurrence and
the nonspecific signs and symptoms, the clinical
diagnosis of atrial myxomas was rare prior to the
advent of echocardiography (17-18). Echocardio-
graphy has changed the status of these tumours
from unsuspected surgical surprise or pathological
findings to readily diagnosed entities. During
last 5 years, we diagncsed seven cases of left atrial
myxoma by echocardiography and four of them
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have been reported elsewhere(6). Against this orly
in, 2 cases antemortem diagnosis was made 1 a
twelve year period prior to echocardiography(19).

Since the first published case by Effert and
Domanig(1) the M-mode echocardiographic fea-
tures, diagnostic of left atrial myxoma, have been
well documented (2-8). The definitive diagnosis
requires the demonstration of abnormal echoes
in the left attium since multiple echoes in the re-
gion of mitral valve alone can be caused by vege-
tations (20), prolapsed mitral valve (8), calcified
valve (8) or flail mitral leaflet (16). Occasionally,
even false positive or false negative diagnosis can
be entertained by M-mode technique. Nonvisua-
lization of myxoma in the left atrial cavity (false
negative) have been reported (8-11-12-15). In two
instances(8-11), the authors attributed this to the
tumour having the same deasity as blood, wher-
eas in other two cases (12-15), calcification of the
leading edge of the tumor caused acoustic shad-
owing and led to erroneous interpretation. A
calcified mobile blood clot i the left atrium (bali
valve thrombus) may be indistinguishable from
myxoma (8) and rarely the multipie echees 1n left
atrium may represent reverberation echoes rather
than tumor echoes (false positive) (16).

Though M-mode echocardiographic features
are characteristic, the two dimersional echo stu-
dies have certain advantages and have been used
in the diagnosis of left atrial myxoma (13-106).
In real time 2D technique 1t 1s easy to de-
monstrate the tumor and delineate 1ts shape, size,
mobility and other characteristics. 2 D echo
can demonstrate areas of strong echo reflection
which indicate tumer calcification (16). Muluple
echolucent areas can be detected within the tumor
and these may represent areas of haemorrhage(21).
In addition 2 D echo overcomes the technical
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problems of false positive or false negative echo
in M-mode recordings.

In our case a large mass completely filling
the left atrial cavity during systole and prolapsing
iuto the mitral crifice during diastole was de-
monstrated by real time imaging. At surgery
large tumor (myxoma) was detected which was
not calcified but had areas of patchy haemorrhage.
On 2 D echocardiography multiple translucent
areas were seen suggestive haemorrhage in the
tumor and these findings were confirmed at

surgery.

2 D echocardiography should be performed
in mitral long axis, short axis and apical four
chamber views. The long axis sector of the
mitral valve is particularly useful to visualise the
rbnormal echoes in the left atrial cavity and to
observe the extension behind the mitral valve.
Both short axis and long axis view of mitral valve
are mecessary to assess the valve mobility and
anatomy. Conditions like valve calcification,
flail leaflets or prolapse muitral leaflets which on
M-mode echocardiography may produce multiple
echoes in region of the mitral valve can easily be

excluded by visualising the mitral valve on 2 D~

scan. It is well known that atrial myxomas can
be multiple.. Hence, the apical tour chambered

view will help to detect or exclude any mass in

other cardiac chambers.

L

In conclusion, the 2 D echocardiographic

technique provides detailed information and 1s at
present the best technique to diagnose cardiac

tumaours.

SUMMARY

A case of left atrial myxoma diagnosed Dy
M-mede echocardiography and subsequently

Susi! C. Munsi, et al.
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confirmed by Real time 2 D technique s presen-
ted. The noninvasive 2 D echo provides detailed
diagnostic information which outweighs other
available diagnostic techniques. Two dimensio-
nal echocardiography at present is the best
precedure for diagnosing cardiac tumours.
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