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Total Occlusion of the Abdominal Aorta Caused by 
Detachment of Cardiac Myxoma

Sungyong Hong, M.D.1, Kyung-Taek Park, M.D.1, Hyunmin Choe, M.D.2

Abdominal aortic occlusion (AAO) caused by detachment of cardiac myxoma (CM) is a very rare complication in 
patients with CM. Although the nature of CMs has been well established, detachment of CM may cause un-
expected serious complications such as vicious embolic events. Actually, in several cases of AAO caused by de-
tachment of CM, it has been reported that CM fragments easily migrated to the brain, heart, and lungs, and 
caused lifelong neurological complications despite appropriate surgical therapy. Herein, we report a case of a pa-
tient with AAO caused by detachment of CM who underwent CM excision and abdominal aortic thromboem-
bolectomy. Additionally, we have presented the preoperative and postoperative images using 64-multidetector com-
puted tomography.
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CASE REPORT

A 41-year-old female patient presented to the emergency 

room with sudden weakness of the legs that began one hour 

previously. She had been healthy except for a history of 

hypertension. The initial heart rate was at 75 beats/min and 

blood pressure was at 101/63 mmHg. She had cold and mot-

tled lower extremities. Cardiac auscultation revealed an audi-

ble diastolic murmur. In addition, the femoral, popliteal, and 

dorsalis pedis arterial pulses were markedly diminished bilate-

rally. A 12-lead electrocardiogram and chest X-ray were 

normal. A conventional chest computed tomography (CT) 

scan revealed a low attenuation thrombus-like mass in the left 

atrium (Fig. 1A). A 64-multidetector computed tomography 

(64-MDCT) angiography of the lower extremities was per-

formed. Three-dimensional, volume-rendering images of 64- 

MDCT angiography revealed total occlusion of the infrarenal 

abdominal aorta up to the bilateral common iliac arteries and 

reduced blood flow in the bilateral anterior and posterior ti-

bial arteries (Fig. 2A). Transthoracic echocardiography re-

vealed a mobile 44×26 mm mass that was attached to the left 

interatrial septum and that moved through the mitral valve 

during diastole. We planned an urgent cardiac myxoma (CM) 

excision and abdominal aortic thromboembolectomy. We per-

formed antegrade and retrograde transfemoral thromboembo-

lectomy using Fogarty catheters, which were passed through 

both common femoral arteries to restore the patency in the 

bilateral lower extremities. Large numbers of embolic frag-

ments were extracted from both the femoral arteriotomy sites. 

Embolic fragments had gelatinous features and were mixed 
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Fig. 1. (A) Conventional chest com-
puted tomography scan revealed a 
slow attenuation mass lesion in the 
left atrium (arrow). (B) Postoperative 
gross findings of cardiac myxoma.

Fig. 2. (A) Preoperative volume-rendering image of 64-multidetec-
tor computed tomography angiography demonstrated occlusion of 
the lower abdominal aorta (arrow) and diminished blood flow in 
both the lower extremities (arrow head). (B) Postoperative com-
puted tomography revealed complete restoration of blood flow.

with the thrombus. Both the dorsalis pedis arterial pulsations 

and vascular Doppler flow signals were restored immediately 

after arteriotomy closure. We then performed a sternotomy 

and removed the CM through the left atrium. The atrial sep-

tal defect which was created for mass excision, was covered 

with an autologous pericardial patch. The mass to be excised 

was attached to the inferior margin of the fossa ovalis. The 

macroscopic specimen showed a nodular outer surface meas-

uring 67×58×45 mm and contained multiple hemorrhagic 

spotted areas (Fig. 1B). The histopathologic report confirmed 

the diagnosis of a cardiac myxoma and detached myxoma 

fragments. We used intravenous unfractionated heparin ther-

apy for 7 days to maintain the activated partial thromboplas-

tin time between 55 and 60 seconds. After 10 days, she was 

discharged without any vascular or neurological complica-

tions. One month after surgery, a follow-up 64-MDCT of the 

lower extremity was performed. A volume-rendering image of 

the 64-MDCT angiography revealed patent blood flow in the 

distal abdominal aorta, and the bilateral common iliac and ti-

bial arteries (Fig. 2B).

DISCUSSION

Atrial myxomas have been described as a proliferation of 

primitive mesenchymal cells that normally differentiate into 

endothelial and smooth muscle cells and fibroblasts. CM rep-

resents roughly 50% of all benign cardiac tumors. Cases of 

abdominal aortic occlusion (AAO) caused by detachment of 

CM have been reported sporadically and have occurred with-

out any prodromal symptoms. Suprarenal aortic occlusion is 

extremely rare because of the decreasing diameter of the de-

scending aorta [1]. Total detachment of cardiac myxoma 

causing saddle embolization of the abdominal aorta has also 

been rarely reported [1,2]. Although one study reported that 

the most common initial presenting symptoms of CM were 

related to mitral valve obstruction, the signs or symptoms of 

embolism were also noted frequently, with incidences ranging 
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from 30% to 40% [3]. The central nervous system is prone 

to an embolic attack, and the neurologic manifestations in-

clude syncope, psychiatric presentations, headaches, and seiz-

ures [4]. The emboli generally display a prediction for the 

brain, but can also affect other organs such as the liver, 

spleen, kidney, retina, coronary arteries, and peripheral ar-

teries [5]. CM emboli may manifest as fulminant cerebral or 

cerebellar infarction. Also, several case reports of AAO 

caused by detachment of CM have demonstrated the develop-

ment of serious neurological complications such as major 

stroke, bowel ischemia, amputation, paraplegia, and death 

[2,3,5,6]. Fortunately, our patient had no neurological signs or 

symptoms, and hence she recovered more quickly. Both echo-

cardiography [6] and 64-MDCT angiography help clinicians 

in making a precise diagnosis and therapeutic decision. 

Moreover, 64-MDCT may be useful to evaluate the embolic 

involvement in the renal, coronary, gastrointestinal, and pul-

monary arterial systems even if the hemodynamic status of 

the patient is unstable. In the present case of AAO caused by 

detachment of CM, we performed preoperative and post-

operative 64-MDCT angiography. Preoperative 64-MDCT an-

giography provided high quality anatomic information about 

the abdominal aorta, which made surgical decision-making 

easier. Postoperative 64-MDCT angiography also provided ad-

ditional information regarding the flow status and residual 

embolic occlusion of the lower extremities. Retrograde trans-

catheter embolectomy is effective for sweeping embolic 

clumps away. Concurrent surgical removal of CM is also es-

sential, and the results of surgical excision of an uncom-

plicated CM are excellent, such that the recurrence rate is on-

ly 5% [7]. In conclusion, prompt diagnosis and surgical inter-

vention are very important in cases of AAO caused by de-

tachment of CM because they may be beneficial for prevent-

ing neurological complications and mortality.
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