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SUMMAR) \ case ()}‘/1”/17 wm//(u/m myxona sum//armq /)11//11()/1(1/\ SIeNnosis is repor f('(/ 7/10 ,,/,,,
mate diagnosis was reached by echocardiography and magnetic resonance imaging which revealed large
~filling defects in the right ventricle. The tumor was successfully excised through a right atrial approach.
This approach provides adequate surgical exposire. avoids undue trauma to the ventr, icular mvocardium.

and offers an easy way for inspection of the cardiac chambers.
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INTRODUCTION

Myxomas are the most common cardiac twmors
in adult paticnts. but their localization in the right
ventricle is quite unusual. Currently tumors of the
right ventricular cavity can be clearly identilicd by
new diagnostic ols such as echocardiography and
nuclear magneltic resonance. A case with right vent-
ricular myxoma simulating pulmonary stenosis di-
agnosed noninvasively is presented.

CASE REPORT

A 26 year old soldier was admitted to the Giilha-
ne Military Medical Academy in May 1995, for
evaluation of marked exertional dyspnea. Three ye-
ars previously. a cardiac murmur had been detec-
ted, but no therapy or further investigation was con-
templated, since the murmur was considered to be
functional. On admission. physical examination re-
vealed a blood pressure of 120/70 mmHg and a re-
cular pulse rate of 80 beats per minute. Noteworthy

auscultatory findings were the attenuated sccond
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heart sound and a protosystolic click followed by a
harsh 3/6 cjection murmur on the pulmonary area.
The clectrocardiogram showed sinus rhythm and
incomplete right bundle branch block. On the chest
rocnigenogram, only mild enlargement of the pul-
monary artery shadow was noted. Routine labora-
tory findings were within normal limits. 2-D echo-
cardiogram showed clouds of diastolic echoes in
the right ventricular cavity and the right ventricular
outllow tract. There was a pulmonary infundibular
eradient of 45 mmHg. Magnetic resonance ima-
ging (MRI) demonstrated a large mass in the right
ventricle and extending into the pulmonary artery
(Fig. la. b). Operation was performed through a
median sternotomy with the aid ol cardiopulmo-
nary bypass, mild systemic hypothermia, and cold
cardioplegic arrest. The right atrium was opened.
the tricuspid valve was gently retracted. and part ol
the tumor was visualized. Tt was inserted by a short
stalk 1o the free wall of the right ventricle and obs-
tructed the right ventricular outflow tract almosi
completely. By investigating the infundibular free
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Fig - Tach - Preoperative magnetic resomnee imaging ca: sagitall
b hortzantal section) show ed the Targe niass arrowheads) in the
right ventricle and prolapsing through the pulmonary valve.
RV = right ventricle.

wall with external finger compression, the tumor
waus casily dislocated mside the right atrium and
completely excised together with its base of imp-
funt. Subscquently. the fossa ovalis was opened
and. on retraction ol the interatrial septum. the left
atrium and the mival valve was inspected in order
to rule out the coexistence of Teft-sided myxomas.
The postoperative course was uneventful. To day.
five months after operation. the patient is doing
well.

The tumor was a sessile. lobuled. and polypoid
mass with @ smooth surface: it weighed 20 e¢m and
measured 3 x 3.5 em. Uloastructural examination
revealed the classic very undiflerentiated "myxo-
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ma cells” with rare cytoplasmic organelles. Cells
surrounding the vessellike structures had cytoplas-
mic membranes with microvilli-like projections:
the tightly juxtaposed cells had distinet cytoplas-
mic membranes,

Written informed consent was obtained rom
the patient and this status was approved by the cethi-
cal committec of our institution.

DISCUSSION

Right ventricular myxomas are extremely rare.
They arc inserted mainly on the right ventricle ree
wall or interventricular septum: in rare instances
these invelve the tricuspid valve (5). Rarcly, right
ventricular myxomas are associated with other int-
racardiac myxomas and with extracardiac anomali-
es (6).

Right ventricular myxomas may simply present
as an indefinite illness. but frequently are associa-
ted with syncopal episodes due to the transient oce-
lusion of the tricuspid or pulmonary valves or with
excrtional dyspnea or chest discomlort (3). A harsh
¢jection murmur on the pulmonary arca is a frequ-
ent finding. and pulmonary valve stenosis must he
ruled oul in this stivation (3. 5). Electrocardiogram
and chest X-ray are often nondiagnostic: although.
sometimes an incomplete right bundle branch
block may be present as in our case. or caleitic de-
posits in the heart on standard radiographs may rai-
se the suspicion ol a tumor (4). Since cardiac cathe-
terization can fail to demonstrate a ranspulmonary
gradient. and imay be harmiul because of the risk ol
pulmonary embolism. visualization of the mass by
noninvasive techniques such as echocardiography
and magnetic resonance imaging has been conside-
red (o be the final step to a correct diagnosis. Recen
reports have emphasized the importance and relia-
bility of noninvasive techniques in the detection ol
intracardiac masses (1. 8). The usclulness of MR in
assessing cardiac and paracardiac masses has hoeen
reviewed by some authors (2. 7).

Lxciston of the tumor can be performed through
the right atrium. Right atrial approach for righi
ventricular myxomas is successiul in achieving a
satislfactory exposure and complete excision ol (he
tumor and its insertion. Furthermore. it ofTers an
casy way [or inspection of the left cardiac cavitios
through the toramen ovale in order to rule out the
presence ol additional small tumors not detected
preoperatively. In our patient with right ventricular
myxomi. complele excision of the tumor was achi-



cved by limiting the pedicle. FFull-thickness excisi-

on of the right venuricle wall is not justilicd accor-

ding to the literature. since there are no reports of re-

currence ol such neoplasm: however. it would be

necessary in the case ol obvious or even suspected

local infiltration.
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