
A Sudden Onset of Parossistic Atrial Fibrillation
Federico Bizzarri1, Antonio Segreto1, Sergio De Salvatore1, Alessandro Chiusaroli1and Stefano Congiu 2

1Cardiac Surgery Unit-Polo Pontino, Department of Sciences and Medical-Surgical Biotechnologies, University of Rome “Sapienza”, Italy
2Cardiac Surgery Unit, Leeds General Infirmary, Leeds, Great Britain

Corresponding author: Federico Bizzarri, MD, Cardiac Surgery Unit-Polo Pontino, University of Rome “Sapienza”, corso della repubblica-04100, Latina, Italy, Tel:
+393337895958; E-mail: federico.bizzarri@uniroma1.it
Rec date: Feb 26, 2015 Acc date: March 30, 2015 Pub date: April 05, 2015

Copyright: © 2015 Bizzarri F, et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted
use, distribution, and reproduction in any medium, provided the original author and source are credited.

Case Report
A 67 years old woman with a medical history notable for arterial

hypertension presented with sudden onset of parossistic atrial
fibrillation and shortness of breath. On examination, she appeared in
good health condition. The blood pressure was 155/85 mm Hg, the
pulse 125 beats per minute and the axillary temperature 36.5°C; the
respirations were 24 breaths per minute. There was a grade 3/6
holosystolic murmur above the cardiac apex radiating posteriorly.
Electrocardiography confirmed the presence of parossistic atrial
fibrillation (Figure 1); a transthoracic echocardiography revealed a
mass (3.4 by 7.8 cm) (Figure 2) attached to the left atrial septum and
protruding through the mitral valve into the left ventricle, suggestive of
a myxoma. Given the risk of systemic embolization and sudden
syncope, the patient underwent prompt surgical resection of the mass
(Figure 3). Pathological evaluation revealed a benign myxoma (Figure
4). The patient had a postoperative good course and was discharged
home on the seventh postoperative day.

Figure 1: ECG showed the presence of the Atrial Fibrillation.

Figure 2: Transthoracic echography showed the presence of the CM
in left atrium.

Figure 3: Myxoma mass after surgical procedure.

Figure 4: Histologic slide of the myxoma with vascular structures
and myxoid ground substance.

Discussion
Primary tumors of the heart are rare with an incidence between

0.0017% and 0.19% in unselected patients at autopsy [1]. Although
secondary tumours are more common than primary ones, these
because secondary are metastasis of other tumours that, of course, are
more frequent. Secondary tumours, often, don’t need a surgical
approach due to the clinical state of patient.
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Such as every other neoplasia heart tumour can be divided in two
categories: malignant (20%) and benign (80%) [2,3]

Among the benign tumours myxoma is the most common, while
among malignant sarcoma is more frequent [4]. Myxoma is also more
frequent in woman and can be familiar with an autosomic dominant
transmission [5]. About 75% of myxoma is localized in left atrium,
while remaining is located in the right atrium.

About clinical presentation, first sign of CM is, often, heart failure
derived by the obstruction of blood flow through the mitral valve or by
the obstruction of the venous return. For these syncope is one of the
first symptoms that occurs, but unfortunately is not a specific
symptom. Other signs of CM can be:

Presence of a“tumor plop”during auscultation, embolization of a
fragment from the neoplastic mass, fever, loss of weight, other
constitutional symptoms (myalgia, arthralgia).

Due to the aspecific symptoms linked to this pathology, diagnosis is
often an excluding diagnosis and the gold standard are imaging

techniques like echography, even in 2D then 3D, CT-scan and RMN. In
this case, the patient’s cardiac arrhythmia and nonspecific symptoms
were due to an obstruction of blood flow through the mitral valve.

Immediate and complete surgical resection is the treatment of
choice and long-term follow up is essential to look for any tumor
recurrence.
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