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CASE REPORT

Resection of a cardiac hemangioma in a patient with
chest pain
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Abstract

This is a case of a 77-year-old woman who presented complaining of chest pain and was found to be secondary to a mass
in her left atrial appendage (LAA). The patient underwent complete surgical excision of the 4.5 cm mass and the pathology
report revealed a cardiac hemangioma. Her postoperative clinical course was uneventful and she was discharged in good
condition and chest-pain-free.
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1 Introduction

Cardiac hemangiomas are rare, benign, and primitive tumors that occur with an incidence of 0.8%-1.6% among all
detected benign heart tumors. They arise from the cardiac ventricles, atria, or, rarely, the valves or epicardium . The
clinical presentation (palpitations, dyspnea, arrhythmia, or sudden death) varies according to the tumor’s location and
size . Most cardiac masses (including hemangiomas), however, are asymptomatic and are discovered incidentally by
imaging, such as transthoracic or transesophageal echocardiography (TTE or TEE), computed tomography (CT), or
cardiac magnetic resonance imaging (MRI). This case report describes the resection of a cardiac hemangioma in the left
atrial appendage (LAA) in a woman presenting with chest pain.

2 Case report

A 77-year-old woman with no significant past medical history presented with a one-month’s history of anginal chest pain
in the setting of exertional dyspnea. Physical examination revealed stable vital signs and normal heart sounds without
murmurs. Her electrocardiogram showed a normal sinus rhythm with non-specific ST and T wave changes. A TTE
identified a large left atrial (LA) mass consistent with a possible intra-cardiac myxoma. A CT confirmed a 4.5 cm mass
within the LAA (see Figure 1). The coronary angiography revealed a large tortuous abnormal feeder vessel that supplied
the LA tumor and arose from the circumflex branch of the left coronary artery.
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Figure 1. Computed tomography with an axial view
showed the LAA tumor’s measuring 4.5 cm x 3.0 cm with
an enhanced left atrial side (arrow). The feeding artery
was not clear.

Figure 2. Intra-surgical macroscopic view of tumor

Figure 3. Histological exam showed a hemangioma with a
mixture of cavernous and capillary vessel types
(Hematoxylin & eosin; x100)

The patient underwent resection of the LAA tumor. A median sternotomy was made, and the parietal pericardium was
normal. During the conventional cardiopulmonary bypass (CPB), the aortic cannula was inserted and bicaval venous
cannulation was performed. The CPB was established, and the vent cannula was placed via the right upper pulmonary
vein. The ascending aorta was clamped while the cold blood cardioplegia was infused through the aortic root and coronary
sinus; cardiac arrest and myocardial protection were thus obtained. No tissue adhesion was seen surrounding the tumor,
and mobilization of the tumor was possible without any complications. A trans-septal approach was used to examine the
LA. Furthermore, because the tumor (4.5 cm x 3.0 cm) only involved the LAA and the LA was intact, the whole tumor was
easily resected with the excision of the LAA (see Figure 2). Pathological results revealed a cardiac hemangioma with a
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mixture of cavernous and capillary types without malignancy (see Figure 3). The postoperative course was uneventful, and
the patient was discharged without chest pain on postoperative day 15.

3 Discussion

Cardiac hemangiomas occur rarely and account for 5%-10% of benign primary cardiac tumors and 2% of all cardiac
tumors ©!. Symptoms result from embolism or compression of the surrounding structures. The most common presentation
is exertional dyspnea; however, arrhythmias, pseudoangina, and signs of right heart failure can also occur. Some cardiac
hemangiomas are asymptomatic and are discovered during heart surgery or autopsy . A large tumor with abundant
vascularity, as the LAA hemangioma in the above case, may also present with exertional dyspnea and anginal chest pain
without significant coronary artery disease. A probable explanation of such pain is the “coronary artery phenomenon”
owing to blood being drawn by the vessel feeding the tumor and away from the major coronary artery.

Diagnoses of cardiac tumors are possible by advanced imaging such as TTE, TEE, CT, and MRI; however, the tumor type
diagnosis is seldom possible without histological examination. Cardiac hemangiomas have a non-specific pattern on
unenhanced CT but in most cases, they show intense enhancement with contrast [°!. Cardiac MRI provides a more specific
image and may provide a qualitative diagnosis [". CT is helpful for surgical planning because it allows submillimeter
spatial resolution and identifies mass effect on adjacent structures. Most importantly, CT can demonstrate whether
pericardial wall is involved or not.

In our case, the cardiac tumor was seen in echocardiography when the patient presented for exertional dyspnea and chest
pain. Preoperatively, the cardiac tumor was evaluated with a CT scan and coronary angiography. The CT demonstrated a
partially enhanced mass and the coronary angiography showed a tumor blush, both of which are typical findings; however,
even with these data, the final nature of the tumor could not be diagnosed.

Cardiac hemangiomas may grow in the pericardium, endocardium, or myocardium. In our patient, the pathology revealed
that the mass probably originated from the myocardium because of a coating within the myocardium without continuation
into the pericardium or epicardium.

Complete resection is the treatment of choice for cardiac hemangiomas, and the prognosis is generally favorable with a
low rate of recurrence. There is long term survival reported even with an incomplete resection of the tumor . In a
previous case report, the right anterolateral mini-thoracotomy approach with minimally invasive cardiac surgery (MICS)
was used to resect a cardiac hemangioma . We decided against the MICS approach in our patient because of the location
of the tumor. Instead, the cardiac surgery was performed with a typical median sternotomy and cardiopulmonary bypass
and we were successful in resecting the tumor in its entirety. The histological exam revealed cardiac hemangioma. The
postoperative course was uneventful and the patient remained asymptomatic.

4 Conclusion

Cardiac hemangiomas are rare, benign, and primitive tumors of the heart. The histological diagnosis cannot be predicted
by imaging, however, in these patients, contrast-enhanced CT and coronary angiography are still necessary for a correct
morphological characterization needed to guide the surgical approach. Complete surgical resection, when possible, is the
best approach to treat a cardiac hemangioma, and the postoperative outcome is generally favorable.
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