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Cardiac myxoma as a cause of pseudovasculitis. A case report1

Śluzak serca jako przyczyna rzekomego zapalenia naczyń. Opis przypadku
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S t r e s z c z e n i e

Opisano przypadek chorej na śluzaka serca z objawami i zmiana-
mi przypominającymi układowe zapalenie naczyń (sinica mar-
murkowata, osłabienie, bóle stawów, stany podgorączkowe, nie-
dokrwistość, przyspieszone OB). Operacyjne usunięcie śluzaka
spowodowało całkowite ustąpienie objawów i cofnięcie się
zmian. Rozpoznano rzekome zapalenie naczyń wywołane przez
śluzaka serca.
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S u m m a r y  

A case of cardiac myxoma with several signs and symptoms of
systemic vasculitis (livedo reticularis, weakness, arthralgia, slight
fever, anaemia, enhanced erythrocyte sedimentation rate) was
reported. Surgical removal of the myxoma from the left atrium of
the heart resulted in complete resolution of the symptoms and
signs. The diagnosis of pseudovasculitis caused by cardiac
myxoma was made.

Introduction

Vasculitides are a heterogeneous group of diseases
of various etiology but akin in many aspects of their
clinical picture. Differential diagnosis of vasculitis should
include pseudovasculitis, i.e. symptoms and signs
similar to vasculitis resulting from disorders primarily
affecting other organs. Cardiac myxoma is one of the
causes of pseudovasculitis.

Myxoma is a benign tumour, commonly located in
the heart. The tumour is relatively rare and its incidence
remains unknown. Myxoma of the heart is most
common in patients aged between 30 and 60. In almost
all cases the tumour is located in the left atrium, and
only in 5% of cases is it located in the ventricle. Typical

myxoma is a single branched tumour with diameter
from a few millimetres to 10 cm. The tumour usually
grows from the intraatrial septum in close vicinity to the
oval aperture [1]. 

Myxoma of the heart may have a mechanical effect
on haemodynamic cardiac function, may be a source of
clotting or infection or may lead to development of
systemic alterations [2, 3]. The latter are believed to
result from secretion of proinflammatory mediators by
the tumour [4, 5]. Chronic inflammatory illness especially
in the form of pseudovasculitis is one of the systemic
complications associated with cardiac myxoma.

The present report reviews a case of myxoma of the
left atrium with symptoms and signs mimicking
vasculitis.
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Case report

A female patient aged 49 was admitted to the
Department of Internal Medicine and Rheumatology
from the Internal Medicine Ward of the regional hospital
in order to continue diagnostics of unclear symptoms
and signs. For about one year, the patient had suffered
from weakness, intolerance of physical exercise,
enhanced sweatness and slightly increased body
temperature. Laboratory evaluation revealed enhanced
erythrocyte sedimentation rate and anaemia. These
symptoms and signs were presented at admission.
Additionally, the patient had pain of the knees, especially
the right one, neurological signs of mild right side
paralysis and infrequent cardiac palpitations. She
suffered from posttraumatic epilepsy and had been
receiving antiepileptic medications. Concomitant
disorders included hypertension, varicose veins of the
lower extremities with chronic venous failure and mild
depression. A few years before admission, she had been
operated on due to nodular goiter with hyperthyroidism.

Physical examination at admission revealed mild
livedo reticularis on almost all the body, oedema of the calf
and varicose veins. The body temperature was 37,3°C.

Laboratory tests revealed enhanced erythrocyte
sedimentation rate (180/200 mm/1-2 hr), syderopenia,
anaemia (haemoglobin 9,4 g/dl, erythrocyte count
4,01x106/μl), increased thrombocyte count (461x103/μl).
Serum C-reactive protein level was 19,8 mg/dl. Other
results including antinuclear antibodies and antibodies
against native DNA were normal.

Bone marrow smear, chest x-ray, ultrasound
examination of the abdomen and thyroid gland were
normal. A small cyst of the liver was discovered in
ultrasound examination and confirmed with computer
tomography. No alterations were detected with upper
alimentary tract endoscopy and colonoscopy, or with
gynaecological, opthalmological, laryngological,
neurological and psychiatric examination.

Electrocardiographic recordings were normal but in
leads III and V5-V6 a slight negative depression of the
T wave was found.

Ultrasound cardiac examination revealed a
structure sized 60x34 mm in the left atrium, ballotting
to the left ventricle with the heart rate and hanging on
a 20 mm long stem. It looked like myxoma or a well-
bound moveable clot.

The consulting cardiac surgeon decided on the need
for urgent surgical management of the patient. She was
operated on and open heart surgery with extracorporeal
circulation was performed. The tumour, sized 3x4cm, was
totally removed. The postsurgical healing was
uncomplicated. One month after the surgery the patient

was admitted once again to the hospital. She was
unsymptomatic, laboratory inflammatory indices were
normal or almost normal (erythrocyte sedimentation rate
32/69 mm/1-2 hr, haemoglobin level 11,2 g/dl, erythrocyte
count 4,27x106/μl). Cardiac ultrasound evaluation
revealed a slight recurrent flow through the mitral valve.

Discussion

Symptoms of cardiac myxoma are classified into:
those resulting from disturbed blood flow in the heart,
those resulting from embolisation and systemic
symptoms. The last ones can mimic systemic
inflammatory disease of the connective tissue,
especially vasculitis [6, 7, 8]. Some of them are caused
by secretion of proinflammatory cytokines (interleukin-
6) by the tumour [4]. Proinflammatory mediators
secreted by the tumour may be responsible for
numerous symptoms as well as laboratory test
alternations, including anaemia and detected in some
patients with myxoma: high titer of antinuclear
antibodies, ANCA or anti-ds-DNA antibodies [1, 2, 9-12].
These findings indicate the need for careful evaluation
of all patients presenting symptoms of systemic
vasculitis. Pseudovasculitis is a rare cause of the
symptoms but in most of these cases the cause of the
sickness is treatable [7, 13, 14]. This leads to complete
healing of the patient and avoids relatively toxic
immunosuppressive management.
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