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ABSTRACT

Aortic valve myxoma is a rare benign cardiac neoplasm. 
The association of aortic valve myxoma with cardiogenic 
shock and acute myocardial infarction has been reported in 
few observations. We report the case of a 19-year-old male 
patient, who underwent chest pain for two weeks, then fur-
ther examinations indicated a soft spherical mass on the left 
coronary cusp. The patient had sporadic cardiogenic shock 
and acute myocardial infarction during the preoperative 
preparation, and we carried out emergency effective cardio-
pulmonary resuscitation (CPR), followed by emergency sur-
gical operation for aortic valve tumor.

Postoperative pathology showed it was a myxoma. The 
patient recovered smoothly and was discharged on postopera-
tive day 7. Cardiogenic shock and acute myocardial infarction 
are very nonspecific, and we should be aware that patients 
with cardiogenic shock and acute myocardial infarction pos-
sibly suffer from aortic valve myxoma.

INTRODUCTION

Myxomas are the most commonly found cardiac primary 
tumors in adults. They are derived from multipotential mes-
enchymal cells located in the endocardium and can originate 
from cardiac structure or any chamber [Reardon 2003]. But 
most cardiac myxomas are located in the left atrium, attaching 
to the interatrial septum [Edvin 2015]. Myxomas arising from 
aortic valve are very infrequent [Wold 1980]. It is very rare in 
adolescents. Failure to settle accounts on time can result in a 
series of complications and sudden death [Edvin 2015]. 

We report the case of a patient with a stroke and an acute 
myocardial infarction who was found to have a mass on his 
aortic valve. The patient was treated surgically to prevent fur-
ther ischemic complication. Subsequently, the histopathologi-
cal examination confirmed the diagnosis of myxoma.

CASE REPORT

A healthy 19-year-old male without a background of cardio-
vascular disease developed chest pain for two weeks. The pain 
was compressive and not related with activity, but the onset of 
pain often was related to the change of posture. The physical 
examination, chest x-ray, and ECG were unremarkable, but the 
myocardial enzyme levels, including Troponin I, were elevated. 
The transthoracic echocardiogram revealed a soft spherical 
mass of 0.9 × 1.2cm in size on the left coronary cusp (LCC) 
of the aortic valve without aortic valve regurgitation. This 
medium echoic mass was displaced and moved in every cardiac 
cycle, and it was very close to the orifice of left coronary artery 
(LCA). Meanwhile, the muscle of the ventricular septum apical 
had poor mobility. The coronary computed tomograms (CT) 
also confirmed the existence of an aortic valve mass. (Figure 1)
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Figure 1. Echocardiography image and coronary computed tomograms 
image. Demonstrating a soft spherical mass on the left coronary cusp 
of aortic valve (arrows).
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The loss of consciousness and ventricular fibrillation of 
the patient suddenly occurred during the preoperative prepa-
ration, and emergency effective cardiopulmonary resuscita-
tion (CPR) was carried out. After about two hours of CPR, 
he regained his regular pulse. The electrocardiogram showed 
acute myocardial infarction. (Figure 2) The patient under-
went urgent surgical excision through a median sternotomy 
under cardiopulmonary bypass. A 0.8 × 1.2 cm yellow-tan-
colored mass was attached to the left coronary cusp of the 
aortic valve. (Figure 3) This was observed to easily prolapse 
into the left coronary ostial. The mass successfully was shaved 
off and subsequently sent for pathology. A histopathological 
examination of the excised mass showed a paucicellular lesion 
contained oval and stellate cells with a moderate amount of 
eosinophilic cytoplasm, indistinct cell borders, and fine chro-
matin. (Figure 4) These features indicated it was a myxoma.

The postoperative echocardiogram showed no residual 
tumor and aortic valve regurgitation. The patient recov-
ered smoothly and was discharged 7 days later. During the 
6 months follow-up period, there was no evidence of local 
tumor recurrence.

DISCUSSION

Cardiac myxoma is a rare but not uncommon benign car-
diac neoplasm. More than 75% of patients develop in the left 
atrium and only 15-20% of patients in the right atrium [Aze-
vedo 2010], only 3% to 4% of myxomas are found in the left 
and right ventricle each [Reynen 1995]. Myxomas of the heart 
valves are rare, especially in the aortic valve. And meanwhile, 
a symptomatic manifestation in teenagers is extremely rare. 
Therefore, the difficulty of diagnosis of relevant patients is 
greatly increased.

As opposed to coronary heart disease, aortic valve myxoma 
is less strongly associated with cardiogenic shock and acute 
myocardial infarction, thus reducing the index of doubt about 
appearances. The nonspecific symptoms and findings of an 
obvious ST-segment elevation in the electrocardiogram indi-
cate the potential difficulty in clinical diagnosis. Patients usu-
ally are misdiagnosed.

In the current case, our patient had acute myocardial 
infarction and cardiogenic shock before operation. It may be 
attributed to the aortic valve myxoma found protruding into 
the left coronary artery ostium. Therefore, clinicians should 
be conscious of acute myocardial infarction as a potential pre-
sentation of aortic valve myxoma.

Differential diagnosis of an aortic valve myxoma includes 
papillary fibroelastoma, Lambl’s excrescences and vegeta-
tions [Edvin 2015]. Although histopathology remains the 
gold standard method of diagnosis [Fernandez 2012], the 
transthoracic echocardiogram or transesophageal echocar-
diography provides an economical and practical method for 
diagnosis [Zhenchun 2017]. And by analyzing ultrasound 
images, the size, shape, extension, attachment site and loca-
tion, the mobility of a cardiac mass can promptly and easily be 
assessed, combining with the clinical symptom and medical 
history [Fernandez 2012].

Although the nonspecific symptoms or even occasional 
asymptomatic cases, what is undeniable is that aortic valve 
myxomas bring potential embolic issues [Zhenchun 2017]. 
Therefore, once diagnosed with aortic valve myxomas, surgi-
cal resection should be implemented as soon as possible. Sur-
gical excision should contain the tumor and the implantation 
site to reduce the chance of tumors returning. And of course, 
the extent of surgery mainly depends on the size of the tumor. 
Although the long-term outcome of surgical excision of aortic 
valve myxomas is not fully understood due to its rarity, the 
recurrence rate appears very low. Therefore, rigorous follow 
up and monitor by echocardiography should be the basis for 
dealing with such cases.

REFERENCES
Azevedo O, Almeida J, Nolasco T, et al. 2010. Massive right atrial 
myxoma presenting as syncope and exertional dyspnea: case report. 

Figure 2. ECG showing diffuse saddle-shaped ST-segment elevation.

Figure 3. Surgical image, revealing the mass attached to the cusp of the 
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