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Multiple Recurrences
of Nonfamilial
Cardiac Myxomas

A Report of Two Cases

Cardiac myxomas are the most common primary cardiac tumors. Surgical resection usu-
ally provides definitive treatment; however, postoperative tumor recurrence has been re-
ported, especially when myxomas occur as part of a familial pattern. Only a few cases of
2nd recurrence of nonfamilial cardiac myxoma have been reported. We report 2 cases of
nonfamilial cardiac myxoma, with multiple recurrences after surgical resection. The possi-
bility of repeated recurrence of cardiac myxomas demonstrates the importance of reqular
echocardiography after surgical resection in order to detect such recurrence. Future stud-
ies, including genetic analysis of patients with recurrent cardiac myxomas, are warranted
to investigate the nature of these tumors. (Tex Heart Inst J 2007:34:236-9)

ardiac myxomas are the most common primary cardiac tumors, with an es-

timated incidence of 0.5 per million individuals annually."* Patients are often

asymptomatic but may present with congestive heart failure, thromboembolic
disease, chest discomfort, heart murmurs, or constitutional symptoms."* Echocar-
diography is the preferred method of diagnosis. Surgical resection is the definitive
treatment for cardiac myxomas, with postoperative tumor recurrence observed in up
to 3% of cases in several large series, except when myxomas occur as part of an under-
lying genetic syndrome.** Only a few cases of 2nd recurrence of nonfamilial cardiac
myxomas have been reported>**'* (Table I). We report 2 cases of nonfamilial car-
diac myxoma in which there were multiple recurrences after surgical resection.

Case Reports

Patient 1

A 42-year-old woman who had undergone surgical removal of a left atrial myxo-
ma in August 1992 presented at a hospital in Lima, Peru, in April 1993 with an
asymptomatic recurrence in the left atrium. The recurrence was detected on routine
echocardiography, which also showed that she had developed moderate mitral valve
regurgitation. The patient underwent reoperation through a biatrial approach, dur-
ing the course of which a 2.7 x 2.6 x 2.3-cm pedunculated tumor was resected. The
tumor was attached to the inferior border of a Dacron patch that had been placed in
the interatrial septum during the 1st operation. The root of the pedicle, the Dacron
patch, and the full thickness of the adjacent interatrial septum were excised, and the
resulting atrial septal defect was closed with a pericardial patch. Before the patch
was closed, all cardiac chambers were inspected and no additional tumors were seen.
Moreover, the mitral valve was replaced with a bileaflet mechanical valve. The his-
topathologic findings from examination of the excised tumor were consistent with
benign cardiac myxoma, and there was no evidence of residual tumor in the surgical
margins.

Fourteen months later, follow-up echocardiography revealed a 2.0 x 1.8-cm mass
attached to the posterior wall of the left atrium. The patient refused reoperation for an
additional 6 months, by which point she had developed malaise, arthralgia, and the
sudden onset of transient visual loss in her left eye. At the 2nd reoperation, 2 3.6 x 3.3
x 3.3-cm pedunculated tumor was excised, following the same surgical technique that
had been used earlier. This tumor, upon histopathologic study, was again consistent
with benign cardiac myxoma and was indistinguishable from the previous lesions.
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TABLE I. Nonfamilial 2nd Recurrences of Benign Cardiac Myxomas

Age at Site of Time to Time to 2nd

Primary Primary Recurrence Site of Recurrence Site of 2nd
Reference Tumor (yr) Sex Tumor (mo) Recurrence (mo) Recurrence
Hermans K, 58 M Left atrium 5 Right ventricular 174 Left ventricle and
etal’ outflow tract mitral valve leaflet
Cleveland DC, 48 F Left atrium Unknown Left atrium Unknown Left atrium
etal®
Jugdutt B, 46 M Left atrium 30 Left atrium 41 Left and right atria
etal’ (multiple) (multiple)
O'Neil MB Jr.,, 18 M Left atrium 48 Tricuspid valve 48 Right atrium
etal®
Gray IR and 32 M Left atrium 15 Left atrium 45 Left and right atria,
Williams WG? right ventricle, and

main pulmonary artery

McCarthy PM, 32 F Right atrium 36 Left atrium 120 Left atrium
etal’®
Aroca A, 53 F Left atrium 60 Left and right 48 Left atrium
etal” atria
Moyssakis |, 21 M Right ventricle 72 Left atrium 132 Left and right atria
etal.” and right atrium
Current 41 F Left atrium 8 Left atrium 14 Left atrium
patient #1
Current 41 M Left atrium 36 Left atrium 396 Right atrium
patient #2

At the time of writing, no other myxoma has been di-
agnosed in this patient. In addition, further questioning
has revealed no history of myxoma in any of her close
relatives.

Patient 2

A man with a history of hypertension and coronary ar-
tery disease had undergone surgical removal of a left
atrial myxoma in 1969 and again in 1972. In November
2005, routine echocardiography revealed a new mass
in the right atrium, although the patienc—by then 77
years of age—did not complain of any associated symp-
toms. The mass was estimated by echocardiography to
measure 3.2 x 5 cm (Figs. 1-3). Surgical removal of the
mass was planned, and this was preceded by preopera-
tive coronary angiography that revealed a 70% stenosis
of the left anterior descending coronary artery. Coro-
nary angiography also showed prominent neovasculari-
zation in the area of the right atrium where the myxoma
was seen on echocardiography. Surgical resection of the
myxoma included removal of a 5-mm margin of native
cardiac tissue, together with the interatrial patch placed
atan earlier surgery. Additionally, a single-vessel bypass
was performed from the left internal mammary artery
to the left anterior descending artery. Histopathologic
findings in regard to the excised mass were consistent
with benign cardiac myxoma.
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As in the previous case, the patient was unaware of any
history of cardiac myxoma among his close relatives. At
the time of this writing, he has not had any additional
recurrences.

Discussion

Several large case series of patients with nonfamilial car-
diac myxomas have demonstrated recurrence rates of up
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Fig. 1 Patient 2. Two-dimensional transthoracic echocardiogram
of right ventricular inflow tract shows recurrent cardiac myxoma
and its estimated size.
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Fig. 2 Patient 2. Four-chamber transthoracic echocardiographic
view shows recurrence of a cardiac myxoma.

33
=1"]
M

Fig. 3 Patient 2. Short-axis transthoracic echocardiographic view
shows recurrence of a cardiac myxoma.

to 3% after surgical resection.*>" However, none of these
series has reported multiple recurrence except within the
context of a familial pattern.’ In fact, only 10 cases of
re-recurrent nonfamilial cardiac myxoma have been re-
ported in the literature in the past 30 years, including
our 2 cases described above (Table I). Of these patients,
6 were men and 4 were women. The mean age at which
the primary tumor was discovered was 39 years.

The primary tumor was found in the left atrium in
8 patients, in the right atrium in 1 patient, and in both
the right atrium and the right ventricle in the remaining
patient. Information was cited on intervals of recurrence
and 2nd recurrence for all but 1 case. The average inter-
vals for recurrence and 2nd recurrence were 2.9 years and
9.4 years, respectively. The recurrent tumor appeared in
the same chamber as the primary tumor in 5 patients, in
a different chamber in 2 patients, in multiple chambers
in 1 patient, on the tricuspid valve in 1 patient, and in
the right ventricular outflow tract in 1 patient.

At 2nd recurrence, 4 patients showed multiple syn-
chronic tumors, and 3 patients had multiple-chamber
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involvement. The remaining patients were affected by
single tumors, 4 of which recurred in the left atrium and
2 in the right atrium.

Histopathologic analysis of the original and all recur-
rent tumors showed the features typical of a benign
cardiac myxoma in all but 1 case. In that patient, the
original myxoma was typically benign, but the 1st and
2nd recurrent tumors were reported to have a more ag-
gressive histologic appearance.®

Two patients with a 2nd recurrence died as a result
of the tumor—sudden death in 1 case and death from
postoperative complications in the other. The available
data revealed that the remaining patients were doing
well and were free of tumor at the latest follow-up.

Possible causes of multiple recurrence include in-
complete excision of the original tumor, intracardiac
implantation from the original tumor, malignant trans-
formation, and growth from secondary “pre-tumorous”
foci.

In both of our patients, the initial operation and the
reoperation were performed by use of a traditional surgi-
cal approach, with clean surgical margins demonstrated
after reoperation. Successful resection of large cardiac
tumors has also been accomplished by means of cardiac
autotransplantation. This emerging surgical technique
enables improved access to left-sided tumors and reliable
cardiac reconstruction." Autotransplantation, which
was first applied to the resection of a cardiac myxoma
in 1987, is highlighted in a more recent case series that
includes both benign myxomas and malignant cardiac
tumors.' The surgical approach chosen for resecting
cardiac tumors should allow clean surgical margins, in
order to avoid recurrence.

In cases of recurrent cardiac myxoma in which mac-
roscopic and microscopic specimens from the previous
surgery have shown clean surgical margins, other poten-
tial causes of recurrence, including malignant transfor-
mation, should be considered. Although these tumors
are usually considered benign, a subpopulation of car-
diac myxomas may have intrinsic malignant potential,
as demonstrated by more aggressive patterns of recur-
rence, a progressive change in the histologic nature of
a tumor from myxoma to sarcoma, an abnormal DNA
ploidy pattern (in up to 40% of patients who experience
recurrence), and distant metastases. Multifocality has
been reported to be the reason for recurrence in most
cases; in the present series, several recurrent and re-
recurrent myxomas arose concurrently at different sites,
which suggests multifocal disease.

Although neither of the patients in our report was
aware of other occurrences of cardiac myxomas in fam-
ily members, these tumors are frequently asymptomatic
and might go undiagnosed. Genetic analysis was not
available for cases reported elsewhere in the literature,
nor has such analysis been performed on our 2 patients.
Previous studies have identified genetic differences be-
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tween patients with familial and nonfamilial cardiac
myxomas.” Genetic analysis combined with echocardio-
graphic surveillance of family members would enable
more decisive exclusion of familial syndromes than was
obtained in our study. In the future, genetic screening of
patients with recurrent cardiac myxomas might help to
identify patients at risk for additional recurrence.

The previously reported cases of repeatedly recurrent
benign cardiac myxomas, along with our 2 new cases,
demonstrate the importance of regular echocardiogra-
phy after surgical resection of benign cardiac myxomas,
in order to detect recurrence and avoid potential com-
plications. Whether there is a subpopulation of cardiac
myxomas with a tendency to recur or with a malignant
potential is open to question but is worthy of considera-
tion. Future studies, including genetic analysis of pa-
tients with recurrent cardiac myxomas, are warranted
in order to investigate the nature of these tumors.
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