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Summary

A case of recurrent multiple cardiac myxomas was presented. The patient was a 27-year-old house-
wife. Four years ago, she underwent urgent resection of a left atrial myxoma and replacement of the
interatrial septum with a patch graft by right atrial approach. The tumor was very friable and a part
of the tumor dropped into cardiac chambers during the operation, and immediately saline lavage and
aspiration were performed. The recovery was uneventful.

On March, 1981, she was readmitted to our hospital because of increasing dry cough. Two-dimen-
sional echocardiography demonstrated abnormal masses in the right atrium, right ventricle, and left
atrium. Open heart surgery revealed three independent tumors, which were successfully removed.
All tumors were benign myxomas histologically. The patient returned to full-time houseworks again.

A case of recurrent multiple myxomas has not been previously reported. The recurrence of the
myxoma in our case is thought to be caused by implantation of tumor cells during the initial operative
procedure. Our case will suggest the malignant potentiality of cardiac myxoma. The necessity of radical
excision and gentle handling of the tumor during the operation are reemphasized. Postoperative follow-
up study is also mandatory for early detection of the recurrence of this potentially malignant neoplasm.
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Fig. 1. Chest roentgenogram and electrocardiogram on the first admission.

— 536 —



1981 1 A, BHowmmk B, SzFIRE <
b¥EE Rz, 38, YNEE TSI
HRD Lxa—HRECTHEENES L RS
h, ¥HEBEMT, 3A14A, E2EEOARKL
g otz

ABEREE : & 150 cm, k& 43 kg o
Bl ket AR 120/4y, %. fufE 112/84 mmHg.
IR ERICRE. MREEER T 7 T ER
Endedr ot LRERic Levine IT B pyriE#
7 TN, BB ERIC DIEERE & BEEL 7223,
tumor plop F7FFEL 22 d - 72, FFix 1 4&gRhdn

BFREES RN OHIRE

Lic. MHRGICERIER <, MEEMICIRELED
B ot KIE#EIREE 200 mmH,0 ¢5 - 7-.
REFTR : B VREE COEL, o -
i< (Fig. 4 &), LERCiFtEERE: T
B oVEL 2Rz (Fig. 4 ). M3 &E
DRI, MmMEAEMETImMET V7 2.8g/d],
T IRTYV22%, TAAYTART 7 HE—F
1211U/l 0B % BDnRTHoT-. Mmikix
45 mm/hr L{2#, CRP & 3+ Tdh -7 JRit
ECTREMSENMRSEEL 2.

LERRE (Fig. 5): BEB2FR2EST3 40

-

AR AR AR NA RN A AR ANRANNAE

Prrrerrrerrerrereerrerrireind

NIERRINENY

S —— —

RERRRARRRARARANN

R e r—

Frrerb el e rer et br et

fhrerrrtrrrrrrerrer e e

Fig. 2. M-mode echocardiograms on the first admission.
A large abnormal mass in the left atrium (LA) is demonstrated to prolapse into the mitral valve
(MV) orifice during diastole. There is no mass in both ventricles and the right atrium. Pericardial

effusion is also visualized.

RV=right ventricle; IVS=interventricular septum; AV=aortic valve; TV =tricuspid valve;
LV=left ventricle; PW=left ventricular posterior wall.
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Fig. 3. Gross photograph of the resected left atrial myxoma at the first operation.
It was attatched to the interatrial septum with a short stalk. It was 5X4X3.5 cm in size.

Fig. 4. Chest roentgenogram and electrocardiogram on the second admission.
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Fig. 5. Phonocardxograms with ]ugular phlebogram recorded on the second admission.

Systolic and diastolic scratchy sounds are recorded at the third and fourth left intercostal spaces
parasternally (3L and 4L). The jugular phlebogram (R. Jug.) shows shallow “x’ and deep “y”
troughs. An ““a” wave is not inscribed.
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Fig. 6. Two-dimensional (A) and M-mode (B) echocardiograms demonstrating multiple
myxomas.
The parasternal four-chamber view shows right atrial (T1), right ventricular (T2), and left atrial (T3)

tumors simultaneously. A part of the right atrial tumor is observed to prolapse into the right ventricle
through the tricuspid valve orifice. The tricuspid valve is not recorded at this panel. M-mode scan
is made from the level of the tricuspid valve to the mitral valve. The left atrial tumor (T3) is also
seen to prolapse into the mitral orifice (MV). No abnormal mass was found in the left ventricle.
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Fig. 7. Gross photograph of excised myxomas at the second operation.
The largest myxoma was delivered from the right atrium (left). It was attatched to the lateral wall

of the right atrium. The smallest one was originated from the edge of the interatrial septal patch graft

replaced at the time of initial operation (upper right). The ovoid tumor was from the right ventricle

(lower right). It was partially attatched to the posterior papillary muscle. All tumors were benign

histologically. There were no malignant features.
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