
 Journal of Geriatric Cardiology (2018) 15: 244245 
 ©2018 JGC All rights reserved; www.jgc301.com 
  

http://www.jgc301.com; jgc@jgc301.com | Journal of Geriatric Cardiology 

Letter to the Editor  Open Access  
 

Mitral pseudostenosis due to a large left atrial myxoma 
 

Konstantinos C Theodoropoulos*, Giovanni Masoero, Gianpiero Pagnano, Nicola Walker,  

Alexandros Papachristidis, Mark J Monaghan 
Department of Cardiology, King’s College Hospital NHS Foundation Trust, King’s College London, London, UK   

 

J Geriatr Cardiol 2018; 15: 244245. doi:10.11909/j.issn.1671-5411.2018.03.009 

Keywords: Mitral stenosis; Myxoma; Transesophageal echocardiography 

 
 
Myxomas are benign cardiac tumours that are mostly 

(75%) located in the left atrium, but they also can be found 
in the right atrium (15%–20%), in the right ventricle (4%) 
and in the left ventricle (3%).[1]  

A 71-year-old male presented to a district hospital with 

exertional dyspnea, orthopnea, postural dizziness and sig-
nificant weight loss over the last year. He had no known 
previous cardiac history and from his medical history he had 
only hypertension and diabetes. A transthoracic echocar-
diogram showed a large mass in the left atrium (Figure 1A),  

 

Figure 1.  Echocardiographic assessment of atrial myxoma. (A): Transthoracic echocardiogram, apical four chambers view in diastole, 
showing the myxoma in the left atrium, protruding in the left ventricle through the mitral valve; (B): TEE, mid-esophageal four chambers 
view in systole, showing the myxoma in the left atrium; (C): TEE, mid-esophageal bicaval view showing the myxoma in the left atrium at-
tached to the fossa ovalis; (D): TEE, mid-esophageal long axis view in early diastole, showing the myxoma in the left atrium whilst starting 
to protrude in the left ventricle through the mitral valve. LV: left ventricle; RA: right atrium; RV: right ventricle; TEE: transesophageal 
echocardiogram. 
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Figure 2.  Doppler and 2D assessment of mitral pseudostenosis. (A): TEE, mid-esophageal four chambers view in diastole, showing the 
myxoma in the left atrium, which protrudes in the left ventricle through the mitral valve; (B): continuous wave Doppler through the mitral 
valve in the mid-esophageal four chambers view showing a mean pressure gradient of 13 mmHg. LV: left ventricle; RA: right atrium; RV: 
right ventricle; TEE: transesophageal echocardiogram. 

otherwise the rest of the study was unremarkable. The pa-
tient was transferred to our tertiary centre for prompt resec-
tion of a possible left atrial myxoma. The pre-operative 
transesophageal echocardiogram demonstrated the large 
mass filling the whole left atrium with measured dimensions 
of 7.2 cm and 4.5 cm (Figure 1B). It was attached on the left 
side of the fossa ovalis (Figure 1C) and was protruding dur-
ing the diastole through the mitral valve into the left ventri-
cle (Figures 1D, 2A). This was causing mitral pseudosteno-
sis with a mean pressure gradient of 13 mmHg, suggesting 
severe mitral stenosis (Figure 2B). The mitral valve leaflets 
were intact and only trace mitral regurgitation was detected. 
The mass and part of the interatrial septum were surgically 
removed and sent to histopathology. The interatrial septum 
was repaired with an oval bovine pericardial patch. The 
post-operative transesophageal echocardiogram showed no 
interatrial communication or significant mitral regurgitation. 
The histopathology report confirmed the diagnosis of a 
myxoma and the patient had an uneventful recovery. 

Myxomas, as already been mentioned are benign cardiac 
tumours, and their size varies. They can have a diameter that 
ranges between 1–15 cm. Their clinical features are deter-
mined by their size, location and mobility.[1,2] Most symp-
tomatic patients will have findings from the classic triad of 
intracardiac obstruction, embolism and constitutional symp-
toms.[1] The obstructive findings (dizziness, dyspnea, cough, 
pulmonary edema and heart failure) can occur due to atrio-
ventricular valve obstruction. Our patient’s symptoms were 
caused by the obstruction of the mitral valve from the 

myxoma during the diastolic phase of the cardiac cycle. 
This can result the ‘pseudostenosis’ of a structurally normal 
mitral valve. Embolic phenomena can affect the pulmonary 
or the systemic circulation, depending on the tumour loca-
tion and the existence of interatrial communication. The 
constitutional symptoms (weight loss, fever, myalgia, ar-
thralgia, Raynaud syndrome) are mainly attributed to the 
secretion of interleukin-6 by the myxoma tumour cells.[3] 
Small myxomas can be asymptomatic and are incidentally 
found with echocardiography or other imaging modalities. 
The only acceptable therapy for cardiac myxomas is the 
prompt surgical resection in order to eliminate the risk of 
embolization. The overall risk for recurrence of a myxoma 
after resection is 2%–13%, thus it is recommended semi- 
annual follow-up with echocardiography for at least a period 
of four years after resection.[1,4] 
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