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case report
A 54-year-old male presented with complaints of chest pain 
and intermittent shortness of breath for 1 year, with no familial 
history of similar complaints. Physical examination revealed blood 
pressure 130/80 mmHg and heart rate of 94/minute. A ‘tumour 
plop’ was heard on auscultation of the precordium and routine 
laboratory investigations were unremarkable. An echocardiography 
demonstrated a 7.3cm × 3.7cm pedunculated mass in the left 
atrium that extended into the left ventricle during systole [Table/
Fig-1]. Angiography showed normal coronary vessels. The tumour 
was removed surgically. Recent follow-up showed no evidence of 
recurrence or thromboembolic complications.

Pathological findings: Gross examination of the specimen 
showed a partially encapsulated pedunculated polypoidal mass 
measuring 8.3cm x 4.7cm x 2.7cm and weighing 65 grams. On one 
side, the mass showed interatrial septal attachment with pedicle 
[Table/Fig-2]. The mass was greyish yellow to dark brown in colour. 
Cut section of the mass showed dark brown haemorrhagic areas 
and gelatinous yellow areas.

The tumour showed cells which are ovoid to stellate shaped with 
plump nuclei, open chromatin and indistinct border [Table/Fig-3] in 
the background of myxoid. The cells were arranged in capillaries, 
cords, and many were singly placed [Table/Fig-4]. Haemorrhagic 
areas showed numerous vascular spaces with telangiectasia aspect 
[Table/Fig-3].  Some areas showed mucoid changes. Stroma showed 
haemosiderin pigmented macrophages many multinucleated giant 
cells. No evidence of increase cellularity, plemorphism or mitosis 
seen. Calretinin is a novel marker to differentiate myxoid cells from 



mural thrombi. Hence, the positivity of Calretinin established the 
diagnosis.  
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ABSTRACT
Atrial myxomas are the commonest benign primary tumours of the heart. They are generally 2 to 6 cm in size. Depending on their size 
and site may result in mitral valve obstruction which may lead to pulmonary hypertension. Clinical symptoms may suggest the presence 
of a myxoma but echocardiography is the mainstay of diagnosis and confirmation is by histopathology. A well-formed, organized 
thrombus is a common differential. The report of an unusually large left atrial myxoma that occurred in a 54-year-old male causing mitral 
valve obstruction and pulmonary hypertension is presented here. 

[Table/Fig-1]: Two dimensional echocardiography showing left atrial mass extending 
into left ventricle

[Table/Fig-4]: Left atrial myxoma (low power- H&E)

[Table/Fig-2]: Pedunculated gelatinous mass with interatrial septum
[Table/Fig-3]: Left atrial myxoma showing ovoid cell: (a) stellate cells; and (b) 
haemorrhagic areas in myxoid stroma (H&E)

DISCUSSION
Primary intracardiac tumour in the site of left ventricle was described 
in 1559 [1]. Tumours of the heart are rare with varied histological 
type. Atrial myxomas are the commonest benign primary tumours of 
the heart and occur in as many as 3 in 1000 patients [1]. Myxomas 
make up 40-50% of the primary intracardiac tumours [2]. Atrial 
myxomas are sporadic in origin with unknown aetiology [3]. Most of 
these lesions, nearly 90%, appears to be solitary and pedunculated 
with 75-85% seen in left atrial cavity [4]. The symptoms of atrial 
myxoma is related to location, embolization and propensity to 
obstruct blood flow through the heart and clinically difficult to 
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diagnose [5,6]. However, the diagnosis was possible only at post-
mortem. In 1951, for the first time the diagnosis of left atrial tumour 
was confirmed by angiocardiography [7]. Now echocardiography 
is the important diagnostic tool in cases suggestive of intra cardiac 
tumours which is later confirmed histologically after removal [5,7].

The size of the lesion differs widely among patients but generally 
ranges from 2 to 6 cm [3]. When the tumour is on the left side of 
the heart, it can embolize and cause systemic deficits. The tumour 
may manifest as systemic or constitutional symptoms. There may 
be no symptoms even if the atrial myxoma develops into a giant 
mass, hence can be an incidental finding [5,8]. In this case, the 
tumour of size 7cm presented with breathlessness. Depending 
on the size and location, it may cause mitral valve obstruction 
and pulmonary hypertension [7]. The most useful diagnostic 
tool is the echocardiogram which delineates the site, size and 
attachment while differentiating from vegetation or a thrombus 
[9]. While echocardiography is the main diagnostic tool used 
to detect inrtacardiac masses, discriminating between primary 
cardiac tumours, such as myxoma, and other cardiac masses is 
still a challenge. This can only be confirmed by histopathological 
examination. As literature reveals there is low surgical mortality 
and good long term results in patients with cardiac myxoma. Our 
patient made an uneventful recovery and is healthy as revealed by 
the two year follow up.

Histologically presence of myxoma cells in the background of 
myxoid stroma is the diagnostic feature. The most challenging 
differential diagnosis is with mural thrombi showing myxoid changes. 
According to the reported studies, Immunohistochemistry (IHC) is 
not particularly helpful in the diagnosis of cardiac myxoma, but 
Calretinin marker led to the differential diagnosis of myxoma cells 
from mural myxoid thrombi.  Positive expression of Calretinin marker 
indicates that the myxoma cells may originate from endocardial 
sensory nerve tissue [10]. In our case few multinucleated cells 
were seen which were formed by the close apposition and fashion 
of adjoining cells by means of intermediate junction.

CONCLUSION
Giant left atrial myxoma is a rare benign lesion of the heart which 
can be completely cured by surgical removal. Myxomas are usually 
detected when small. Rarely, it may have an asymptomatic course 
and present with symptoms only when it becomes a large mass. 
Such large myxomas frequently have systemic embolization 
because of which they are detected. In spite of being so large, there 
were no obvious associated symptoms in our case.
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