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Letter to the Editors

Left atrial myxoma manifesting as acute isolated vertigo

Dear Sirs,
Myxoma is the most common type of primary cardiac
tumour.1 Vertigo has rarely been associated with cardiac
myxoma, and has been ascribed to cardiac dysfunction or a
peripheral vestibular lesion without detailed description.2 – 4

The authors report a patient with cardiac myxoma that
manifested as acute isolated vertigo from embolic cere-
bellar infarcts.

A 50-year-old woman suddenly developed vertigo with
nausea and vomiting. She almost fell down because of the
vertigo, but did not lose consciousness. She denied hearing
loss, tinnitus, diplopia, dysarthria, or sensorimotor symp-
toms. She had had a history of diabetes and migrainous
headache for the past year and had been taking oral
hypoglycaemia medication.

In the emergency room, one hour after the onset of
symptoms, her vital signs were within the normal range.
Blood sugar was measured at 78 mg/dl. The symptoms
improved with anti-emetics and vestibular suppressants.
She was discharged without a de�nite diagnosis. Two hours
after discharge, she revisited the emergency room due to
recurrent vertigo and headache. On examination, her heart
beat was regular without murmur. Cartoid or subclavian
bruit was not audible. Ocular motility was full. However,
she showed bilateral gaze-evoked nystagmus without
rebound nystagmus. Smooth pursuit was mildly impaired.
Saccades were normal. The �ndings of otoscopic examina-
tion, Weber test, and pastpointing were normal. Testing of
�nger-to-nose and heel-to-shin revealed no dysmetria. She
could not stand unaided without veering in all directions.
Other neurological examinations were normal. A complete
blood count revealed mild anaemia with a haemoglobin of

11.6 g/dl and haematocrit of 35 per cent. Other laboratory
�ndings were within the normal range, except for a small
amount of glucose in the urine.

In view of the severe imbalance and gaze-evoked
nystagmus, she was suspected to be experiencing vertigo
of central origin, and underwent magnetic resonance
imaging (MRI) of the brain. The MRI revealed scattered
ischaemic foci in both cerebellar hemispheres, which were
consistent with embolic infarcts (Figure 1(a)). Subsequent
echocardiography disclosed a mass which was attached to
the septal wall of left atrium (Figure 1(b)).

The headache, nausea, and vomiting subsided over a
day, but mild dizziness persisted. She underwent an
excisional biopsy of the cardiac mass, the pathology of
which was consistent with cardiac myxoma. After the
operation, aspirin 100 mg per day was added to the
previous oral hypoglycaemic medication. During follow-
up, she reported intermittent migrainous headaches but no
more episodes of vertigo or imbalance.

Myxoma is a neoplasm of endocardial origin, usually
arising from the interatrial septum at the border of the
fossa ovalis in the left atrium.1 Although symptoms of
congestive heart failure such as syncope and dyspnoea on
exertion are most common in patients with cardiac
myxoma, some manifest with embolic events to the
cerebral arteries, which lead to infarction, intracranial
haemorrhage, aneurysmal formation, and metastasis.5 The
emboli consist of either myxomatous tissue or thrombus
adherent to the myxoma.

The diagnosis of cardiac myxoma is always challenging
because it is uncommon and usually presents with
nonspeci�c symptoms. Our patient presented with acute
isolated vertigo from multiple embolic infarcts in the
cerebellum. Sudden isolated vertigo has generally been

Fig. 1
(a) T2-weighted MRI reveals disseminated small infarcts in bilateral cerebellum (black arrow). (b) Echocardiography demonstrates

an echogenic mass, 4 3 3 3 3 cm in diameter, which was attached to the septal wall of the left atrium (white arrow).
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ascribed to acute unilateral injury to the peripheral
vestibular structures, known as vestibular neuritis.6 How-
ever, sudden damage to the inferior cerebellum or to the
rostral, dorsolateral medulla may simulate vestibular
neuritis.6 Caudal cerebellar infarction explained one fourth
of the isolated acute vertigo lasting more than 48 hours in
the elderly.7 In patients with isolated spontaneous vertigo,
the type of nystagmus, the severity of postural instability,
and the time course of vertigo are the main factors that
help differentiate peripheral vestibular disorders from the
central vestibulopathy. Dysmetria, a major �nding of the
cerebellar system may be minimal or absent after an
inferior cerebellar or rostral medullary stroke as in this
patient. The direction-changing, purely vertical, and purely
torsional nystagmus are almost always due to a central
disorder. Patients with acute cerebellar stroke show severe
postural instability and falling when walking is attempted
whereas most patients with acute unilateral disorders of
the peripheral vestibular system are able to walk with a
tendency to veer toward the side of the lesion.6 In this
patient, gaze-evoked nystagmus and severe imbalance
suggested vertigo of central origin, and subsequent MRI
revealed multiple cerebellar lesions.

Due to the nonspeci�c presentation of cardiac myxomas,
a high index of suspicion is warranted. An embolic stroke
in a person without evidence of cerebrovascular disease,
particularly in the presence of sinus rhythm, should raise
the possibility of intracardiac myxoma, as well as infective
endocarditis and prolapse of the mitral valve. Surgical
removal of the cardiac myxoma should be performed as
soon as possible because of the potential embolic
complications.
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