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Infected atrial myxoma: 
a rare cause of fever
Mixoma atriale infetto: una rara causa di febbre
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n INTRODUCTION

F
ever is one of the most frequent cause of con-
sultation in general practice and generally
represents a common experience of acute in-

fectious events. In these cases fever can be easily
controlled by antibiotic therapies. However, in
some cases fever can assume an intermittent
course and its etiologic determination become d-
ifficult [1]. The present report describes the clini-
cal history of a patient complaining of an inter-
mittent fever of unknown origin [2].

n CASE REPORT

A 63-year-old female was admitted to the Clin-
ic of Infectious Diseases of “G. d’Annunzio”
University of Chieti (Italy) with an intermittent
fever in October 2004. 
She reported a personal history negative for
smoking and/or other risk factors (e.g.: dental
procedures, etc.). Her clinical history included:
primary syphilis 40 years before resolved by the
use of penicillin; tympanoplastic surgery 15
years before, a meniscectomy at the left knee 4
years before; closed trauma of the left knee in
September 2004. In April 2003 she began to com-
plain of an unexplained fever (body temperature
up to 38°C), not associated with other signs
and/or symptoms. A therapy with azithromycin
was soon started and the fever disappeared after
about two days. After this acute event, she felt
well until September 2003 when she presented a
new episode of fever with the same course but
this time associated with shortness of breath af-
ter some activities (e.g.: going upstairs, walking).
Azithromycin was resolutive in this case as well.
An analogous event happened in March 2004:
even in this case the patient started azithromycin
with a good response. In all these three episodes

it is important to underline that she underwent
no medical, laboratory or radiological investiga-
tions. She came to our attention in October 2004
because she again complained of fever (body
temperature up to 38.5°C) associated with shiv-
ers and shortness of breath, not responding to
antibiotic therapies (azitromicine and then
ciprofloxacin for 7 days). At clinical examination
we found a normal body temperature (36.8°C),
hepatosplenomegaly, a painless laterocervical
micropoliadenopathy and a nodular goiter. Lab-
oratory investigations showed the presence of
mild anaemia (Hgb 10.7 g/dl), thrombocytosis
(PLT 581.000/µl), high blood levels of fibrinogen
(709 mg/dl), hyperferritinaemia (386 µg/l), high
levels of ESR 84 mm/h, RCP 3.45 mg/dl, muco-
proteins 228 mg/dl, while the values of the thy-
roid hormones were normal. Serologic determi-
nations were negative for syphilis (VDRL,
TPHA, FTA-Abs), herpesviruses (Cy-
tomegalovirus, Toxoplasma gondii, Epstein-Barr
virus, HHV-6, HHV-7, HHV-8, Varicella-zoster
virus), enteroviruses (Coxsackie A and B,
Echovirus), respiratory viruses (Adenoviruses,
Influenza and Parainfluenza viruses, Syncytial
respiratory virus), Chlamydia and Mycoplasma.
Radiological investigations were negative for
any sign of inflammation (chest and knee X-rays,
abdominal and pelvic ultrasonographies). In
particular, the chest X-ray showed a mild en-
largement of the cardiac image and the ECG
showed a left atrial power as well as low volt-
ages. We therefore decided to perform an
echocardiogram and surprisingly a large mass in
the left atrium prolapsing in the homolateral
ventriculus during the diastolic phase as well as
a pericardiac effusion were observed (Figure 1).
As a consequence, the patient was addressed to
the Clinic of Cardiosurgery where a coronarog-
raphy excluded heart complications [3]. Surgery
excision of the intra-atrial mass was then per-
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formed and histologic evaluation established
that it was a myxoma with signs of Staphylococ-
cus spp colonization in context. Targeted antibi-
otic therapy was then performed. At one year
follow-up the patient felt well: she no longer
complained of fever.

n DISCUSSION

Atrial myxoma represents an unusual pathology
typically identified after episodes of heart de-
compensation and/or embolism. Myxomas are
the most common of all primary cardiac tu-

mours [4-6]. It can also be a rare cause of unex-
plained fever and can simulate infective endo-
carditis. Infected myxomas are an extremely rare
condition, and as for infective endocarditis a par-
ticular antibiotic therapy might be required [7-9]. 
A recent review of the literature shows that di-
agnosis of infected myxoma is difficult. In most
cases diagnosis of infected myxoma was made
only after the postmortem autopsy and few cas-
es of antemortem diagnosis have occurred [10].
The clinical history of an intermittent fever in
our patient could be justified by the localization
of bacteria inside the myxoma [11]. Such local-
ization is characterized by poor vascularization
and this makes antibiotics unable to reach the
infectious focus [12]. 
The partial benefit from the use of antibiotics in
our patient is due to temporary control but not
to complete clearing of the infection. Indeed, an
infectious agent potentially responsible for the
fever was isolated in the context of the myxoma.
Often empirical antibiotic treatments can hide
and do not resolve the pathology that causes
fever, such as in our case. In conclusion, our ex-
perience suggests the importance of a global
and multidisciplinary evaluation of all patients
complaining of intermittent fever, including the
search for rare but potential causes of fever.
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Figure 1 - Left atrial myxoma prolapsing into the left
ventricle.

We report the case of a patient complaining of in-
termittent fever for two years. After three episodes
which were well controlled in a few days by an-
tibiotic therapy, in October 2004 she came to our
observation for the reappearance of fever. Our
findings included high levels of inflammation in-
dexes, a left atrial power at ECG, and an enlarge-
ment of the heart at chest radiography. Finally,

transthoracic echocardiography showed the pres-
ence of a mass in the left atrium, subsequently
identified as a myxoma after its surgical excision.
To date the patient has reported no new episodes
of fever. We recommend careful examination of all
patients with unexplained fever so to avoid failure
to identify rare but potentially fatal causes of fever
(e.g.: myxoma).

SUMMARY

Descriviamo un caso di una paziente con febbre intermit-
tente da due anni. Dopo tre episodi controllati in pochi
giorni dalla terapia antibiotica, giunge nell’ottobre 2004
alla nostra attenzione per ricomparsa di febbre. Durante
il ricovero mostra alti livelli di indici infiammatori, segni
di ingrandimento atriale all’ECG e un aumento dell’im-
magine cardiaca alla radiografia del torace. Un ecocardio-

gramma, infine, mostra la presenza di una massa
nell’atrio sinistro, successivamente identificata dopo
l’escissione chirurgica, come un mixoma. Da allora la pa-
ziente non ha più manifestato episodi di febbre di origine
ignota. Noi consigliamo nello studio delle febbre di origi-
ne sconosciuta, di fare attenzione in modo da identificare
anche le cause rare ma potenzialmente fatali di febbre.
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