CASE REPORT

Primary tumor or metastasis? Extremely rare
fibrosarcoma of the left atrial appendage
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El Video clip is available online.

A 49-year-old man was transferred to the Department of
Cardiac Surgery from the Oncology Division after echocar-
diographic evidence of an intracardiac mass. Four months
previously, he underwent transurethral resection for a T3-
grade invasive urothelial bladder carcinoma (transitional
cell carcinoma). At that time, a full-body computed tomog-
raphy (CT) scan was performed with evidence of multiple
metastases at the level of lungs and bones, but no cardiac in-
filtrations were reported, making him a good candidate for a
first-line chemotherapy protocol. After 3 months, during
planned pretreatment screening, a transthoracic echocardi-
ography revealed a huge left atrial intracardiac mass.

The patient was promptly transferred to our department
for further investigations and treatment. At admittance, he
had no cardiopulmonary symptoms (New York Heart Asso-
ciation class I), electrocardiogram and blood pressure were
normal, and there were no laboratory test alterations. Trans-
esophageal echocardiography showed a hyperechoic huge
mass with a maximum diameter of 7 cm originating from
the left atrial appendage (LAA) characterized by high
mobility and complete engagement of the mitral valve up
to the apical portion of the left ventricle (LV) (Figure 1
and Video 1). An urgent electrocardiogram-gated cardiac
CT scan was performed showing a dilated LAA (maximum
diameter: 5.3 mm) with a huge mass entirely filling the
LAA cavity (Figure 1). The neoformation originated in
the LAA, crossed the mitral valve, and floated into the
LV. Its distal portion was highly mobile with irregular

Fibrosarcoma mass resected from the LAA.

Central Message

Intracardiac masses are frequent, and differen-
tial diagnosis is difficult. We present a case of
an extremely rare localization of a fibrosar-
coma of the LAA in a patient affected by uro-
thelial carcinoma.

See Editorial Commentary page XXX.

appendages swirling into the LV cavity. There was no evi-
dence of pulmonary vein involvement. CT scan and echo-
cardiographic images offered an ambiguous description of
the intracardiac mass, leading to a difficult differential diag-
nosis between thrombotic formation and tumor. The pa-
tient’s clinical history was highly suggestive for urothelial
metastasis, but to confirm this hypothesis and to exclude
other pathologies (intracardiac thrombotic formation or
different primary tumor'), we proceeded with contrast-
enhanced cardiovascular magnetic resonance imaging to
improve characterization of the mass (analysis of structure
and vascularization) (Figure 1 and Video 2). The cine imag-
ing by steady-state free-precession sequence showed an
extremely mobile neoformation of 43 X 20 mm, originating
from the left appendage, which was entirely filled by the
mass. It engaged the mitral valve in proximity of the left
anterior leaflet reaching the mid portion of the LV. It ap-
peared iso-intense in double-inversion recovery TI1-
weighted sequences (Figure 1, B) and nonhomogeneously
hyper-intense in the black-blood T2-weighted short
inversion-time inversion-recovery sequences (Figure 1,
(). On first-pass perfusion, the mass did not show any
contrast, but late gadolinium hyperenhancement showed
increased signal after 3, 5, and 7 minutes, respectively.
Therefore, magnetic resonance imaging findings clarified
the neoplastic nature of the mass and excluded an intracar-
diac thrombotic formation. On this basis, the heart team
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Trans Esophageal Echocardiography (lower esophagus views)
e

Contrast-enhanced cardiovascular magnetic resonance (MRI)

FIGURE 1. Transesophageal echocardiography of the lower esophagus shows a huge intracardiac mass originating from the LAA, cyclically crossing the
mitral valve, and swirling into the left atrium and LV cavities; electrocardiogram-gated cardiac CT scan with 3-dimensional reconstruction. Contrast-

enhanced cardiovascular magnetic resonance (Discovery 450, GE Healthcare [Chicago, Il1], 1,5 T). Panel 1: steady-state (steady-state free precession
cine imaging) extremely mobile neoformation of 43 X 20 mm, originating from the LAA, which was entirely filled by the mass. It engaged the mitral valve
in proximity of the left anterior leaflet reaching the mid-portion of the LV. Panel 2: T1-weighted sequences. Panel 3: T2-Tir sequences. Red arrow highlights

the distal mobile part of the neoformation. LA, Left atrium; LAA, left atrial appendage; M, mass; LV, left ventricle; ECG, electrocardiogram; CT, computed

tomography; 3D, 3-dimensional.

decided on urgent resection. With the patient under general
anesthesia, we proceeded to central cardiopulmonary
bypass implantation through a complete median sternot-
omy. After pericardium incision, we noticed a moderate
pericardial effusion, and a sample was sent to laboratory
for histopathologic and cytologic tests. Having performed
a left atriotomy through the Waterston’s, we immediately
faced the atrial part of the mass. We had a complete visual-
ization of the tumor without opening the transverse sinus. It
occupied the entire LAA, and passing through the mitral
valve, it reached the distal portion of the LV. We made a
complete excision of the mass (Figure 2) and the LAA. A
complete freezing of resection margins (Frigitronics Car-
diac Cryosurgical System; Atricure Inc, Mason, Ohio) of
the appendage surgical neck was performed to ensure a bet-
ter sterilization from possible residual cancer cells. To close
the iatrogenic large atrial wall defect, we used a pericardial
patch strengthened by 2 separate Teflon bands. The mass
was sent to the laboratory for histologic diagnosis. The pa-
tient experienced no perioperative complication during the

in-hospital stay, and he was transferred on postoperative day
6 to the rehabilitation unit. Predischarge transthoracic echo-
cardiography showed the absence of residual intracardiac

VIDEO 1. Preoperative transthoracic echocardiography showing a huge
intracardiac mass originating from the LAA, cyclically crossing the mitral
valve, and swirling into the left atrium and LV cavities. Video available at:
http://www.jtcvs.org.
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