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Primary cardiac tumors are exceptionally rare. Metas-
tases of the heart occur 20-40 times more frequently than
primary neoplasms [1]. Among primary cardiac tumors in
adults, approximately 25% are malignant, and nearly all are
sarcomas. Primary cardiac sarcomas are much more com-
monly reported than primary liposarcomas [2]. Primary lipo-
sarcomas of the heart are extremely rare neoplasms found
in only about 1% of all primary malignant cardiac tumors.
Only a few cases of primary cardiac liposarcoma have been
reported [3-5].

We report a case of resection of left atrial primary lipo-
sarcoma.

A 21-year-old woman (gravida 1, para 1, O Rh plus) was
admitted with a presumptive diagnosis of acute endocar-
ditis and mitral valve vegetations. On admission she pre-
sented an 8-week history of progressive dyspnea, malaise,
fever, cough and sore throat. During this time she was
treated with antibiotics without results. She was free of
cardiovascular disease or other symptoms until fever de-
veloped. Auscultation revealed tachycardia, continuous
murmur (Levine 4/6) over the apex and rales over all pulmo-
nary fields. Electrocardiography showed tachycardia with
normal 12-lead ECG. Chest roentgenogram showed a small
tent-shaped adhesion over the left diaphragm dome. Other
X-ray findings were within the normal range. The labora-
tory examination on admission revealed anemia (with Hb
9.1 g/dl and Hct 29.6%) and thrombocytopenia (with Plt
57.5 x 103/pl). Transthoracic two-dimensional echocardiog-
raphy revealed a large mass extending from the left atrium
through the mitral valve to the left ventricular outflow tract
(Fig. 1).

The patient underwent an emergency operation. Sur-
gery was performed through a median sternotomy with
cardiopulmonary bypass and mild hypothermia. The tumor
originated from the wall of the left atrium, between the
right superior and right inferior pulmonary veins. It extend-
ed to the left ventricle outflow tract and almost completely
blocked the mitral valve orifice. En bloc resection was per-
formed and the tumor pedicle was shaved from the atrial

myocardium. The tumor was a 25 ¢cm long, cone-shaped
structure with a 4 cm diameter base and 0.5 cm diameter
apex (Fig. 2). Aorta cross clamping time was 45 min and
time of extracorporeal circulation was 70 min.

Pathologic analysis of the resected specimen revealed
neoplasma malignum anaplasticum mesenchymale—differ-
entiated pleomorphic liposarcoma (Fig. 3). Bacteriological
examinations of the tumor and patient’s blood were nega-
tive for both aerobic and anaerobic microorganisms.

HP Aduit
10:
1. 2a

B3 9:26: 29- 19
GRIN 86 2
£oMs 78

i3cH
3eHZ ©

Fig. 1. Echocardiography showing a large tumor filling the left
atrium and left ventricle

Fig. 2. Macroscopic view of resected tumor
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A huge primary pleomorphic liposarcoma of the left atrium

atrial pleomorphic liposarcoma

The patient made an eventful post-operative recovery.
She was studied extensively to localize peripheral metas-
tases, and postoperative cerebral, thoracic, and abdominal
computed tomographic scans showed absence of distant
metastases. The patient was discharged 18 days post-
operatively, with improvement of her symptoms. She was
advised to follow up with chemotherapy. In spite of the rec-
ommended adjuvant treatment she did not continue thera-
py in the oncology department. The patient died 8 months
after being discharged. An autopsy was not performed.

In this report, we presented a very rare case of left atri-
um pleomorphic liposarcoma. Primary malignant cardiac
tumors are very rare diseases. Most of these tumors are
angiosarcomas, rhabdomyosarcomas, malignant meso-
theliomas, and fibrosarcomas. According to a survey con-
ducted by McAllister and Fenoglio, primary liposarcoma
of the heart constitutes 0.2% of all cardiac tumors [1]. The
World Health Organization currently recognizes four sub-
types of primary liposarcoma: well-differentiated (or atypi-
cal lipoma), myxoid, pleomorphic and dedifferentiated [6].
Of those, the pleomorphic form is the rarest type and its
malignant potential is very high [7].

In our hospital, 306 patients with a diagnosis of primary
cardiac tumor have been operated on since 1979. The case
described above was the first case of liposarcoma tumor.

Before common use of echocardiography, computed
tomography and magnetic resonance, most primary car-
diac tumors were diagnosed during autopsy. Because of its
common availability and high sensitivity, two-dimensional
echocardiography seems to be a great diagnostic tool in
recognizing cardiac tumors. The most common presump-
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tive diagnosis of cardiac tumor is myxoma. The reason is
that myxomas account for 40% of all primary cardiac tu-
mors and can occur in any chamber of the heart but most
often in the left atrium — 70% of all cases. Because neo-
plasms are often accompanied by systemic fever, another
common diagnosis on admission is active endocarditis
with valve vegetations. The final diagnosis is always made
by histological examination.

Although surgical intervention is rarely of benefit in
malignant cardiac tumor cases, in selected patients, sur-
gical resection of the tumor should be considered, even
if metastases exist. This is recommended because death
may occur due to obstruction of flow within the heart or
embolization. Surgical therapy is often limited to relief of
recurrent pericardial effusions or occasionally cardiac tam-
ponade. In non-life-threatening conditions, surgical treat-
ment does not prolong survival. In our case, survival after
surgical resection of the tumor without adjuvant radiation
or chemotherapy was as poor as in patients with this kind
of follow-up therapy [8].

The current study reported a very rare case of a cardiac
primary liposarcoma. There is no evidence available to help
in the management of such patients. Surgical resection is
the primary modality. Cooperation between cardiologists,
cardiac surgeons and oncologists may lead to the identifi-
cation of an optimal treatment.
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