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Introduction

Myxomas represent more than 50% of benign cardiac
neoplasm and are the most frequent cardiac tumors (1).
Recent studies showed these neoplasms are commonly
located in the left atrium (>90%), usually as a pedicled mass
arising from the inter-atrial septum at the border of the
fossa ovalis (2). Intra-cardiac masses should be differentiated
as they could potentially represent a primary or secondary
metastatic mass or endocarditis vegetations. We present a
case of an exceedingly rare myxoma location, arising from
the free-edge of the posterior mitral valve (MV) leaflet,
which was incidentally identified in a 20-year-old female
investigated for recent onset shortness of breath.

Case presentation

A 20-year-old female referred worsening dyspnea during
moderate exertions and was therefore referred for an
echocardiogram following the incidental finding of a
systolic murmur. Past medical history included May-Turner
syndrome (anatomical variant where the right common
iliac artery overlies and compresses the left common iliac
vein against the lumbar spine) with recurrent deep vein
thrombosis requiring oral anticoagulation, obesity and
antiphospholipid antibody syndrome.

The trans-esophageal echo revealed the presence of a
2 cm x 1 cm lobulated mass attached on the free edge of
the posterior mitral leaflet with protrusion into the left
ventricle during the cardiac cycle; furthermore, there was
an evidence of a moderate MV regurgitation with a central
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jet possibly in relation to the mass and a mild-moderate
annular dilatation (Figure 14,B).

Via a conventional surgical approach and under general
anesthesia, the valve was approached through a left atriotomy.
Intraoperative findings confirmed the atypical location of
this atrial mass with a small pedicle arising from the free-
edge of the MV posterior leaflet (Figure 1C,D). After a
successful excision, there was evidence of residual central
MV regurgitation (Figure 2) (3), thus suggesting the need for
an annuloplasty. Annuloplasty with a semi-rigid band (CG
Future, Medtronic, Minneapolis, MN, USA) was performed
with an excellent result (Figure 1C,D and Figure 3) (4).

Histopathological analysis confirmed the diagnosis of left
atrial myxoma.

Discussion

This case depicts a very unique anatomical location of
a left atrial myxoma posing a differential diagnosis with
vegetation, fibroelastoma and thrombus or a malignant
mass. Past medical history and physical examination
of this patient did not show any supporting criteria for
the diagnosis of infective endocarditis at the level of the
MV (5). Moreover, healed vegetations appear as high density
and mobile masses with associated irregular thickening
of the valve leaflets (6): all the above features were not
found in the pre-operative echocardiogram. Conversely,
fibroelastomas commonly involve valves, especially
aortic or MV but usually appear as a homogeneous well-
delineated mass with uniform echogenicity (1,7). Primary
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Figure 1 Trans-esophageal echocardiogram showing: (A) lobulated mass at the level of the free edge of the posterior mitral valve leaflet and (B)

moderate central mitral valve jet. (C) Intraoperative finding of a left atrial mass with a small pedicle arising from free edge of the posterior

leaflet of the mitral valve; (D) mitral valve annuloplasty by means of incomplete semi-rigid band.
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Figure 2 Residual central mitral valve regurgitation after complete
mass excision (3).
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osteosarcoma frequently has extensive calcifications
while metastases commonly involve the right cardiac
chambers (8). A diagnosis of native MV thrombus could
have been also unlikely since such entity typically occurs
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Figure 3 Intraoperative mitral valve competence test after
annuloplasty by means of incomplete semi-rigid band (4).
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on prosthetic MVs. Moreover, most of the thrombi are less
mobile and no pedicle is usually present, unlike the current
case (9).

A definitive diagnosis as an exceedingly rare MV
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myxoma was confirmed with histopathological analysis after
complete surgical excision. After mass removal, central
moderate MV regurgitation after competence test was
corrected by means of incomplete ring annuloplasty with
an excellent result. Patient was discharged at home 7 days
after surgery and transthoracic echocardiogram showed no
remnants of the mass at the level of MV posterior leaflet
and no residual regurgitation.
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