
ORIGINAL RESEARCH PAPER

LEFT VENTRICULAR MYXOMA PRESENTING AS CEREBELLAR ATAXIA IN A 
POST ANGIOPLASTY YOUNG PATIENT ; POSSIBLE MULTIPLE SYSTEMIC 

METASTASES? - A CASE REPORT WITH REVIEW OF LITERATURE

Saptarshi Paul*
Assistant Professor, Department of Cardiovascular and Thoracic Surgery, Grant 
Government Medical College and Sir Jamshedjee Jeejebhoy Group of Hospitals, Mumbai 
- 400008. *Corresponding Author

Manoj Joshi
Professor and Head, Department of Cardiovascular and Thoracic Surgery, Grant 
Government Medical College and Sir Jamshedjee Jeejebhoy Group of Hospitals, Mumbai 
- 400008

Krishna Rao 
Narayan Bhosle

Professor, Department of Cardiovascular and Thoracic Surgery, D Y Patil University - 
School of Medicine, Navi Mumbai – 400706

INTRODUCTION:
Cardiac  myxomas  are  by  far  the  most  common  primary  tumours  of  
the  heart  though  primary  left  ventricular  myxomas  are  extremely  
rare.  A  common  modality  of  presentation  of  such  tumours  is  an  
embolic  event  or  cerebrovascular  stroke;  rarely  it  may  lead  to  left  
ventricular  outow  tract  obstruction.

CASE  REPORT:
A  27  year  old  male  had  reported  to  the  emergency  department  of  our  
hospital  in  June  2019  with  an  episode  of  syncope  followed  by  ataxic  
symptoms.  Past  history  revealed  a  previous  diagnosis  of  ischaemic  
heart  disease  in  2017;  coronary  angiography  had  revealed  proximal  
thrombotic  lesion  (70%)  in  the  left  anterior  descending  artery  
(LAD).  A  2D  echocardiography  had  showed  regional  wall  motion  
abnormalities  involving  the  apex  and  inter  ventricular  septum. T here  
were  no  other  abnormalities.  Left  ventricular  ejection  fraction  was  
45%.  Following  this  he  had  undergone  PAMI  (Primary  angioplasty  
in  myocardial  infarction)  to  LAD  and  the  post  operative  period  was  
uneventful.

Following  his  arrival  after  the  attack  of  syncope,  and  after  eliciting  
the  history,  an  urgent  MDCT  was  performed  that  revealed  a  well  
dened  lesion  with  cytotoxic  oedema  in  the  left  superior  anterior  
cerebellar  hemisphere,  in  the  left  superior  cerebellar  artery  territory.  
Multiple  small  lacunar  infarcts  in  the  bilateral  centrum  semiovale  
regions.  It  also  showed  minimal  ischaemic  periventricular  white  
matter  pallor  (Fuzeka  Type  I  changes  with  few  lacunar  infarcts).  In  
accordance  with  the  previous  history  of  angioplasty,  a  detailed  
cardiologic  evaluation  was  done.

Figure  1

2D  Echo  (Fig  1)  revealed  a  large  mobile  clot,  4  x  1.75  cm,  in  the  left  
ventricular  cavity,  with  basal,  middistal,  anterior,  anteroseptal,  
anterolateral  segment  hypokinetic, T he  valves  and  septa  were  said  to  

be  normal.  Left  ventricular  ejection  fraction  was  35%.  The  clot  was  
suspected  to  have  been  formed  as  a  result  of  left  ventricular  
remodelling  post  myocardial  infarction.

A  cardiac  Computed  Tomography  showed  ballooning  of  the  left  
ventricle  with  paradoxical  movement.

The  patient  was  taken  up  for  emergency  surgery  after  taking  the  
necessary  consents.  After  taking  the  patient  on  cardiopulmonary  
bypass,  the  left  ventricle  was  opened  and  the  clot  demonstrated.  
Intra-operatively,  the  lesion  was  revealed  to  be  a  myxoma,  of  size  
approximately  5  x  4  x  3  cm.

Figure  2

The tumour was extracted and sent for histopathological examination  
(Fig  2).

Figure  3

Histological  features  consisted  of  stellate  or  globular  myxoma  cells  
with  abundant  eosinophilic  cytoplasm,  indistinct  cell  borders,  oval  
nucleus  with  open  chromatin  and  indistinct  nuclei,  consistent  with  
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ABSTRACT
Primary left ventricular myxomas are extremely rare. A common modality of presentation of such tumours is an embolic event or cerebrovascular 
stroke; rarely it may lead to left ventricular outow tract obstruction. We are reporting a case of a young male, who was a known case of myocardial 
infarction , post angioplasty and stenting two years back, who presented with cerebellar ataxia. Preliminary radiological evaluation of the brain 
showed left superior cerebellar artery infarct. Later cardiologic evaluation showed presence of a left ventricular thrombus which on table was 
revealed to be a myxoma. The patient underwent subsequent surgical resection of the myxoma. This case is being presented due to the rarity of a left 
ventricular myxoma presenting in a young patient with ischaemic heart disease; and the possibility of the left anterior descending artery lesion 
being a systemic metastasis of the myxoma that was incidentally diagnosed earlier than the primary.
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myxoma  (Fig  3).

DISCUSSION  :
[1][2]Primary  cardiac  tumours  are  uncommon  with  incidence  of  0.02% .    

[3]Commonest  left  ventricular  mass  is  a  thrombus .  Benign  cardiac  
[1][4]myxomas  constitute  88%  of  cardiac  tumor  cases .  LV  myxomas  

[4][5]account  for  only  2.5%  of  cases

Cardiac  myxomas  are  associated  with  embolism,  obstruction  to  the  
outow  tract,  arrhythmia,  and  other  constitutional  symptoms.  
Embolism  occurs  in  30%  to  40%  of  all  cases.  The  risk  of  
embolisation  mainly  depends  on  the  morphology  of  myxoma  rather  
than  its  size. T here  are  2  types  of  cardiac  myxomas:  friable  polypoid  
type  and  smooth-surface  rounded  type,  out  of  which  the  polypoidal  
type  tends  to  result  in  embolism  because  of  its  friable  consistency  

[1][6]and  intracavitary  location .  Obstructive  symptoms  (valvular  ball-
[7][8][9]valve  obstruction)  occur  in  54%–95%  of  patients .  Many  cases  

[7]masquerade  as  mitral  valve  disease .  Systemic  emboli  occur  in  
[7][8][9][10]10%–45%  of  myxoma  patients .  More  than  two-thirds  of  

[7][11][12]myxomatous  emboli  migrate  to  the  central  nervous  system ,  but  
any  arterial  bed  may  be  affected,  leading  to  a  great  variety  of  
symptoms  and  signs.  Recorded  cases  document  emboli  in  the  upper  
and  lower  extremities,  aortic  saddle,  coronary  arteries,  kidneys,  

[7][13]liver,  spleen,  eye,  skin,  and  more .  Cerebral  emboli  may  lead  to  
numerous  fusiform  aneurysms,  described  as  typical  of  cardiac  

[7][14]myxomas .

Coming  to  our  case,  there  were  quite  a  few  points  that  demanded  
our  attention;  these  being  simultaneously  the  points  that  
distinguished  this  particular  presentation  from  the  ones  that  have  
been  published  over  the  years.

These  are:
A.  Age  of  presentation  -  myxomas  have  been  reported  in  people  
ranging  from  3  to  83  years  in  age.  However,  the  mean  age  of  
sporadic  presentation  is  56  years,  whereas  that  for  familial  cases,  it  

[15]is  25  years .  Our  case  was  a  sporadic  one  that  occurred  in  a  young  
male  in  his  twenties;  there  was  no  history  of  myxoma  presentation  
amongst  his  relatives.

[15]B.  Sex:  75%  of  sporadic  myxomas  occur  in  females ;  however  our  
case  had  a  sporadic  presentation  in  a  young  male.
C.  Ventricular  myxoma:  The  incidence  of  a  LV  myxoma  is  

[16][17]approximately  2.5%  of  cases .
D.  Chances  of  a  primary  atherosclerotic  lesion  also  cannot  be  ruled  
out,  more  so  as  the  timing  of  presentation  of  the  myxoma  and  the  
ischaemic  heart  disease  was  different.
E. A   probable  coronary  embolus  manifested  as  the  sole  lesion,  with  
no  evidence  of  a  primary  in  2D  echoes  done  post  myocardial  
infarction;  and  later  the  same  patient  returned  with  features  of  a  
cerebellar  infarct  with  the  primary  myxoma  present  in  the  left  
ventricle. T his  could  be  explained  in  two  manners:

1)  Either  a  primary  atherosclerotic  lesion  that  manifested  in  the  rst  
instance
2) A   coronary  embolus  of  a  primary  occult  myxoma  manifested  as  
ischaemic  heart  disease,  and  the  myxoma  presented  with  cerebellar  
emboli  2  years  later,  with  itself  being  grown  in  size.  In  this  context  it  
becomes  a  case  of  multiple  metastases  from  a  primary  myxoma  that  
manifested  in  different  periods.

Hypothesising  primary  atherosclerosis  and  myxoma  as  a  separate  
entity:  Our  patient,  prior  to  his  diagnosis  of  ischaemic  heart  disease,  
had  been  a  healthy  young  male  with  no  reported  history  of  
ischaemic  heart  disease  in  the  family  or  without  any  cardiac  risk  
factors.  Hence  after  the  diagnosis  of  a  myxoma  after  2  years,  it  
appeared  plausible  to  us  that  the  prior  myocardial  ischaemia  could  
actually  be  caused  by  coronary  metastasis  from  an  occult  primary  
myxoma  that  was  undetectable  in  the  2D  echo  performed  in  2017.  
Also,  no  similar  association h as  been  reported  in  the  literature.

Hypothesising  coronary  embolisation  from  an  occult  primary:  Quite  
a  few  cases  of  myocardial  infarction  or  ischaemic  heart  disease  
caused  due  to  coronary  embolisation  from  myxomas  have  been  
reported  in  literature.

However a ll t he a vailable l iterature d ocuments t hat a ll t hese c ases h ave  
been  due  to  left  atrial  myxomas.  Moreover,  the  atrial  myxomas  were  
detected a t t he t ime o f p resentation w ith i schaemic h eart d isease.

Jayaprakash  et  al  have  reported  a  case  of  a  myxoma  manifesting  as  
[18]an  acute  ST  elevation  myocardial  infarction  in  a  45  year  old  lady .  

Braun  S  et  al  have  reviewed  40  cases  of  myocardial  infarction  due  to  
left  atrial  myxoma  from  1970-2002.  They  found  that  the  common  
culprit  was  right  coronary  artery  with  inferior  wall  myocardial  

[19]infarction  seen  in  most  of  the  cases . A l  Zahrani  et  al  in  2014  have  
compiled  the  reported  cases  of  atrial  myxoma  associated  myocardial  

[20]infarctions  from  2003  to  2013  and  found  16  cases .  We  have  gone  
through  the  available  literature  to  compile  the  published  cases  of  
ischaemic  heart  disease  and  myocardial  infarction  post  2013  till  
date.  Totally  we  could  nd  6  cases,  the  results  have  been  presented  
in  the  table  below:

As  it  is  evident  from  the  literature,  all  the  cases  have  left  atrial  
myxomas  as  the  source  of  embolus. A   left  ventricular  myxoma  has  
not  been  reported  to  be  the  probable  source  of  embolus.  Though  the  
commonest  is  RCA  (right  coronary  artery),  yet  a  few  cases  of  LAD  
(left  coronary  artery)  involvement  have  been  reported.

Hypothesising  an  occult  primary:  Not  much  documentation  is  
available  about  occult  myxomas  till  date.  However,  it  has  been  
hypothesised  that  transthoracic  echocardiogram  may  not  be  able  to  
identify  tumours  smaller  than  5  mm. W henever  a  very  small  tumour  

[25][26][27]is  suspected,  trans  oesophageal  echocardiography  is  required .

Hypothesising  a  multi  system  embolisation:  Having  a  coronary  
embolus  and  cerebellar  emboli  that  manifested  one  after  the  other  

[28][29][30]makes  our  case  unique,  with  limited  sources  in  the  literature .

CONCLUSION  :
Ventricular  myxoma,  just  like  atrial  myxoma,  can  have  multiple  
modes  of  presentation.  In  patients  presenting  with  left  ventricular  
thrombotic  masses  in  2D  Echo,  the  chances  of  systemic  
embolisation  should  always  be  taken  into  account.  Surgical  resection  
is  the  treatment  of  choice.

Ethical A pproval:
All  procedures  performed  in  studies  involving  human  participants  
were  in  accordance  with  the  ethical  standards  of  the  institutional  
and/  or  national  research  committee  and  with  the  1964  Helsinki  
declaration  and  its  later  amendments  or  comparable  ethical  
standards.

Informed  Consent:
Informed  consent  was  obtained  from  all  individual  participants  
included  in  the  study.

Conflict  Of  Interest:
The  authors  declare  that  they  have  no  conict  of  interest.

REFERENCES:
1.   Raut  MS,  Maheshwari  A,  Dubey  S,  Joshi  S.  Left  ventricular  mass:  Myxoma  or  

thrombus?. A nn  Card A naesth.  2015;18:95-7.
2.   Sarjeant  JM,  Butany  J,  Cusimano  RJ.  Cancer  of  the  heart:  Epidemiology  and  

management  of  primary  tumors  and  metastases. A m  J  Cardiovasc  Drugs.  2003;3:407-
21.

3.   Dinesh  Kumar  US,  Shetty  SP,  Sujay  KR, W ali  M.  Left  ventricular  mass: A   tumor  or  a  
thrombus  diagnostic  dilemma. A nn  Card A naesth.  2016;19:728–32.

4.   Korkmaz A A,  Tamtekin  B,  Onan  B,  Demir A S,  Guden  M,  Uckurt Y .  Combination  of  
right  atrial  and  left  ventricular  myxoma. A nn T horac  Surg.  2010;89:e33-5

5.   Meller  J,  Teichholz  LE,  Pichard  AD,  Matta  R,  Litwak  R,  Herman  MV,  et  al.  Left  
ventricular  myxoma:  Echocardiographic  diagnosis  and  review  of  the  literature. A m  J  
Med.  1977;63:816-23.

6.   Kong Y ,  Li  H,  Wang  J,  Chai Y ,  Hou  W,  Zhang  N.  Left  Ventricular  Myxoma  Leading  
to  Stroke  - A   Rare  Case  Report.  Medicine  (Baltimore).  2015  Nov;  94(45):  e1913.

PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

Case 
No

Year of
publication

First author Site of
Obstruction

Source of
embolus

Age of 
patient

1 2013 [21]Arcenas Obtuse
marginal 
artery
(OM)

Left atrium 53

2 2014 Al Zahrani Not 
mentioned

Left atrial
myxoma

22

 3 2016 [22]Chaudhuri RCA Left atrium into
the left 
venrticle

70

 4 2016 Al-
[23]Fakhouri

LAD, D2
(second
diagonal), 
OM2

Left atrium 50

5 2016 [24]Demir LCX Left atrium 77



International Journal of Scientific Research 47

7.   Pinede  L,  Duhaut  P,  Loire  R.  Clinical  presentation  of  left  atrial  cardiac  myxoma:  a  
series  of  112  consecutive  cases.  Medicine  (Baltimore).  2001;  80(3)  159-172

8.   Markel  ML,  Waller  BF,  Armstrong  WF.  Cardiac  myxoma:  A  review.  Medicine  
(Baltimore).  66:  114–25,  1987.

9.   St  John  Sutton  MG,  Mercier  LA,  Giuliani  ER,  Lie  JT. A trial  myxomas. A   review  of  
clinical  experience  in  40  patients.  Mayo  Clin  Proc  55:  371–6,  1980.

10.   Blondeau  P.  Primary  cardiac  tumours.  French  studies  of  533  cases.  Thorac  
Cardiovasc  Surg.  1990;  38:  192–5.

11.   Knapper  LE,  Biller  J,  Adams  HP,  Bruno  A.  Neurologic  manifestations  of  atrial  
myxoma. A   12-year  experience  and  review.  Stroke.  1988;  19:  1435–40.

12.   Sandok  BA,  Von  Estorff  I,  Giuliani  ER.  CNS  embolism  due  to  atrial  myxoma:  
Clinical  features  and  diagnosis. A rch  Neurol.  1980;  37:  485–8.

13.   Reynen  K.  Cardiac  myxomas.  N  Engl  J  Med.  1995;  333:  1610.
14.  Roeltgen  DP,  Weimer  GR,  Patterson  LF.  Delayed  neurologic  complications  of  left  

atrial  myxoma.  Neurology.  1981;  31:  8–13.
15.   Sharma,  G.  (2017). A trial  Myxoma:  Background,  Pathophysiology,  Etiology.  [online]
 Emedicine.medscape.com.  Available  at:  https://emedicine.medscape.com/ article/ 

151362- o verview.
16.   Mohammed  HJ,  Smith  M.  Robotic  assisted  excision  of  a  left  ventricular  myxoma.  

Interactt  Cardiovasc T horac  Surg.  2012;  14:  113-4.
17.   Qin,W.,  Wang,  L.,  Chen,  X.,  Liu,  P.,  Wang,  R.  Left  ventricular  myxoma:  a  case  

report.  J  Biomed  Res.  2014  Nov;  28(6):  506-508.
18.   Jayaprakash  K,  Cletus  N,  Jayakumar  T,  George  R.  The  masquerading  myxoma  -  

Presentation  as  acute  STEMI.  J  Ind  Col  Cardiol;  5(3):244-47.
19.   Braun  S,  Schrotter  H,  Reynen  K,  Strasser  RH.  Myocardial  infarction  as  complication  

of  left  atrial  myxoma.  Int  J  Cardiol.  2005  May  11;  101(1):  115-21.
20.   Al  Zahrani  IM, A lraqtan A ,  Rezk A , A lmasswary A ,  Bella A . A trial  myxoma  related  

myocardial  infarction:  Case  report  and  review  of  the  literature.  J  Saudi  Heart A ssoc.  
2014;  26(3):  166-9.

21.   Arcenas  RF,  Ali  MI.  Left  atrial  myxoma:  A  rare  nonatherosclerotic  cause  of  acute  
myocardial  infarction.  Case  Rep  Cardiol.  2013;  2013:  407935.

22.   Chaudhuri  AA,  Simmons  CJ,  Ellison  D,  et  al.  Atrial  myxoma  presenting  as  
myocardial  infarction  diagnosed  by  echocardiography,  managed  endoscopically  with  
robot-assisted  surgery.  Cureus.  2016;  8:e484.

23.   Al-Fakhouri A ,  Janjua  M,  DeGregori  M. A cute  myocardial  infarction  caused  by  left  
atrial  myxoma:  Role  of  intracoronary  catheter  aspiration.  Rev  Port  Cardiol.  2017;  
36(1):  63.e1-63.

24.   Demir  V,  Ede  H,  Sahin  S,  et  al. A   case  of  atypically  located  left  atrial  myxoma  with  
concomitant  acute  myocardial  infarction  and  severe  pulmonary  arterial  hypertension.  
Int  J  Cardiovasc A cad.  2016;  2(3):  143-6.

25.   Manfroi  W,  Vieira  SRR,  Saadi  EK,  Saadi  J,  Alboim  C.  Multiple  recurrences  of  
cardiac  myxomas  with  acute  tumoral  pulmonary  embolism. A rq  Bras  Cardiol.  2001;  
77(2).

26.   Chakfe  N,  Kretz  JG,  Valentin  P,  Geny  B,  Petit  H,  Popescu  S,  et  al.  Clinical  
presentation  and  treatment  options  for  mitral  valve  myxoma. A nn  Thorac  Surg.  1997  
Sep;  64(3):  872-7.

27.   Reader  GS,  Khanderia  BK,  Seward  JB,Tajik A J.  Transesophageal  echocardiography  
and  cardiac  masses.  Mayo  Clin  Proc.  1991Nov;  66(11):  1101-9.

28.   Uloom  MAA.  A  rare  case  of  massive  systemic  embolisation  secondary  to  atrial  
myxoma  -  case  report.  Med  J  Malaysia.  2013  Dec;  68(6):  471-2.

29.   Mackie  BD,  Shirazi  F,  Swadley  MJ,  Williams  BR,  Kumar  G,  Rab  ST.  Catastrophic  
systemic  embolization  from  a  left  atrial  myxoma. T exas  Heart  Inst  J.  2014;  41(1):  64-
6.

30.   Zhang  RD,  Zeng  ZH,  Zheng  JY,  Li  TD,  Zhao Y Q,  Liu Y H,  et  al.  Left  atrial  myxoma  
complicated  with  multi-system  embolization.  J  Cardiothorac  Surg.  2017;  12:  76.

Volume - 9 | Issue - 7 | July - 2020 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr


