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For a patient featuring a filling defect in the pulmonary
artery, pulmonary emboli is typically cited as the most
frequent diagnosis; however, although typically rare, a
tumor in the pulmonary artery should be included in the

differential diagnosis.1 Herein we report on a patient for whom a
primary myxoma originated in the left pulmonary artery and
discuss the possible hint to make the differential diagnosis.

Clinical Summary
A 32-year-old, nonsmoking female patient had been complaining
of progressive dyspnea for 3 years. This patient revealed mild
chest tightness and palpitations but no evidence of syncope or
hemoptysis, and she did not reveal cyanosis, edema, or hepato-
megaly. The patient did not take any form of oral contraceptives
and featured no history of leg swelling. Right ventricular heave, a
grade II/VI systolic murmur over the patient’s left upper sternal
border, and a split-second heart sound were noted on physical
examination. The patient’s chest radiograph revealed prominent
pulmonary conus without evidence of cardiomegaly (Figure 1, A).
The patient’s electrocardiogram revealed sinus tachycardia and
right ventricular hypertrophy, after which echocardiography was
arranged, which revealed flow acceleration in the right pulmonary
artery and virtually no flow in the left pulmonary artery. Under the
impression of an obstructed pulmonary artery, a computed tomo-
graphic (CT) scan was performed, revealing irregular filling de-
fects in the pulmonary trunk extending bilaterally into both the left
and right pulmonary arteries (Figure 1, B). The vascular duplex did
not reveal any evidence of thrombosis of the leg veins. The blood
coagulation profile, abdominal CT scan, and serum levels of �-
fetoprotein, carcinoembryonic antigen, and carbohydrate antigen
19-9 all were within normal ranges. A perfusion scan was per-
formed, demonstrating a virtual absence of left-lung perfusion,
which suggested a diagnosis of a primary tumor in the left pul-
monary artery.

Surgical intervention was then performed for this patient, as
was arteriotomy of the main pulmonary artery, which revealed a
5 � 3 � 3–cm, soft, gelatinous, phylloid, friable mass (Figure 2, A).

The tumor featured a sessile
base located within the left
pulmonary artery proximate
to the ligamentum arteriosus (Figure 2, B). After complete resec-
tion of the tumor, with the stalk base being entirely removed, the
remaining defect in the pulmonary artery was repaired. No evi-
dence of any tumor was found in the distal pulmonary arteries,
right ventricle, or right atrium. The pathologic examination of the
removed tissue revealed a typical myxoma. The patient recovered
well, and follow-up CT revealed patent pulmonary arteries.

Discussion
Primary tumors of the pulmonary artery are quite rare, and most
reported cases are sarcomas.1 Although a myxoma is the most
common primary cardiac tumor for human subjects, as revealed by
a thorough Medline search, to the best of our knowledge, only 2
cases of primary myxoma arising in the pulmonary artery have
been reported in the literature, and only one of them was in
English.2,3

The filling defect in the pulmonary tree should be differentiated
from a diagnosis of pulmonary emboli because the treatments for
the 2 diagnoses differ markedly. It has been reported that patients
were treated with anticoagulation, thrombolysis, or both before a
diagnosis of pulmonary artery tumor was made.1,3 As regards our
patient, the young lady did not reveal any risk factors for pulmo-
nary emboli, such as venous thrombosis, immobilization, hemop-
tysis, malignancy, or hypercoagulability, and thus the likelihood of
pulmonary emboli was quite low.
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Figure 1. Preoperative images. A, The patient’s chest radiograph
revealed prominent pulmonary conus. B, Computed tomography
revealed evidence of an irregular filling defect existing from the
distal pulmonary trunk to both pulmonary arteries.

Drs Chang, Wu, and Huang (left to right)

Brief Communications

The Journal of Thoracic and Cardiovascular Surgery ● Volume 131, Number 5 1179

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Elsevier - Publisher Connector 

https://core.ac.uk/display/82127417?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1


By means of a thorough review of the imagery results for our
patient, as also presented in the 2003 report of Huang and col-
leagues,3 the irregular filling defect present in the pulmonary artery
appeared similar to a fungating mass with irregular surfaces and
not similar to a typical example of pulmonary emboli, which
features a sharp interface with intravascular contrast material.4 We
suggest a high index of suspicion of a tumor if the history or the
imagery do not resemble those of typical pulmonary emboli.

The treatment of choice for a pulmonary artery tumor features
surgical resection, but for patients with sarcomas of the pulmonary
artery, recurrence is common, and patient survival is relatively
poor. For patients with a primary myxoma located in the pulmo-
nary artery, the long-term results would appear to not be well
known. For the only case that we were able to find reported in the
relevant English-language literature,3 the patient died after sur-
gical intervention as a result of right ventricular failure. Although
a good result is generally expected after resection of cardiac
myxomas, the recurrence of primary myxomas has been reported
in the literature.5 We advise that such patients be regularly fol-
lowed up.
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Figure 2. A, Intraoperative photography revealed the myxoma
located within the opened pulmonary artery. MPA, Main pulmo-
nary artery; Ao, aorta; RV, right ventricle. B, The surgical speci-
men can be seen after complete resection. RPA, Right pulmonary
artery; MPA, main pulmonary artery; LPA, left pulmonary artery.
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