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CASE REPORTS

Acute ischemic stroke on the setting of left atrial
myxoma: optimal time for cardiac surgery
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ABSTRACT

The optimal time of left atrial (LA) myxoma resection is still controversial due to the risk of embolic phenomena of delayed
surgery versus the risk of hemorrhagic transformation of early surgical intervention. Here, we describe a case of 60-year-old man
without significant past medical history admitted with two-day of double vision and found to have LA myxoma. Multiple factors
including clinical characteristics and comorbidities should be considered to decide the favorable management.
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1. INTRODUCTION

Cardiac myxoma is the most common cause of primary car-
diac tumor and is responsible for 0.5% of stroke. Cardiac
myxoma can present from nonspecific symptoms to critical
presentation. Appropriate management of cardiac myxoma
is still controversial due to the concern of neurologic deterio-
ration. Different clinical factors, such as time of onset, level
of neurologic deficit, risk of recurrence, size of the tumor,

underlying comorbidities as well as bleeding risk should be
evaluated to determine the timing of surgery.

2. CASE PRESENTATION

A 60-year-old-man without significant past medical history
was admitted to the hospital for two-day of diplopia. He
reported no cardiovascular or neurologic symptoms such as
chest pain, palpitation, dyspnea, numbness, or weakness. Vi-
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tal signs showed a heart rate of 89 beats per minute, arterial
blood pressure of 129/82 mmHg, a blood oxygen satura-
tion of 98% on room air, and a respiratory rate of 16 per
minute. Heart rate and rhythm were regular. Non-radiating
2/6 holosystolic murmur was best heard at the apex. The
patient was oriented to person, place, and time. No move-
ments or sensations dysfunction was found. Based on the
clinical presentations above, the differential diagnoses in-
cluded atherosclerotic stroke, carotid stenosis with compli-
cated stroke, and embolic stroke with cardiac origin.

In the emergency department, head CT-scan without con-
trast showed hypoattenuating areas in the left thalamus, right
frontal, and parietal subcortical white matter favoring in-
farcts of unknown acuity (see Figure 1). Brain MRI con-
firmed a small acute left thalamic infarct with advanced
microvascular ischemic changes (see Figure 2). Transtho-
racic echocardiogram showed a large mobile, pedunculated
mass measure 2.34 cm × 2.19 cm (see Figure 3). Following
transesophageal echocardiogram also confirmed a large LA
mass with the size 2.88 cm × 1.91 cm in the LA that inserted
to the lower portion of the interatrial septum. No patent
foramen ovale, mitral valve inflow obstruction, or evidence
of thrombosis were found. Carotid doppler ultrasound also
showed no significant findings. The imaging appearance
highly suggested that LA myxoma could be a possible cause
of acute ischemic stroke.

Figure 1. CT head - hypoattenuating areas in the left
thalamus, right frontal, and parietal subcortical white matter
favoring infarcts of unknown acuity

Figure 2. Brain MRI - small acute left thalamic infarct with
advanced microvascular ischemic changes

Figure 3. Pedunculated mass measure 23.4 mm × 21.9 mm

Thoracic cardiac surgery was promptly consulted due to
the high risk of further embolization and low risk of intrac-
erebral hemorrhage. LA mass excision was indicated. No
significant coronary arterial diseases were found on coronary
angiograms. The patient underwent successful open-heart
surgery with excision of left atrial myxoma without hemor-
rhagic event. On initial gross anatomy evaluation, a large
gelatinous lesion 20 mm × 30 mm attached to the interatrial
septum on the LA was removed. The result of histopathology
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also confirmed cardiac myxoma (see Figure 4). The patient
was discharged seven days after the surgery. The cardiac and
neurologic symptoms were routinely evaluated on the follow-

up visits. His neurologic deficit was rapidly improving, and
no hemorrhagic events were found.

Figure 4. Histopathology also confirmed the cardiac myxoma

3. DISCUSSION

Cardiac myxoma is the most common primary cardiac neo-
plasm diagnosed in adults, which accounts for up to 80% of
benign tumors. Most common locations of myxomas include
left atrium, 60% to 80% right atrium (25%), or ventricle
(12%).[1] The average size of atrial myxoma is 27 mm with
the range from 4 to 65 mm.[2, 3] The clinical manifestation of
cardiac myxoma is non-specific and depends on the location,
size, and mobility of the tumor. The classic triad of cardiac
myxoma includes obstructive (syncope, arrhythmia, palpita-
tion, and sudden cardiac death), embolic and constitutional
symptoms (fever, weight loss, arthralgia, and fatigue). Once
the diagnosis has been confirmed by imaging, prompt tumor
resection is required following routine preoperative evalua-
tion because of the risk of embolization or cardiovascular
complications. The outcome of the surgery is generally good
with the mortality rate under 5%.[4]

Among those complications of cardiac myxoma, embolic
event has been occurred in up to 30%-50%, accounted for
0.5% cause of stroke.[1] The risk of recurrence also occurs
in the range from 1% to 3% of sporadic case, but it may
increase up to 12% in some congenital conditions, such as
Carney complex myxoma.[5]

Clinical manifestation of cardiac myxoma stroke is usually
of acute onset and women at the age of 50 years carry the
greatest risk of developing cardiac myxoma.[5] Other conse-
quences of tumor embolization including metastasis and myx-
oma induced aneurysm also present in the delayed progress
of the disease. Also, cerebrovascular events typically present
as embolic ischemic and rarely as hemorrhagic events.[2]

Some retrospective studies and case series also show that

embolic event in myxoma usually occurs at multiple sites,
such as cerebral arteries and peripheral or retinal arteries.[6]

Currently, there is no guideline for the management of car-
diac myxoma related stroke due to limited number of ran-
domized trials and prospective studies. Although the cura-
tive treatment of cardiac myxoma is surgical excision, the
optimal time after cardiovascular embolism (CVE) is still
controversial. Some authors suggest emergency surgery after
the diagnosis confirmed to prevent further embolization.[7]

The others suggest delay surgical removal due to the risk of
hemorrhagic transformation possibly caused by high dose
anticoagulant during emergency surgery.[8, 9] Thus, an al-
ternative strategy has been suggested by using antiplatelet
or anticoagulant for CVE and delay the surgery 4-6 weeks
after the event, especially in the case of tumors less than 20
mm.[10]

In our case, several clinical factors were considered for surgi-
cal decision. First, the patient had a low risk of atherosclero-
sis disease, good functional capacity, small ischemic lesion,
and less bleeding risk. Those factors were considered a low
risk of hemorrhagic transformation in this case. Second, an
initial transesophageal echocardiogram showed 28 mm, pe-
dunculated, mobile mass in the LA made this tumor has a
high risk of complication, including obstruction, embolic,
and recurrence. Therefore, emergency cardiac excision was
reasonable at that time. After the surgery, the patient was
discharged without hemorrhagic events. His cardiac and
neurologic status was improving on the following routine
visit.
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