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A 29-year-old woman (gravida 3, para 2) presented at 28 weeks+2 days of gestation with
atwo-months history of dyspnea associated with orthopnea and occasional palpitations.
On transthoracic echocardiography, she was diagnosed with a 3.2 x 2.7 cm left atrial
myxoma. The patient underwent open surgical resection at 30 weeks of gestation. She
had an uneventful postoperative recovery and was discharged on the ninth day. At 41
weeks of gestation, she gave birth by cesarean to a healthy baby of normal weight. Both
the mother and the baby were discharged in stable condition.

ardiac tumors are very uncommon.

Myxomas are the predominant

cardiac tumors in adults, occurring

more frequently in women between
the third and sixth decades of life,"* and are
occasionally encountered during pregnancy.’
Cardiac myxoma is extremely rare, with a reported
incidence of around 0.5 per one million people.*
However, they are being more frequently diagnosed
and managed surgically due to the widespread use
of echocardiography.’

The clinical manifestations of myxoma are
dependent on its size, mobility, and location.® They
are commonly found on the left side.® The most
common symptoms are constitutional in nature such
as myalgia, fever, fatigue, and weight loss. About half
of the cases present with symptoms suggestive of left
ventricular inflow obstruction, such as dyspnea,
dizziness, and syncope.®® Other less common
symptoms are neurological, such as stroke due to
cerebral emboli of cardiac origin.’

Cardiac myxomas are rare in pregnant women
and have been reported in only 44 publications
involving 51 individuals. About 95% of them
underwent transthoracic resection of the left atrial
mass.'” The indications for resection include the
risk of embolic events and sudden death caused
by myxoma obstructing the valve orifices."’ A few
authors have suggested deferring the surgery till after

delivery or performing it in late pregnancy.'>'?

Open heart surgery (the standard therapy)
requires cardiopulmonary bypass which can cause
alterations in coagulation, the release of vasoactive
substances, activation of the complement system,
emboli, non-pulsatile flow, hypotension, and
hypothermia.>"* Hypothermia can lead to uterine
contractions and reduction of placental blood flow.*
Maternal mortality rates vary in the literature from
1% to 5%, with an average of 2.5%, and does not
differ from those for non-pregnant women with
similar discases.' Fetal mortality rate due to surgery
is 18.6%.">'¢ Median sternotomy is the standard
surgical approach for cardiac myxoma removal.
However, Taksaudom et al,'* reported a case of
myxoma resected two weeks postpartum using right
anterior thoracotomy for the mother to have less
pain and be able to hold and breastfeed her child.

We are presenting the first case of left atrial
myxoma reported in Oman which was managed
surgically in pregnancy without interfering with its
progression and resulted in an overall good outcome.

CASE REPORT
A 29-year-old gravida 3, para 2 woman presented
to the cardiology clinic at 28 weeks+2 days of
gestation, with a two-month history of shortness
of breath, increasing in severity in the preceding
two weeks, and with associated orthopnea and
intermittent palpitations. She had two previous
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uneventful vaginal deliveries with gestational
hypertension and gestational diabetes complicating
both those pregnancies. Her past surgical history was
uneventful apart from a laparoscopic appendectomy
and cholecystectomy which were uncomplicated.
The current pregnancy was also uneventful with
a well-grown fetus. She was on low-dose aspirin
since the 12" week of gestation, in view of previous
gestational hypertension. All her investigations were
normal in this pregnancy including full blood count,
screening for gestational diabetes, Hepatitis B, and
HIV serology, and anatomy scan done at 22 weeks of
gestation. A transesophageal echocardiogram done
at another hospital at 26 weeks of gestation showed
a left atrial myxoma 3.2 x 2.7 c¢m attached to the
interatrial septum with intermittent brief mitral
inflow obstruction and ejection fraction of 58%.

When she presented at our hospital, she did not
require medications from a cardiac point of view. At
29 weeks of gestation, she was given dexamethasone
6 mg/12-hourly for two days to enhance fetal lung
maturity. We repeated the echocardiogram after
admission which showed normal biventricular
dimensions, cavity size, resting wall motion, and
systolic function. The left ventricular ejection
fraction was 67%. A large highly mobile mass
measuring 28 X 27 mm was noted in the left atrium
with a thin stalk attaching to the interatrial septum.
The heterogeneous density and overall appearance
were consistent with a left atrial myxoma. This
mass was noted to intermittently obstruct the left
ventricular inflow as it prolapsed across the mitral
valve annulus and into the left ventricle during the
diastolic phase of the cardiac cycle. The effective
mitral valve orifice in diastole was reduced to
1.9 cm? and generated a mean diastolic gradient of 4
mmHg at a heart rate of 75/min. This was consistent
with moderate left ventricular inflow obstruction.
There was no evidence of pulmonary hypertension.

Further plan of management was discussed in a
multidisciplinary meeting involving a cardiothoracic
surgeon, a cardiologist, an obstetrician, aneonatologist,
and a cardiac anesthesiologist. After discussing all
possible options with the patient and her spouse,
it was decided to proceed with surgical excision of
the myxoma.

The woman underwent left atrial mass excision
under general anesthesia at 30 weeks of gestation.
A median sternotomy incision was performed.
Cross clamp time was 64 minutes. Cardiotocogram

(CTG) was taken before and after the surgical
procedure to monitor fetal well-being. Surgery was
uneventful and she was shifted to the postoperative
cardiac care unit (CCU) for monitoring. CTG post-
procedure showed fetal tachycardia and reduced
beat-to-beat (BTB) variability which settled by 12
hours postoperatively. This was attributed to the
prematurity of the baby and continuous intravenous
infusion of morphine given to the mother for pain
relief. On the eighth-day post excision, a bedside
transthoracic echocardiogram revealed an intact
interatrial septum with no myxoma remnant. She
was discharged on the ninth day in stable condition
with advice to keep the pregnancy monitored at
her regional hospital. She remained asymptomatic
and underwent a cesarean section at 41 weeks of
gestation for failed induction of labor. The outcome
was a female baby with a birth weight of 3060 gand
Apgar scores of 9 and 10 at 1 and 5 minutes. Both
mother and baby were discharged on the third day

in stable condition.

DISCUSSION
Cardiac myxomas are commonly found on the left
side of the heart and the patient usually presents
with dyspnea as in our case.®® It is worth noting
that dyspnea during pregnancy and the postpartum
period is a relatively common symptom. The
differential diagnosis is broad and includes
etiologies such as pulmonary embolism, pneumonia,
severe preeclampsia, and physiological changes
in pregnancy.'” Primary cardiac tumors such as
atrial myxomas, given their rarity, are not usually
considered as an initial diagnosis, and can be easily
missed. Cardiac myxoma can be life-threatening and
usually requires urgent surgical removal to prevent
potentially serious embolic events, hemodynamic
deterioration, or even sudden death.'”® Wang et
al,' reported three pregnant women diagnosed
with cardiac myxomas, out of which two were
complicated by cerebral infarctions requiring urgent
surgical resection. Liu et al,”” also reported a similar
case that was complicated with cerebral infarction
and retinal artery occlusion. In pregnancy, and to
balance the maternal and perinatal risks, the timing
of surgical excision is important. The decision
to postpone it to after delivery depends on the
gestational age of pregnancy, worsening symptoms,
and the echocardiography findings. Traisrisilp
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etal,” reported a large (9 cm) cardiac myxoma in the
left atrium diagnosed at 28 weeks gestation. Being
asymptomatic, the patient was allowed to continue
her pregnancy to full term. Two weeks postpartum,
she underwent a successful resection of the myxoma.

The largest ever review of cardiac myxoma in
pregnancy (based on 44 articles and 51 patients)
was published by Yuan et al.'® They found the most
common symptoms to be dyspnea and palpitations
and that cardiac myxoma was more likely to
be diagnosed in the second trimester, as in our
patient. Transthoracic echocardiography (which
we adopted) was the most common diagnostic
technique. The vast majority (95.9%) underwent
myxoma resection during pregnancy with 47.2%
of cases resected in the third trimester, with good
maternal and fetal-neonatal outcomes. The authors
concluded that proper timing of cardiac surgery,
being non-emergency in nature, shorter operation
duration, and improved cardiopulmonary bypass
conditions would result in even better maternal and
fetal-neonatal outcomes."

Our initial plan was to delay the surgery
till the fetus became more mature. But a repeat
echocardiogram at the 29* weck of gestation showed
that the myxoma was causing moderate restriction
to diastolic left ventricular filling. This was likely to
get worse as plasma volume expanded towards the
latter part of pregnancy. Moreover, the highly mobile
nature of the mass and its rather unstable attachment
to the interatrial septum portended a high risk for
systemic embolization with potential catastrophic
complications to the fetus and the mother. Based
on the above, our multidisciplinary team decided to
conduct the surgery early.

During open heart surgery with cardiopulmonary
bypass, the patient is at risk of circulatory obstruction
and hypotension during the prolonged operative
time. This in turn may compromise the placental
blood flow, leading to premature labor, non-
reassuring fetal status, long-term disabilities, and
fetal loss.'® The fetal mortality rate during maternal
cardiac surgery with cardiopulmonary bypass is
approximately 18.6%.'>1¢

The obstetrician decided to forego intraoperative
fetal monitoring, as episodes of non-reassuring
fetal status are common during cross-clamp time
and intervention can cause more harm than good
to the mother and the fetus. Fetal heart was heard
before and after the procedure. CTG done after the

patient was shifted to CCU showed reduced BTB
variability. We did not act on that also as other
features in CTG were reassuring and the patient was
on continuous intravenous infusion of morphine
which accounted for the reduced BTB variability.
As expected, the CTG returned to normal once the
morphine infusion was stopped. The patient had
an uneventful postoperative recovery followed by a
normal antenatal period.

CONCLUSION
This is the first case of excision of left atrial myxoma
in a pregnant woman in Oman. With input from a
multidisciplinary team, the myxoma was managed
by cardiothoracic surgery in the 30% week of
pregnancy without interfering with the progression
of pregnancy and resulted in overall good outcome.
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The authors declared no conflicts of interest. Oral consent was
obtained from the patient to publish this case report.

REFERENCES

1.  Yoon DH, Roberts W. Sex distribution in cardiac
myxomas. Am J Cardiol 2002 Sep;90(5):563-565.

2. Keeling IM, Oberwalder P, Anelli-Monti M, Schuchlenz
H, Demel U, Tilz GP, et al. Cardiac myxomas: 24 years of
experience in 49 patients. Eur ] Cardiothorac Surg 2002
Dec;22(6):971-977.

3. Zheng]J, Geng XG, Wang HC, Yan Y, Wang HY. Clinical
and histopathological analysis of 66 cases with cardiac
myxoma. Asian Pac ] Cancer Prev 2013;14(3):1743-1746.

4. MacGowan SW, Sidhu P, Aherne T, Luke D, Wood AE,
Neligan MC, et al. Atrial myxoma: national incidence,
diagnosis and surgical management. Ir ] Med Sci 1993
Jun;162(6):223-226.

5. John AS, Connolly HM, Schaff HV, Klarich K.
Management of cardiac myxoma during pregnancy: a

case series and review of the literature. Int ] Cardiol 2012
Mar;155(2):177-180.

6. Reynen K. Cardiac myxomas. N Engl J] Med 1995
Dec;333(24):1610-1617.

7. Agarwal AK, Venugopalan P. Dizziness during pregnancy
due to cardiac myxoma. Saudi Med J 2004 Jun;25(6):795-
797.

8. Fang YM, Dean R, Figueroa R. Ri ht atrial myxoma
mimicking an atrial thrombus in tie third trimester
of pregnancy. ] Matern Fetal Neonatal Med 2007
Jan;20(1):77-78.

9. Yoo M, Graybeal DE. An echocardioFraphic—conﬁrmed
case of atrialy myxoma causing cerebral embolic ischemic

stroke: a case report. Cases J 2008 Aug;1(1):96.

10. Yuan SM. Cardiac myxoma in pregnancy: a
comprehensive review. Rev Bras Cir Cardiovasc 2015 Jul-
Sep;30(3):386-394.

11. Wang H, Zhang J, Li B, Li Y, Zhang H, Wang Y, et
al. [Maternal and fetal outcomes in pregnant %atients

undergoing cardiac surgery with cardiopulmonary bypass].
Zhonghua Fu Chan Ke Za Zhi 2014 Feb;49(2):104-108.

12.  Taksaudom N, Traisrisilp K, Kanjanavanit R. Left atrial




NiHAL AL RIYAMI, ET AL.

13.

14.

15.

16.

myxoma in pregnancy: management strategy using the
minimally invasive surgical approach. Case Rep Cardiol
2017;2017:8510160.

JoudiN, Levin E, Miller P, Nieman K, Lathi R, Boyd J, et
al. Recurrence of atrial myxoma in pregnancy: successful
medical management am{ postpartum resection. Cardiol

Cardiovasc Med 2021;5(1):143-149.
Mahli A, Izdes S, Coskun D. Cardiac operations during

pregnancy: review of factors influencing fetal outcome.

Ann Thorac Surg 2000 May;69(5):1622-1626.

Pomini F, Mercogliano D, Cavalletti C, Caruso A, Pomini
P. Cardiopulmonary bypass in pregnancy. Ann Thorac
Surg 1996 Jan;61(1):259-268.

Yuan SM. Indications for cardiopulmonary bypass during

17.

18.

19.

20.

pregnancy and impact on fetal outcomes. Geburtshilfe

Frauenheilkd 2014 Jan;74(1):55-62.

Lee SY, Chien DK, Huang CH, Shih SC, Lee WC, Chan,
WH. Dyspnea in pregnancy. Taiwan ] Obstet Gyneco
2017 Aig;56(4):432-436.

Latifi AN, Ibe U, Gnanaraj]. A case report of atrial myxoma
presenting with systemic embolization and myocardial

infarction. Eur Heart J Case Rep 2019 Jul;3(3):ytz104.
Liu GF, Wu Y, Sun L, Meng X, Wang]J. Left atrial myxoma

and obstruction of central retinal artery: a case report.

Chin J Ocul Fundus Dis. 2013;29(6):625-626.

Traisrisilp K, Kanjanavanit R, Taksaudom N, Lorsomradee
S. Huge cardiac myxoma in pregnancy. BMJ Case Rep
2017 Jul;2017:bcr2017219624.

OMAN MED J, VOL 38, NO 1, JANUARY 2023



