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CASE REPORT
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ABSTRACT

Introduction. Primary cardiac tumours are very rare
neoplasms, usually with a late diagnosis in clinical
practice, because of nonspecific symptoms and clini-
cal signs.

Case presentation. We report the case of a 28-year-
old woman, who presented for right flank and right
iliac fossa pain, radiating to the right lower limb. The
pain was progressive and had had its onset 3-4 days
previously. The patient was known with renal calyceal
microlithiasis (with renal colic in the history) and mild
iron deficiency anaemia, and had a medical history of
recurrent miscarriages. Physical examination revealed:
sinus bradycardia (50-54 bpm), low-grade fever, and
positive Giordano sign on the right side. The pain was
considered as right renal colic and analgesics and an-
tispasmodics were administered. Blood tests revealed
normocytic, hypochromic anaemia and a mild inflam-
matory syndrome. Abdominal ultrasound revealed
bilateral renal microlithiasis and also a triangular, hy-
poechoic area in the right kidney parenchyma, with no
colour Doppler ultrasound signals. Echocardiography
revealed a left atrial mass with a diameter of 1.5 cm,
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REsumE
Bradycardie sinusale chez une jeune femme

Introduction. Les tumeurs cardiaques primitives sont
des entités cliniques relativement rares avec un diagnos-
tic tardif en raison de manifestations non spécifiques.

Rapport du cas. Une femme de 28 ans, non-fu-
meuse, a été admise a notre hopital avec une douleur
dans la région latérale droite et dans la fosse iliaque
droite irradiant vers le membre inférieur ipsilatéral. La
douleur était progressive et a commencé il y a quelques
jours. La patiente a dans ses antécédents médicaux
une fausse couche, une micro lithiase rénale et une
anémie faible. Lexamen physique révéle une fiévre l¢-
gére, une bradycardie sinusale (50-54 bpm) et le signe
de Giordano positif sur le coté droit. La patiente a été
diagnostiquée avec une colique rénale droite et traitée
avec des analgésiques et des antispasmodiques. Les
analyses biochimiques ont révélé une anémie normo-
cytaire hypochrome et un syndrome inflammatoire.
Une échographie abdominale a été effectuée montrant
une micro lithiase rénale et une zone de parenchyme
triangulaire et hypoéchogéne sans signal d’échographie
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hyperechoic, heterogeneous, mobile, attached to the
interatrial septum. Chest-abdomen-pelvis CT con-
firmed the presence of the cardiac mass, as well as an
area of right renal infarction. Anticoagulant therapy
with low molecular weight heparin was initiated. The
patient was referred to the cardiovascular surgery de-
partment, where the cardiac mass was removed and
sent for histological examination, which confirmed
the diagnosis of left atrial myxoma. The patient had a
favourable evolution.

Conclusions. The presence of sinus bradycardia in a
young patient, without known cardiac diseases, led to
the necessity of an echocardiography, which revealed
the left atrial mass. Peripheral embolization with right
kidney infarction represented the clinical onset of the
cardiac tumour. In this patient, who presented with
abdominal and right flank pain, the previous known
diagnosis of renal microlithiasis was initially mislead-
ing. Cardiac tumours have unspecific symptoms and
the first manifestations could be due to the emboliza-
tion of tumour fragments in the periphery, mimicking,
thus, other disorders.

Keywords: atrial myxoma, sinus bradycardia, periph-
eral embolization, renal infarction, renal colic, heart
tumours.

INTRODUCTION

Primary cardiac tumours are relatively rare and
the most frequent is atrial myxoma which accounts
for approximately 50% of cases'. Atrial myxoma is a
benign tumour found especially in adults over the
age of 60. It can be discovered in various sites: left
atrium, right atrium or the two ventricles. It most
commonly affects the left atrium, with a particular
predisposition for the interatrial septum"?. The inci-
dence of atrial myxoma varies based on sex: left atri-
al myxoma is twofold more frequent in women vs.
men, whereas right atrial myxoma can be discovered
in both sexes in a similar percentage’.

Atrial myxomas can lead to the development of
various clinical signs, yet the typical one is dyspnoea.
Other clinical manifestations are arrhythmias, pe-
ripheral edema and those related to embolic compli-
cations or valvular involvement®’.

CAsE PRESENTATION

A 28-year-old female, non-smoker, is admitted
to the Internal Medicine Clinic for pain in the right
flank and right iliac fossa, extending to the ipsilateral
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Doppler dans le rein droit. Céchocardiographie a révélé
une masse auriculaire gauche d’un diameétre de 1.5 cm,
hyperéchogeéne, hétérogene, mobile, attachée au sep-
tum inter-atrial. Le scanner de thorax-abdomen-pelvis a
confirmé la masse cardiaque ainsi qu'une zone d’infarc-
tus du rein droit. Le traitement anticoagulant a été ini-
tié. Le risque cardiaque préopératoire a été évalué et le
patient a été dirigé vers le service de chirurgie cardiovas-
culaire ou la masse cardiaque a été prélevée. Lexamen
histologique a confirmé le diagnostic de myxome auri-
culaire gauche. Lévolution du patient était favorable.
Conclusions. La particularité de ce cas est représentée
par la symptomatologie spécifique d’une colique rénale
chez une patiente présentant des antécédents médi-
caux de micro lithiase, suggérant une maladie rénale.
La présence d’une bradycardie sinusale chez un jeune
patient a nécessité une échocardiographie qui a révélé la
masse auriculaire gauche. Lembolisation périphérique,
qui avait conduit a un infarctus du rein droit, était le
début clinique dans ce cas de myxome auriculaire. Les
tumeurs cardiaques ont une symptomatologie non spé-
cifique et les premiéres manifestations pourraient étre
dues a 'embolisation des fragments tumoraux a la péri-
phérie, imitant ainsi d’autres pathologies.

Mots-clés: myxome auriculaire, bradycardie sinusale,
embolisation périphérique, infarctus rénal, colique ré-
nale, tumeurs cardiaques.

inferior limb. The pain was progressive and had had
its onset a couple of days ago. The medical history
of the patient included: miscarriage in the 6™ week
of pregnancy, renal calyceal microlithiasis and mild
iron-deficiency anaemia. The patient also related mul-
tiple episodes of renal colic on the basis of calyceal mi-
crolithiasis. The clinical examination highlighted the
following abnormal findings: low-grade fever, sinus
bradycardia (pulse rate 52 beats/minute), right flank
pain and positive Giordano sign on the right side.

Evaluation by electrocardiography revealed sinus
bradycardia (heart rate 50-54 beats/minute), as shown
in Figure 1. All other characteristics were in normal
limits.

The diagnosis of right renal colic was estab-
lished and the patient was hospitalized and treated
with analgesics and antispasmodics. Blood tests re-
vealed mild normocytic, hypochromic anaemia and
low-grade inflammatory syndrome. Abdominal ul-
trasound revealed renal calyceal microlithiasis and a
triangular, hypoechoic area of parenchyma with no
Doppler ultrasound signal in the right kidney. The
presence of sinus bradycardia in a young female with
no significant medical history was initially attributed
to vagal stimulation caused by the abdominal pain.
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Figure 1. Electrocardiography on admission: sinus bradycardia.

Echocardiography was decided and a left atrial
mass with a diameter of 1.5 cm, hyperechoic, hetero-
geneous, mobile, with irregular contour was discov-
ered. The mass was attached to the interatrial septum
and had the tendency to prolapse in the left ventricle
during diastole (Figure 2).

Chest-abdomen-pelvis CT confirmed the cardi-
ac mass, as well as an area of right renal infarction.
Anticoagulant treatment with low molecular weight
heparin was initiated. Preoperative cardiac risk was
assessed and the patient was referred to the cardio-
vascular surgery department where the cardiac mass
was removed (Figure 3). Histological examination
confirmed the left atrial myxoma diagnosis. The evo-
lution of the patient was favourable.

Discussion

In most cases, due to unspecific symptomatolo-
gy or even absence of symptoms, diagnosis of atrial

myxoma is late and established in patients over 60
years old. The most common symptom for which pa-
tients present to the hospital is dyspnoea, especially
when the atrial myxoma is located near the mitral or-
ifice. In this situation, the heart mass can lead to the
obstruction of the mitral orifice and, subsequently, to
the development of heart failure-related symptomatol-
ogy'. Also, in over 80% of cases, the clinical examina-
tion of the cardiovascular system by auscultation can
reveal heart murmurs®.

Other symptoms and signs may be: arrhyth-
mias, syncope or a clinical picture arisen from the
peripheral embolization of tumour fragments (as in
the case of our patient, who was diagnosed with re-
nal infarction)”®. Embolic events are the second most
common complications after the obstruction of the
mitral orifice’. Arrhythmias due to atrial myxoma
can sometimes be non-life-threatening, such as the
sinus bradycardia described in this report, or even
take the form of sudden cardiac death™1°.

Figure 2. 2D transthoracic echocardiogram: left atrial mass attached to the interatrial septum.
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Figure 3. Gross examination of the left atrial mass following surgical removal.

In the case of our patient, the presence of sinus
bradycardia at the clinical examination and on the
electrocardiogram in a young patient without cardio-
vascular risk factors determined us to recommend
transthoracic echocardiography.

A report published in 2001 that analysed clini-
cal findings in 112 patients diagnosed with left atrial
myxoma evidenced that sinus bradycardia is more fre-
quent than sinus tachycardia or other arrythmias'’.
Moreover, embolic complications were seen in a high-
er percentage in young men rather than in women. In
females, the most common age group affected by atri-
al myxoma was 40-70 years old, whereas in men all
age groups were equally interested'!, Furthermore, a
similar study from 2002 highlighted that sinus tachy-
cardia is a risk factor for peripheral embolization of
tumour fragments, as well as tumour involvement of
the mitral valve and tumour prolapse via the mitral
orifice'?. Over 90% of patients that suffer embolic
complications meet at least two of the three afore-
mentioned criteria: sinus tachycardia, tumour in-
volvement of the mitral valve or tumour prolapse via
the mitral orifice’. The presence of sinus bradycardia,
however, might be explained by the tumour prolapse
via the mitral orifice, which leads to a prolongation
of the diastole.

Benign heart tumours can be associated with be-
nign or malignant arrhythmias that can have a recur-
rent character and persist even after surgical excision
of the mass. This can be due either to tumour ex-
tension to anatomical structures, which do not allow
the complete resection in terms of safety (the surgical
risks are higher than the benefits of the procedure) or
due to tumour involvement of the conducting tissue
of the heart”. Currently, no risk stratification system
for malignant arrhythmias has been proposed and
there are no clear instructions in the guidelines of the
European Society of Cardiology (ESC) regarding the
need for an implantable defibrillator in such cases.
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Moreover, the presence of arrhythmias, and atrial
fibrillation in particular, has often been associated
with the occurrence of large atrial myxomas'*.

The peculiarity of this case report resides in the
specific symptomatology for a renal colic in a patient
with a medical history of renal calyceal microlithia-
sis, which initially oriented the diagnosis towards a
kidney disease. At the same time, the discovery of
persistent sinus bradycardia in a young female with
no cardiovascular risk factors justified the echo-
cardiography request revealing the left atrial mass.
Peripheral embolization, which had led to a right re-
nal infarction, was the clinical onset in this case of
atrial myxoma.

CONCLUSIONS

Cardiac tumours can have unspecific manifesta-
tions, thus mimicking other diseases. The first symp-
toms and signs can sometimes develop due to periph-
eral embolization of tumour fragments. Despite the
uncharacteristic symptomatology, heart tumours can
cause severe complications and even sudden cardiac
death. Early diagnosis can increase the success rate
of surgery and improve the prognosis of the patients.
Comorbidities may have a role in the prognosis of
these patients” ',
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