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Myxoma of the Left Atrium

Il Joong Chang, M.D., Jun Huh, M.D., Gyu Bok Choi, M.D.,
Gil Ja Shin, M.D., Woo Hyung Lee, M.D., Lee Gap Park, M.D.

Department of Internal Medicine, College of Medicine, Ewha Womans University

Doo Yun Lee, M.D.
Department of Chest surgery, College of Medicine, Yonsei University

Myxoma of the left atrium is known to mimic the clinical and hemodynamic
features of mitral valvular disease. The tumor was diagnosed ‘by using the Echo-
phonocardiography., CAT—scanning, and hemodynamic studies including left heart
catheterization and angiography. The diagnosis was confirmed at operation. An ele-
ctrocardiographic timing signal permitted correlation of heart sounds and pressure
waves with movement of the tumor between the left atrium and the left ventricle.

In early systole, the tumor suddenly moved from left ventricle to the left atrium,
and a notch in the rising left ventricular pressure, a prominant c - wave, and loud,
late element of the first heart sound were noted. In early diastole, the tumor moved
rapidly through the mitral valve, causing an abrupt diminution in the left atrial
volume, thus causing a rapid y-—descent despite severe obstruction of the mitral
valve.

An early diastolic sound, thought to be an opening snap, appeared to be related
to the checking of the tumor in the left ventricle.( *Tumor plop”) .

The unusual left atrial pressure pulse permits accurate preoperative diagnosis in
left atrial myxoma. In this respect we evaluated the accuracy of the  preoperative
noninvasive studies for the diagnosis of intra-cardiac myxoma.
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Fig. 1. Phonocardiogram with simultaneous record-
ing of electrocardiogram and carotid pulse.
The third sound(S;) occurs 0.16 second
after S), namely S is Tumor plop.

Fig. 2. Simultaneous recording of phonocardiogram
(P.C.G. ) and apexcardiogram ( A.C.G. ) with
electrocardiogram (E.C.G.).

Tumor plop on the P.C.G. occurs at a time
when F point is seen on the A.C.G. Tumor
notch is seen on the systolic upstrock of

ACG.
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Fig. 3. Mitral valve echocardiogram ( preoperative
recording ).
Mass of echoes originating from the tumor
is seen behind anterior mitral valve during
the diastole.

Fig. 4. Miiral valve echocardlogram(Postoperatwe
recording ).
This shows the absence of the tumor echoes
and normal valve motion.

pressure curve W A|SEE FAd 7]EF ZAdA
mean P.W pressure &= 20 mHg 8 Z7}5l3, o]¢ty]

gERE Hol nq;q Eyst V7ol “Y ” descent
b B4 e mRled, JYBEIEIN T 3
Ak 1) o] Diastolic phase oA} 8] £3td&o] ZHE
A7 o] +Fe A £33 o|@7le] 27} o5 5
=R £ 2HE AT

71et AA} AdoRE, sty A Hb 157

gm%, Het 46%, WBC 11,400 /i o] 31 WE &S seg.
46 %, Lympho. 53 %, Eosino. 1% o0 37 A7
£% % 39m/hrgt Prothrombin time e 136%%
A T%RFR 2¥HA 28 A AY E99% Na
147 mEq/L, K* 4.6mEq/L o]l Total protein8.4
gm%, Albumin 3.9 gm%, cholesterol 190 mg%,BUN
12mg%, Cr 1.0mg%, Calcium 9.7mg%, P 42mg%
2 Aarolqitt E3 Lipoprotein electrophoresis &
Aol Ri  r-globulinfgamma}e] Zr7l% WA EHZR
ok gl e Aaw Aao Aok

4) #¢ &4

Y FF AgdA Al seddd sty 24
vrol A dhelele] Aol 0mx 5 mx3m A7)
Zofo] pedunculated type 0% stalk-& 7}z &
gol e AL dHsFaon, FHHYERE o= AH:

Aol 9%t

SR SUHE Aol £EL T L A
VUG E XS A THY AR E AAT T, A%
FAS v% Egsgn

5) wWazAsty 27

(1) 8<txz

Aol AA" F%L 1 =77t 10 om X Bom X

;
f
i
;
z

P ——

Fig. 5. Short axis two dimentional echocardiogram.
The tumor is visible in the left ventricle
during diastole.
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Fig. 6. The surgical specimens removed from left
atrium.
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