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Case Report
Left atrial myxoma and transient  
ischemic attack: case report
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Abstract: Cardiac tumors are rare and myxomas are the most prevalent among them. Although it presents benign 
histology, they may be the cause of severe consequences due to intracardiac location. Nonspecific manifestations 
may hinder the diagnosis, which can lead to complications, such as changes in cardiac dynamics, thromboembolic 
events and death. This paper presents a case report of a patient in the emergency department of a high com-
plexity hospital in Minas Gerais State, Brazil, with a clinical history of angina and 7 previous Transient Ischemic 
Attack (TIA), besides aphasia, right hemiparesis, dysarthria, and mouth deviation. Submitted to transesophageal 
echocardiography, she was diagnosed with left atrial myxoma. For the treatment of myxoma, a surgical approach 
was used to resect the myxoma in the left atrium. The standard surgical approach was through a median ster-
notomy. Cardiopulmonary bypass (CPB) with aortic and bicaval cannulation and moderate hypothermia was used. 
Myocardial protection was achieved by cold antegrade blood cardioplegia. The patient had notable characteristics 
for the diagnosis, especially the previous occurrence of seven episodes of TIA. The importance of correct clinical in-
vestigation (anamnesis, general and specific physical examination and imaging tests) is notable and a fundamental 
tool for the diagnosis and early treatment of neoplasia, providing good clinical outcomes.
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Introduction

Primary cardiac tumors are uncommon and 
among them, myxomas are the most frequent. 
They are often identified accidentally or when 
they manifest themselves by symptoms that 
lead the patient to seek healthcare in an emer-
gency room. The most common symptoms are 
dyspnea, angina and syncope, but other non-
specific manifestations may also occur, such as 
weight loss. Patients with cardiac myxoma tend 
to show signs contemplated by a classical triad: 
constitutional, cardiac and embolic [1].

Myxomas mainly affect women between 30 
and 60 years of age, present benign histology 
in 75% of cases, and commonly present signs 
that can be identified by echocardiography [2]. 
Myxomas are more frequently located in the 
left atrium, but they may also be identified 

attached to the heart valves, in the ventricles or 
even indistinctly, in multiple locations [1].

Clinical signs, manifestations and symptoms 
resulting from cardiac myxoma depend on the 
location, size and mobility of the tumor. Younger 
and male patients tend to express specific neu-
rological symptoms, while women tend to have 
systemic symptoms [3].

Cardiac symptoms occur due to obstruction of 
blood flow, resulting in syncope, pulmonary 
edema and dyspnea [4]. A previous study com-
paring the location of the tumor showed that 
patients with left atrial myxoma are predis-
posed to have more severe dyspnea than those 
with tumor located on the right side [1].

The symptomatology of cardiac myxomas usu-
ally begins with neurological manifestations, 
particularly ischemic events, such as Transient 
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Ischemic Attack (TIA) or stroke, especially 
among young patients without cardiovascular 
risk factors. Studies have identified unilateral 
sudden motor deficit as a frequent neurological 
symptom. Neurological manifestations of car-
diac myxomas are usually due to cerebrovascu-
lar complications, and occur in 25-45% of 
cases [5]. Gil et al., point out that all young 
patients presenting stroke or TIA should be 
screened for atrial myxoma [4].

Studies show that coronary heart disease and 
conditions such as presence of left atrial myxo-
ma may coexist. This shows the importance of 
echocardiographic examination. Echocardio- 
graphy is an important test for the diagnosis 
and topographic characterization of primary 
cardiac tumor, such as size and location [6].

Moreover, echocardiography is of fundamental 
importance for the increase in the detection of 
cardiac. Myxomas with a smoother surface are 
usually larger and generate obstructive symp-
toms, while myxomas with irregular surface, 
such as roughness, can lead to embolic compli-
cations and require surgical intervention. In 
general, the surgery is curative, not impacting 
the patient’s quality of life [7].

Trans-esophageal examination is more accu-
rate than the transthoracic test [6]. Besides, a 
recent research reported that transthoracic 
echocardiography has a sensitivity of approxi-
mately 95% for detection, while trans-esopha-
geal echocardiography has 100% sensitivity.

After diagnosing of cardiac myxoma, the best 
treatment is surgical resection. This procedure 
contributes to an excellent prognosis and as 
the tumor is histologically benign, death usually 
arise from obstruction, distal embolization or 
rhythm disorders [3]. Local recurrence is 
uncommon, but may be related to incomplete 
resection, multicentricity, and genetic condi-
tions. Annual echocardiographic follow-up is 
recommended for a minimum of 4 years after 
resection [4].

This case report was related using the guide-
line CARE® as required to improve the quality of 
dates and presentation of text and outcomes. 
Besides, appropriate patient consent, was 
obtained to develop this case report.

Case report

History diseases and physical examination

Female patient, 62-year-old, smoker for more 
than 50 years, seeks the emergency depart-
ment of a high complexity hospital in Minas 
Gerais State, Brazil, reporting sudden pain in 
the right hemithorax, without relieving or aggra-
vating factors. She described the occurrence of 
seven Transient Ischemic Attack, and the last 
one occurred three weeks before and present-
ed with aphasia, right hemiparesis, dysarthria 
and mouth deviation. Furthermore, claimed 
hyporexia and weight loss and reported seven 
other episodes of syncope and paresis in the 
last four years, which were diagnosed as not 
related to ischemic events. The patient report-
ed regular use of: Clopidogrel 75 mg, Ace- 
tylsalicylic Acid 100 mg, Simvastatin 40 mg, 
Bisoprolol 5 mg and Quetiapine 25 mg.

In the primary evaluation, the patient’s vital 
signs were: blood pressure of 100/50 mmHg, 
heart rate of 78 beats per minute, O2 saturation 
of 95%, respiratory rate of 18 incursions per 
minute, axillar temperature of 36°C; and its 
complaint was chest pain.

Diagnoses and treatment

On an initial approach, the patient underwent 
systemic physical examination, electrocardio-
gram, multiple blood tests and chest x-ray.

There were no abnormalities on the physical 
examination-regular heart rate on auscultation, 
no audible murmurs, pulmonary auscultation 
with physiological vesicular murmur, no adven-
titious noises. The electrocardiogram present-
ed sinus rhythm.

Blood tests revealed normal values on blood 
count, renal and hepatic functions. Blood gas 
analysis revealed increased arterial lactate 
(2.62 mmol/L-reference values: 0.36 to 0.75 
mmol/l).

Increased vascular marking was seen on the 
chest x-ray, in addition to thickened interlobular 
septum and slightly increased bilateral vascu-
lar markings, which indicates neovasculariza-
tion, suggestive of cardiac tumor (Figures 1 
and 2). Due to these findings, the patient was 
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submitted to transesophageal echocardiogra-
phy, which identified a peduncular mass in the 
basal septum, with irregular edges, and dimen-
sions 4.9 cm × 2.9 cm in the left atrium.

After hospital admission to investigate the 
mass found, a coronary angiography was per-
formed in radial technique, which revealed 
proximal calcification and atherosclerotic 
plaque obstructing 40% of the flow in the mid-
dle third of the anterior descending artery 
(Figure 3), evidencing coexistence of coronary 
disease and the presence of the left atrial 
myxoma.

After 24 hours of hospitalization, a new trans-
esophageal echocardiogram was performed 
and it confirmed the existence of a heteroge-

neous mass, with irregular, mobile surface, 
inside the left atrium with dimensions of 2.8 cm 
× 4.6 cm, pull in left ventricle through the mitral 
valve causing dynamic obstruction, suggestive 
of myxoma. The new echocardiogram also dem-
onstrated a moderate volumetric increase in 
the left atrium, resulting from the overload 
caused by the presence of myxoma associated 
with mild mitral insufficiency.

Since the curative treatment of a myxoma relies 
on a surgical resection of the tumor, the patient 
underwent a median sternotomy, which is the 
standard surgical approach. The myxoma was 
accessed through the right atrium, on a trans-
septal incision. The surgical objective was to 
completely resect the tumor on its total thick-
ness, also removing the attachment base and a 
cuff of interatrial septum to prevent recurrence. 
All four cardiac chambers were thoroughly 
explored for additional myxomas. Copious irri-
gation of the atria and ventricles with cold 
saline was done to eliminate any loose tumor 
fragments that might have been dislodged dur-
ing removal of the tumor. The routine histopath-
ological examination of the resected myxoma 
concluded that it was a grossly papilar neo-
plasm rich in myxoid and hyaline stroma with 
evident vascular system and showing isolated 
cells of starry aspect or forming small groups, 
confirmed the diagnosis of cardiac myxoma.

After surgery the patient was referred to the 
critical care unit postoperative recovery and 
discharged on the six days after the procedure. 

Figure 1. Chest x-ray anterior image, UFU Medical 
School Clinics Hospital, Brazil, 2021.

Figure 2. Chest x-ray image in profile, UFU Medical 
School Clinics Hospital, Brazil, 2021.

Figure 3. Coronary angiography imaging by radial 
technique, UFU Medical School Clinics Hospital, Bra-
zil, 2021.
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An anticoagulant, rivaroxaban, was prescribed 
to prevent future embolic events.

An interdisciplinary team composed by neurolo-
gists, radiologists, cardiologists, cardiothoracic 
surgeon, pulmonologist and nurses followed 
the patient providing care and avoiding compli-
cations, such as infectious endocarditis. An 
antiplatelet/anticoagulation therapy and antibi-
otic treatment were used in ambulatory.

In the fourth month of postoperative follow-up, 
the patient was normalization of the echocar-
diographic patterns of left and right chambers, 
as well as an increase in ejection fraction to 
80% and mitral valve within the normal 
parameters.

Discussion

Primary cardiac tumors account for 5% of neo-
plasia. Atrial myxoma is the most frequent, with 
45-50% of cases. Furthermore, most myxomas 
(80-90%) are in the left atrium. Right atrial myx-
omas tend to be more solid and sessile than 
left atrial myxomas, with a wider attachment to 
the atrial wall or septum. The clinical presenta-
tion depends on its location, since those locat-
ed in the left atrium are associated with consti-
tutional symptoms such as general malaise, 
anorexia, fever, arthralgia, weight loss, dyspnea 
and arrythmias, syncope, edema of the lower 
limbs and chest pain [7].

The patient presented many symptoms but not 
all that can happen according to expertise of 
our team. Usually, others symptoms as respira-
tory difficulty on supine or lateral decubitus and 
while spleeping, dizziness, fainting, shortness 
of breath with activity and symptoms due to 
embolism of tumor material, bluish skin, 
Raynaud phenomenon, cough, fever, joint pain 
and weight loss without trying. In addition, 
some symptoms and signs can mimic mitral. In 
case of right atrial myxomas rarely produce 
symptoms until they have grown to be quite 
large.

Furthermore, laboratory studies are non-specif-
ic and non-diagnostic, and the abnormalities 
presented may include elevated erythrocyte 
sedimentation rate (ESR), elevated C-reactive 
protein and serum globulin levels, leukocytosis, 
anemia (may occur because of the mechanical 
destruction of erythrocytes by the tumor). 
Furthermore, serum interleukin-6 level may be 

raised and can be used as a marker of recur-
rence. Cardiac myxomas form a very small per-
centage of clinical cardiac cases. Immediate 
surgical treatment is indicated in all patients. 
These tumors can be excised with a low rate of 
morbidity and mortality. The prognosis for 
patients after surgical resection tends to be 
excellent [5, 8, 9].

In about 25% to 45% of cases, myxoma may 
present with neurological symptoms, most of 
them as a stroke or TIA4. Neurological manifes-
tations of cardiac myxomas are usually due to 
cerebrovascular complications from myxoma 
embolisms, and they may occur if the tumor 
neither diagnosed nor treated [5].

The presented case concerns a patient who, in 
addition to presenting hemiparesis and TIA as 
neurological manifestations, also reported car-
diac symptoms as syncope and angina pectoris 
[10].

A TIA is characterized by reduced blood flow to 
the brain, reducing the amount of oxygen that 
reaches this organ. It leads to sudden transient 
neurological deficits and may present with a 
feeling of dizziness or vertigo, decreased 
strength in arms and legs (uni or bilateral), par-
esthesia, dysarthria, mouth deviation, head-
aches, nausea and vomiting, high blood pres-
sure, lack of motor coordination and loss of 
consciousness. These symptoms have sudden 
onset and usually last less than 1 hour, disap-
pearing completely so that it becomes unlikely 
to occur infarction when deficits disappear in 
this period of time. The risk of stroke after TIA is 
higher in the first 24 to 48 hours, so if one or 
the other is suspected, patients are usually 
hospitalized for screening [9].

However, most cases of TIA are due to embo-
lism usually originating from the carotid or ver-
tebral arteries. Seldom occur from insufficient 
perfusion due to hypoxemia as reported [9, 10].

The treatment of TIA aims to prevent strokes. 
Anticoagulants are indicated if there are cardi-
ac sources of embolism since myxomas with 
irregular surface are more prone to embolism, 
by its possibility of fragmentation of myxoma as 
well as increasing of interactive areas [10].

Although the surgical team was concerned 
about possible complications (including arrhy- 
thmias, pulmonary edema, blockage of the 
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heart valves), the surgery was needed espe- 
cially because the tumor caused heart failure 
symptoms and cerebral manifestations.

The high lactate dosage, marking poor perfu-
sion, indicates a possible lactic acidosis that 
occurs due to decreased tissue oxygenation in 
cases of shock, left ventricular failure, and may 
be associated with diseases such as a neo-
plasm, for instance [11, 12].

Although case reports present many limita-
tions, considering the rarity of the disease, it 
can improve scientific literature providing ideas 
to future studies using different kind of meth-
odologies and improving neurovascular and 
cardiovascular area.

Conclusion

Although cardiac myxomas are benign tumors, 
they should be treated surgically as soon as 
possible after diagnosis because of embolic 
complications and obstructive signs, for ins- 
tance, a TIA. An early surgical resection of car-
diac myxoma is recommended in patients with 
not large territory cerebral infarct so as to pre-
vent from the potential consequences.
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