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Abstract: 

Right atrial myxoma may present in various clinical presentations ranging from embolism, syncope, arrhythmia, or even weight loss. These 

symptoms usually depend on the size, growing speed, location, and pedicle length of the tumor. As challenging as it can be, it can also be 

asymptomatic and found incidentally on imaging. 

Learning Objectives: 

1. Cardiac myxomas can present with a variety of symptoms, but unusual asymptomatic case presentations can occur. 

2. Describe right cardiac myxoma and elaborate on its histological appearance. 

3. Emphasize the essence of imaging in the diagnosis of cardiac myxomas and its subsequent follow-up management. 
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Introduction 

Myxomas are the most common benign primary cardiac tumors. Over 

70 % of all cardiac myxomas originate from the left atrium (LA) and 

18 % from the right atrium (RA) [1]. Few cases report right atrial 

myxoma and its clinical presentation. We report here an atrial 

myxoma case that was found incidentally on imaging. 

 

Case Report 

A 55-year-old female patient with mild intermittent asthma presented 

to the local emergency room with symptoms of gastroenteritis. She 

also had symptoms of shortness of breath and coughing on moderate 

exertion, chest tightness, and occasional dizziness. Her cough would 

often occur while laying down to sleep and wake her up. She denied 

exertional chest pain, paroxysmal nocturnal dyspnea, syncope, and 

leg swelling. CT abdomen and pelvis with contrast was performed 

given her abdominal complaints and this showed a filling defect 

within the right atrium which appeared to enhance on delayed 

imaging   concerning   intra-atrial   mass,    representing    a  myxoma 

[Figure 1]. 

 

Figure 1: CT abdomen and pelvis with contrast showing a filling defect: 

(a) within the right atrium which appeared to enhance on delayed imaging (b) concerning intra-atrial mass, representing a myxoma. 
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The patient had no risk factors for coronary heart disease (CHD), such 

as hypertension, hyperlipidemia, diabetes, smoking, or family history. 

On initial encounter, her blood pressure was 118/68 mmHg, her heart 

rate was 98 beats/min, orthostasis vitals were negative. Physical 

examination was unremarkable. An electrocardiogram showed sinus 

rhythm with an incomplete right bundle branch block. 

An echocardiogram showed a large atrial mass, likely myxoma 

measuring 4.5 x 4.4 cm, grade 1 diastolic dysfunction, global left 

ventricular hypokinesia with an ejection fraction of 40 %, and mild 

mitral regurgitation. 

Transesophageal echocardiography was performed to evaluate the 

origin of the cardiac mass [Figure 2]. It showed normal left 

ventricular systolic function with an estimated ejection fraction of 55- 

60 %, mild mitral regurgitation, and large myxoma in the right atrium, 

measuring 3.0x 3.2 cm. The patient underwent resection of the right 

atrial mass. 

 

Figure 2: TEE showing normal left ventricular systolic function with an estimated ejection fraction of 55-60%, mild mitral regurgitation, and large 

myxoma in the right atrium, measuring 3.0x 3.2cm. 

 

The patient was scheduled for a myxoma removal operation. Under 

general anesthesia and by being connected to the cardiopulmonary 

bypass circuit, the myxoma was dissected off the lateral wall of the 

right atrium using Metzenbaum scissors and Penfield dissector. 

Pathology under microscopic examination showed a cardiac 

myxoma, with epithelioid and spindle tumor cells forming nests, 

focally circulating vascular spaces. Tumor cells showed mild nuclear 

polymorphisms, with fine chromatin patterns, inconspicuous 

nucleolus, and indistinct cell borders with no mitotic activities or 

tumor necrosis. The background showed abundant eosinophilic 

myxoid/chondroid substances, and with heavy pigmentation of 

hemosiderin. Areas of the tumor also showed dense and hyalinized 

fibrosis with focal ossifications. The surface of the tumor was mostly 

eroded, showing patchy areas of intense chronic lymphoplasmacytic 

inflammations. Further well-controlled special stain (1a) with 

Mucicarmine and Alcian blue at pH 2.5 highlighted the background 

of myxoid materials. A stain for iron highlighted the numerous 

chunky hemosiderin pigments. Further, well-controlled 

immunohistochemical stains (1A) with CK7, CD34, and CD68, 

showed the following: CK7 highlighted the tumor spindle cells and 

focal epithelioid cells, CD43 highlighted the capillary vessel 

endothelial cells and the partially surviving endocardial endothelial 

cells, and CD68 stain showed many histiocytes and monocytes from 

the inflammatory cell populations. 

A follow-up echocardiogram was performed, and it showed a normal 

ejection fraction of 55 % with no residual right atrial mass. 

 

Discussion 

Cardiac myxomas are noncancerous primary tumors of the heart and 

constitute about 50 % of all primary heart tumors [2]. They most 

commonly occur in women and can present with multiple widespread 

clinical scenarios ranging from cardiac to extra-cardiac 

manifestations. There are different clinical symptoms, from 

asymptomatic to constitutional symptoms such as fever, arterial 

embolization, endocrine dysfunction, syncope, and even sudden death 

[3-4]. 

The most common location of myxomas is in the left atrium, 

classically at the fossa ovalis border of the interatrial septum [5] or at 

the mitral annulus [6]. The second most common location for cardiac 

myxomas is the right atrium with the most common site of attachment 

being the interatrial septum, followed by the vena cava, at or near the 

coronary sinus [6]. 

Myxomas are polypoid, round, or oval and are usually gelatinous, and 

can have a lobulated surface. Right atrial myxomas tend to be more 

sessile than left atrial myxomas and can present with acute right heart 

failure, pulmonary embolism, and even systemic embolization in the 

presence  of  a  patent   foramen   ovale   or   can   be   asymptomatic. 

Tricuspid regurgitation can also occur [7]. Our patient had mild 

cardiac symptoms but her myxoma was discovered incidentally on 

abdominal CT imaging. 

The diagnostic modality of choice is an echocardiography, which 

identifies the size, site, attachment, mobility, and grossly 
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differentiates the myxoma from vegetation or a thrombus [8]. 

Transesophageal echocardiography is most selected. The sensitivity 

of transthoracic echocardiography in diagnosing myxoma is 95 %, 

and the sensitivity in transesophageal echocardiography is 100 % 

[9].Atrial myxoma is a benign tumor. The only effective treatment for 

it is surgical removal. Some have a low recurrence rate. That is why 

it is crucial to order echocardiography for its early detection. 

  

Conclusion 

Cardiac myxoma is a benign tumor that requires high clinical 

suspicion. Most cases are diagnosed incidentally on imaging. Two- 

dimensional echocardiography, including the transesophageal 

approach, is the technique of choice for diagnosis and follow-up of 

this tumor [10]. Tumor resection is the gold standard of treatment. 

Follow-up echocardiography imaging is needed to monitor cardiac 

function and recurrence rate. 
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