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Rapid growth of a left atrial myxoma shown by
echocardiography
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SUMMARY Rapid growth of a left atrial myxoma was demonstrated in a patient who showed no

echocardiographic evidence of the tumour when he was admitted for coronary artery bypass
grafting. Eight months later he complained of dyspnoea and fatigue, and cross sectional echo-
cardiography showed a 6 x 4 cm left atrial myxoma. This was removed and the diagnosis was

confirmed by histological examination.

Although atrial myxomas are rare they are the most
common primary cardiac tumour. With the devel-
opment of cross sectional echocardiography the di-
agnosis of atrial myxoma at an earlier stage has
become easier, and recognised cases are becoming
more common. However, few data have been col-
lected about the growth of the tumour. The interval
from the onset of symptoms to operation or death
varied from two days to eight years (mean 16
months) in the retrospective study of St John Sutton
et al.' In the same study there were two recurrences
within three years of resection.
We report the clinical, echocardiographic, angio-

graphic, and morphological results in a patient in
whom rapid growth of a left atrial myxoma over
seven months was demonstrated.

Case report

A 45 year old man was referred to the Hopital Cardi-
ologique, Bordeaux, in April 1983 for evaluation of
coronary artery disease a few weeks after an inferior
myocardial infarction. At this first examination no
murmur was heard. A cross sectional echo-
cardiogram showed a normal sized left ventricle with
reduced motion of the inferior wall. Mitral valve
motion was normal and the left atrium was free of
any visible mass (figs 1 and 2). A coronary angiogram
showed three vessel disease with complete obstruc-
tion of the right coronary artery. Right ventricu-
lography was not performed; there was no
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neovascularity of the atrium. The patient sub-
sequently underwent coronary artery bypass
surgery. The operation was successful and uncom-
plicated. A postoperative echocardiogram was nor-
mal except for showing evidence of persistent
hypokinesia of the inferior wall. Eight months later
the patient complained of fatigue and dyspnoea
(class III New York Heart Association). Cardiac ex-
amination showed a regular rhythm, an accentuated
first heart sound, and a diastolic sound. The appear-
ance of the electrocardiogram was unchanged. A
cross sectional echocardiogram showed a large glob-
ular mass (6 x 4 cm) in the left atrium, protruding
through the mitral valve during diastole. The tu-
mour was attached to the interatrial septum by a
short broad stalk (figs 1 and 2). A pulmonary cine-
angiogram confirmed the presence of a large left
atrial mass which moved through the mitral valve
into the left ventricle during diastole. This filling
defect was also visible during left ventriculography
at the level of the inflow tract. It had not been present
on the first left ventriculogram in April. Further-
more, selective angiography of the right coronary
artery graft produced a tumour blush through small
branches of the distal right coronary artery. A
5.5 x 4cm tumour was removed. It had a smooth
external surface and was attached to the interatrial
septum. The mass had the typical gross and histol-
igical features of a myxoma. Light microscopy of
haematoxylin and eosin stained sections disclosed
typical scale-like myxoma cells. Alcian blue stained
sections showed the extensive glycosaminoglycan
ground substance that is characteristic of a myxoma
matrix. A myxosarcoma was excluded. The patient
remains well three years after operation.
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Fig 1 M mode echocardiograms. (a) Recorded in April when mitral valve motion was normal
and left atrium (LA) appeared to befree ofany visible mass (L V, left ventricle). (b) Eight months
later abnormal echoes showed the presence of a mass protruding through the mitral valve during
diastole.
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Rapid growth of a left atrial myxoma shown by echocardiography

Fig 2 Apicalfour chamber views. (a) In April when the chamber wasfree ofabnormal masses. ( Top, diastole; bottom, systole).
Left cavities are on the right. (b) Eight months later a large mass was seen in the left atrium during systole (bottom). During
diastole the mass protruded through the mitral valve into the left ventricular inflow tract (top). (a, apex; b, base; r, right; 1,
left).

Discussion

The time taken for an atrial myxoma to produce
symptoms is variable.2`4 To our knowledge this is
the first well documented case of rapid growth of an
atrial myxoma. Cases of rapid recurrence of left atrial
myxoma have been reported, however. St John Sut-
ton et al reported two tumour recurrences within
three years of myxoma resection.' Read et al re-
ported two recurrences of the tumour in the same
patients5; the first myxoma was attached to the inter-
atrial septum and was excised and the first recur-
rence (from the left posterolateral atrial wall)
occurred 15 months after resection. Because the base

of the second tumour could not be removed com-
pletely it was cauterised. Seven months after the
second operation there was a second recurrence from
the previously cauterised base. Read et al concluded
that partial excision was the most likely cause of
recurrence but that rapid recurrence does not always
follow incomplete resection.6
Some workers have described rapid symptomatic

deterioration probably caused by haemorrhage
within the rapidly enlarging myxoma.7 In our ex-
perience of 26 atrial myxomas we found only one
recurrence; this occurred seven years after the initial
resection.

Cross sectional echocardiography should be re-
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peated if new clinical features develop that are com-
patible with an intracardiac tumour. Multiple views
were recorded during each examination in the
present case. We believe that the tumour was too
small to be seen at the first examination. The tumour
in our case was unusually vascular. Increased vascu-
larity is also found in cases of left atrial thrombi.8
Some workers believe that highly vascularised
myxomas may be difficult to diagnose by echo-
cardiography because their echogenicity is low.9 In
our case, however, vascularisation of the left atrium
was not abnormal on the first coronary angiogram in
April and when the tumour was discovered by cross
sectional echocardiography the following December
the mass showed considerable homogeneous
echogenicity.

We thank Professor F Fontan and DrN Sourdille for
their contributions to this study and Professor A
de Mascarel and Dr J F Goussot, Service
d'Anatomopatholgie, Hopital St Andre, 33000 Bor-
deaux, who performed the histological examination.
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