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Case Report

Giant obstructive myxoma presenting as mitral valve
obstruction with severe pulmonary hypertension
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Abstract

Cardiac myxomas may have different clinical presentations that may expose the patient to sudden death due to obstruction
of the left ventricle inflow. The authors report a case of 34 years old male who was diagnosed with left atrial myxoma
that presented as mitral valve obstruction with severe pulmonary hypertension. He underwent emergent sternotomy
under cardiopulmonary bypass and the myxoma was successfully removed. The postoperative course was uneventful.
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Introduction

Cardiac myxoma can lead to obstruction, usually of mitral
valve flow, requiring timely determination of severity and
necessity for emergent surgical resection1. We present a case
of obstructive left atrial myxoma that presented as mimicking
severe mitral stenosis with severe pulmonary hypertension. It was
surgically removed by emergent sternotomy.

Case presentation

Our patient was a 34 years old male patient with no previous
cardiovascular history. He has been suffering from increasing
dyspnea and anorexia for 3 months. Due to an acute chest pain and
severe New York Heart Association (NYHA) class III dyspnea, he
was admitted to cardiac intensive care unit (ICU). The clinical
examination did not find any sign of chronic heart failure. He
was cachectic with decreased body mass index (BMI) (19kg/
m2). Cardio-pulmonary auscultation revealed late diastolic flow
murmur. Electrocardiogram (ECG) showed sinus rhythm and
complete right bundle branch block. On the echocardiogram, the
right cavities were dilated. Also, it revealed a giant heterogeneous
mass of 75 mm in the left atrium with a thin peduncle on the
septum (figure 1). This mass was collapsing the mitral valve
that was obstructed (figure 2) and it lead to severe pulmonary
hypertension (pulmonary artery mean pressure (PAMP) 75
mm Hg). We concluded the diagnosis of obstructive left atrium

myxoma and decided for urgent surgical ablation. The patient
underwent sternotomy under cardiopulmonary bypass and bicaval
cannulation. We used trans-septal approach: right atriotomy, then
opening of atrial septum. Resection of the implantation of the
mass on the septum was done and then it was removed from the
left atrium (figure 3). The mitral valve was anatomically normal.
The postoperative course was uneventful. On day 6, the repeat
echocardiogram showed a mild mitral regurgitation and partial
recovery from the pulmonary hypertension (PAMP at 29 mm Hg).
He was discharged from hospital on the day 7 postoperatively.

Figure 1: TTE 4-chamber view showing a mass protruding into the
mitral valve
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Giant obstructive myxoma presenting as mitral valve obstruction with severe pulmonary hypertension.

We decided to emergently perform surgery because of the
risk of acute pulmonary edema. The diagnosis can be easily
made by transthoracic echocardiogram but trans-esophageal
echocardiogram appears to be helpful to determine the tumor
location5. In our case, due to the serious clinical features, we
found meaningless to delay the surgery for any reason. That is
why we did not wait to electively perform mini invasive approach
that is possible in our Centre. Nevertheless, the postoperative
course was satisfactory. Overall, the rapidity of the decision to
surgically remove the obstructive myxoma saved the patient’s life.

Conclusion
Fig 2: TTE parasternal long axis view showing the giant mass inside the
left atrium

Mitral valve obstruction can be one of the presentations of left
atrium myxomas that expose the patient to risk of sudden death.
In this situation, approach by classical open surgery appears to
be an efficient and affordable procedure to remove it. We hereby
present the case to increase the awareness of the urgency of this
disease and its emergency management.
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