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Myxoma is the most common primary tumor of the he-
art. It is uncommon for these tumors to become infected
and, at times, clinical presentation is no different from that
of an uninfected myxoma. We describe the case of a 58-
year-old woman with a previous pharyngeal infection that
developed into infection of a left atrial myxoma and which
was complicated by systemic embolism affecting the lo-
wer limbs. Streptococcus oralis was identified in blood
cultures and embolic material. The tumor was resected
and the patient’s subsequent clinical evolution was une-
ventful. The incidence of infected myxoma is very low. A
review of the literature based on individual case reports is
presented.
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INTRODUCTION

Primary tumors of the heart are rare, with an
incidence of 0.0017%-0.19% in autopsy series.1 Three
quarters of the tumors are benign; half of these are
myxomas and the rest mostly lipomas, papillary
fibroelastomas, and rhabdomyomas. Myxomas are
more common among women and can affect both
atria,2 the ventricles,3 or the mitral valve, although the
left atrium is most commonly involved. The clinical
presentation is characterized by obstruction of the
mitral valve,4 embolism, and constitutional symptoms,
in addition to fever, anemia, or an elevated erythrocyte

sedimentation rate; nevertheless, infection of these
tumors is rare. The differential diagnosis is difficult,
particularly with uninfected myxoma and mural
endocarditis and therefore, diagnostic criteria have
been proposed.5

CASE STUDY

A 58-year-old woman with a history of bilateral
breast cancer treated by surgery and adjuvant
radiotherapy and chemotherapy in complete remission
was admitted for symptoms of confusion, fever, and
abdominal pain of 3 days’ evolution. She reported
constitutional syndrome and fever during the
preceding 6 months, following an episode of acute
pharyngitis. In the physical examination, she
presented cachexia, a temperature of 40°C, and
tachycardia with no murmurs. The analyses disclosed
leukocytosis (22 300 leukocytes/mL), normocytic
anemia, and an erythrocyte sedimentation rate (ESR)
of 107 mm/h.
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Mixoma auricular izquierdo infectado

El mixoma es el tumor primario más frecuente que
afecta al corazón. La infección de estos tumores es infre-
cuente y, en ocasiones, su presentación clínica es indis-
tinguible de un mixoma no infectado. Describimos el caso
de una mujer de 58 años con una infección faríngea pre-
via que desarrolló infección sobre un mixoma auricular iz-
quierdo, complicado con embolia sistémica en los miem-
bros inferiores. Se aisló Streptococcus oralis en los
hemocultivos y en el material embólico. El tumor se rese-
có y la evolución clínica posterior resultó sin incidencias.
La frecuencia del mixoma infectado es muy baja y una re-
visión de la bibliografía se ha de basar en los casos aisla-
dos publicados.

Palabras clave: Mixoma. Endocarditis. Tumor. Ecocar-
diografía.
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The echocardiogram showed a vegetative mass with
pedicle in the left atrium, 5.4¥1.5 cm in size, of
heterogeneous density and adhering to the interatrial
septum, with prolapse in the left ventricle, but no
significant mitral valve obstruction or regurgitation
(Figure 1). Empirical antibiotic therapy with ampicillin
and gentamicin was started and blood was drawn for
cultures, which were positive for Streptococcus oralis.

Forty-eight hours after admission, the patient
presented sudden pain and pallor in the lower left
limb, with no femoral pulse. Arteriography showed
embolism of the left common and external iliac
arteries and the right deep femoral artery (Figure 2),
and surgical embolectomy was performed. The
embolic material showed Streptococcus oralis on its
surface. Echocardiographic follow-up revealed a
pronounced decrease in tumor size (3¥2 cm) (Figure
2).

Due to the risk of further embolism formation, the
mass was surgically resected. Histological study
disclosed the presence of fusiform cells surrounded by
a lax mucopolysaccharide-rich stroma, as well as the
presence of Gram-positive cocci. Antibiotic therapy
was continued for one week, and the patient’s clinical
evolution was uneventful.

DISCUSSION

Criteria have been proposed to aid in the diagnosis
of infected myxoma (Table). Our literature review

TABLE. Criteria for the Diagnosis of Infected Atrial

Myxoma

Definitive 1. Myxoma documented by histology, and 

2.a. Microorganisms observed in the sample, or

2.b. Positive blood cultures and evidence of

inflammation in the sample

Probable 1. Myxoma documented by histology, and 

2. Positive blood cultures and evidence of

inflammation in the sample

Possible 1. Characteristic appearance on transthoracic or

transesophageal echocardiography, and 

2. Positive blood cultures

Taken from Horstkotte et al.8

Figure 1. Echocardiogram: mass with pedicle, of heterogeneous density
and joined to the interatrial septum (A). The mass is adhering to the
interatrial septum and has prolapsed through the mitral valve (B).
Ao indicates aorta; LV, left ventricle; RA, right atrium; RV, right ventricle;
asterisk, myxoma.

Figure 2. Arteriography: occlusion of left common iliac and right 
deep femoral artery. Arrow: area of occlusion (A). Echocardiogram: a
decrease in the size of the mass (B) is observed after the embolic event.
LV indicates left ventricle; RA, right atrium; RV, right ventricle; arrowhead,
myxoma after embolism.



be performed in patients with fever of unknown origin
when the initial techniques are not conclusive.9,10
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revealed 35 definitive cases, 5 probable and 1 case of
possible infected myxoma,5 with 45% having risk
factors that could have contributed to the infection:
dental work (22%), recent infections (10%), invasive
procedures (5%), use of intravenous drugs, long-term
use of corticoids, and poor dental health. The
microorganisms involved were Streptococcus viridans

(44%) and Staphylococcus aureus (15%), a
microbiological spectrum similar to that of native
valve endocarditis. Bacteremia does not prove that the
myxoma is infected, as there have been reports of
positive blood cultures while the tumors show no
inflammation or infection.

The differential diagnosis of infected myxoma6

mainly includes uninfected myxoma, since fever can
appear in the absence of infection, as well as mural
endocarditis and infected intracardiac thrombus.
Myxoma is associated with systemic embolism,7

although the risk appears to be greater when the
myxoma is infected.

Surgery usually resolves the condition but should be
done early; operative mortality is low. There is some
tendency to maintain the standard antibiotic regimen
for endocarditis,8 although patients treated for less
than two weeks do not appear to experience more
complications.5

Since the clinical presentation of infected myxoma
may be similar to that of uninfected myxoma, blood
cultures should be done whenever a patient with
myxoma presents fever, and echocardiography should


