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Atrial Myxoma as a Rare Cause of Stroke: Case Report
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Introduction
Atrial myxoma (AM) is the most common primary benign 

tumor affecting the heart. Its prevalence is rare, estimated at 
0.03% in the general population. Surgical intervention should 
be introduced as soon as diagnosed due to the increased risk 
of cardiac complications, such as intracardiac obstructions or 
systemic embolizations.1

Cardiac myxomas are commonly observed in the left atrium 
in >75% of cases, predominantly attached with a stalk to 
the fossa ovalis (>90%). However, they can be seen in other 
locations (left ventricle, right atrium, and, though quite rarely, 
the right ventricle).2

Approximately 7% of all cardiac myxomas are associated 
with Carney complex, an autosomal dominant disease 
characterized by the presence of cardiac and cutaneous 
lesions, myxomas, skin hyperpigmentation and primary 
pigmented nodules, with adrenocortical disease leading to 
Cushing’s syndrome.2

In up to one third of the cases of myxomas, there is 
evidence of systemic embolism, even in the brain, which 
may be silent or cause neurological symptoms. Neurological 
deficits may often be the first sign of the manifestation of a 
cardiac myxoma.3

Following surgical removal, myxomas may recur, and wide 
excision of the tumor with adjacent cardiac tissue is necessary 
to prevent recurrence. Surgery is usually recommended  
when the diagnosis of cardiac myxoma is made, regardless 
of whether or not systemic embolism has already occurred.4

The present case report demonstrates a case of AM in an 
elderly patient with stroke as the first symptom, diagnosed with 
transthoracic echocardiography (TTE) and transesophageal 
echocardiography (TEE), and with a favorable clinical outcome 
after surgical removal of a benign tumor.

Case report
A 72-year-old male patient with a history of systemic 

arterial hypertension and type 2 diabetes mellitus 
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was admitted to the emergency room three months 
ago with vertigo, left hemiparesis, rhyme deviation, 
spatial disorientation, and ataxia. He was referred for 
neurological evaluation with a diagnostic hypothesis of 
ischemic stroke (acidente vascular encefálico isquêmico 
– AVEi), of probable cardioembolic origin, confirmed by 
magnetic resonance imaging of the skull. The findings in 
the aforementioned imaging exam that describe this 
hypothesis of cardioembolic origin were described as 
a small hyperintense lesion on T2 weighting and with 
restriction in the diffusion study used to examine the 
right thalamus, suggesting acute ischemic vascular injury 
and small lesions with the same characteristics in the 
dorsal region of the midbrain and in the right cerebral 
peduncle. During the investigation of the neurological 
condition, the electrocardiogram showed sinus rhythm 
and nonspecific ventricular repolarization alteration, while 
the TTE (Figure 1) showed a mobile echogenic image 
measuring 1.4 x 1.6 cm near the opening of the mitral 
valve in the region of the anterior leaflet and interatrial 
septum. Continuing the investigation with TEE (Figures 2 
and 3), an echogenic image was confirmed, attached to 
the septal portion of the mitral annulus, interatrial septum, 
and anterior leaflet of the mitral valve, measuring 22 x 13 
mm, with contrast enhancement within a lesion compatible 
with vascularization, suggesting AM.

The patient was referred for outpatient cardiovascular 
surgery, and tumor resection was recommended. During 
the preoperative period, a multivessel lesion was identified 
by cardiac catheterization, and therefore a combined 
procedure of intracardiac tumor resection and coronary 
artery bypass grafting was recommended, which was 
performed without complications. The material was sent for 
anatomopathological examination, which confirmed AM.

Following the surgery, the patient showed clinical 
improvement, with no new cardioembolic events. Upon 
hospital discharge, he was asymptomatic and was referred 
for outpatient follow-up with clinical cardiology.

Discussion
AM is responsible for less than 0.5% of cases of ischemic 

stroke.5 Recent studies report that 9% to 22% of patients 
with MA suffer from cardioembolic stroke. Its incidence is 
higher in females, at a ratio of 2:1, which most commonly 
appears between the third and sixth decades of life.6

AM is increasingly diagnosed in the elderly and its 
predominance in females disappears after the age of 65. 
Its most frequent location is in the left atrium (75 to 80%), 
inserted in the interatrial septum around the fossa ovalis.7

The main etiology of AM is unknown, with approximately 
10% of the cases presenting an autosomal dominant 
genetic component. The classic clinical triad of AM 
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Figure 1 – Left longitudinal parasternal TTE demonstrating left interatrial myxoma.

Figure 2 – TEE in mid-esophagus at 0 degrees. (left interatrial myxoma visible – with largest diameters of 2.5 cm x 1.5 cm).

includes obstructive symptoms, such as valve obstruction 
and ventricular failure; embolic manifestations in any 
arterial territory, with the cerebral artery being the most 
frequently involved; and constitutional symptoms, such 
as fever, asthenia, myalgias, arthralgias, and weight loss. 
Approximately 20% of all cases are asymptomatic, with 
the diagnosis being made incidentally through imaging 
exams. Obstructive (40% to 60%) and constitutional (30% 
to 90%) cardiac symptoms are the most frequent in clinical 
presentation, and embolic manifestations may occur in 
30% to 40% of all patients.6

Patients with AM who present neurological complications 
are mostly young, and stroke or transient ischemic attack 
are the most common neurological manifestations (82%), 
occurring due to embolization of tumor fragments, 
thrombus formation, or both.8

AMs are usually solitary, with sizes ranging from 0.4 to 
6.5 cm. Morphologically, they are divided into two types: 
type 1, with an irregular or villous surface and long pedicle, 
which are associated with a higher risk of embolization, 
and type 2, with a smooth surface and soft consistency.7

TTE is the initial examination used to detect cardiac 
masses, with a sensitivity of 90% and a specificity of 
95%. TEE enables a more detailed visualization of the 
anatomical structures, which is useful in determining 
the size, location, adhesion, relationship with adjacent 
structures, and mobility of the tumor.9

Differential diagnoses of AM include vegetations, 
intracardiac thrombi, or artifacts.10

Surgical resection is considered curative and is 
recommended whenever AM is diagnosed, regardless of 
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previous embolization. It should be performed as early as 
possible due to the risk of recurrence of embolism or valve 
obstruction. The postoperative prognosis is variable and 
depends on the patient’s age, comorbidities, preoperative 
clinical status, and possible need to perform other surgical 
procedures associated with AM resection.7

Most AM recurrences occur in the first 4 years after 
tumor resection, although the risk is low. For this reason, 
regular follow-up with echocardiography should be 
performed.7

Conclusion
AM is a rare cause of AVEi, which, although it has a low 

population prevalence, has important clinical relevance 
for early surgical intervention in an attempt to reduce 
morbidity and mortality due to systemic embolisms caused 
by the tumor.
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Figure 3 – Three-dimensional (3D) TEE (3D zoom of the left atrium with visualization of myxoma attached to the membrane in the oval fossa).
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