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Daryoush Saed’, MD; Azin Alizadehas|*?, MD

ABSTRACT

Primary and secondary cardiac tumors are uncommon, but not extremely rare. Cardiac tumors comprise
benign and malignant tumors that arise from the heart valves, endocardium, or myocardium.

On the other hand, nowadays, infective endocarditis involves increasing numbers of patients without
predisposing cardiac conditions and requires a completely different management approach.

We describe a challenging case of a cardiac mass (left ventricular apical mass) and present some
educational points and discuss the differences between cardiac tumors, infected left ventricular clots
(endocarditis), and pure left ventricular apical clots. (Iranian Heart Journal 2018; 19(4): 62-65)
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rimary cardiac tumors are rare, with an

incidence of 0.05% to 1% in autopsy

series.! Of these tumors, 75% are benign
and 75% of the benign tumors are myxomatous.
Sarcomas constitute 75% of the primary cardiac
malignant tumors,? and these tumors require a
complete surgical resection for improved
survival.?
Metastatic cardiac tumors are 40 to 100 times
more frequent than are primary ones.**
Cardiac surgery to excise a cardiac tumor is
rarely done. The incidence of cardiac surgeries
for the excision of cardiac tumors is 1 in
500 cardiac surgeries.® Herein, we describe a
challenging case of a cardiac mass from the
view point of the differential diagnosis between
a cardiac tumor, a pure left ventricular (LV)
clot, and infective endocarditis.

The global burden of infective endocarditis is
largely unknown.” A significant proportion of
non-addict  infective  endocarditis involves
patients  without  predisposing  cardiac
conditions; these cases have some different
features such as younger age, aortic and right-
heart valve involvement, and lower mortality
rates by comparison with patients suffering
from endocarditis with underlying valvular
diseases.?

Case Presentation

A 42-year-old man was referred to our center
from another hospital with severe illness, a
downhill course, significant weight loss, and
severe bilateral lower extremity edema. He was
a cigarette smoker and an inhalation opium
addict. The patient had been relatively well
until 4 months before that progressive weakness
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of the lower extremities, followed by the upper
extremity weakness.

In his medical history, the patient had
undergone laparotomy for acute abdominal pain
due to acute mesenteric ischemia, leading to the
transmural necrosis of a sizable partof the
small bowel about 2 months before this
presentation. Following that admission, he
suffered a  cerebrovascular  accident (a
thromboembolic event) confirmed by magnetic
resonance imaging as a brain-stem infarct,
followed by bilateral iliac and femoral vein
thrombosis.

Significant weight loss in the past 3 months and
bedridden state in the past 1 month were also
noticeable.

Coronary angiography about 1 month prior to
this admission revealed a double-vessel
coronary artery disease (left circumflex and
right coronary disease) and an anatomy not
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amenable to revascularization. A decision was,
therefore, made at the time to have a medical
follow-up plan for the patient.

The abdominopelvic sonography and chest
radiography findings were unremarkable. An
electrodiagnostic study revealed a subacute
symmetric  axonal polyneuropathy  without
demyelinization criteria.

The laboratory data revealed anemia of chronic
disease with a hemoglobin level of 9.3
mg/dL, leukocytosis with a shift to the left,
mild thrombocytosis, a normal
creatinine phosphokinase  level, and an
international normalized ratio (INR) of 2.3 due
to warfarin consumption. He had also been
on daily ASA  and clopidogrel since the
previous coronary angiography.
Electrocardiography (ECG) illustrated a normal
sinus rhythm with nonspecific ST-T changes

(Fig. 1).

Figure 1. Electrocardiography, revealing a normal sinus rhythm with nonspecific ST-T changes

Transthoracic echocardiography (TTE) in our
center  showed moderate LV  systolic
dysfunction (ejection fraction=35%) and a large
homogenous mass originating from the LV
apex with abizarre shape protruding into the
LV cavity but without any obvious invasion of

the myocardium (size=50 mm x 14 mm).
Additionally, there were a normal right
ventricular size and function, a normal
pulmonary artery pressure, and no significant
valvular heart disease (Fig. 2). These findings
were similar to those reported in a previous
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TTE examination conducted 1 month
previously, with the exception of the significant
decline of about 10% in the ejection fraction.

Figure 2. Large homogenous mass, originating from the
left ventricular (LV) apex with a bizarre shape protruding
into the LV cavity

Transesophageal echocardiography was not
performed.

The other laboratory data in the previous
hospital had  revealed an increased
sedimentation rate (ESR) to 57 and 2+ positive
C-reactive protein (CRP). The urinary analysis,
the stool examination, and viral markers for
hepatitis and human immunodeficiency viruses
were unremarkable, and so were the brucellosis
and salmonellosis tests. The patient also had a
normal liver function test.

Finally, the patient was referred to our hospital
for a prompt surgical intervention with the
presumptive diagnosis of a primary cardiac
tumor versus a large infected LV clot.
Nevertheless, before the patient underwent
other imaging modalities such as cardiovascular
magnetic resonance imaging, he went on a
downhill course with a severe systemic
inflammatory response syndrome and shock,
which regrettably led to his death.
Unfortunately, autopsy was not done and the
exact diagnosis was not established.
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DISCUSSION

Although our patient was a smoker, there was
no evidence of a myocardial infarction in his
medical records. Indeed, his ECG was
unremarkable from this aspect and TTE
revealed no significant regional wall-motion
abnormality in the apex, which is a common
accompaniment of LV apical clots.® More
importantly, he had been on oral anticoagulants
with a therapeutic range of the INR for least 1
month before his referral to our hospital,
suggesting that an LV clot would have been
resolved at least to some extent.™

A higher prevalence of LV clot is concomitant
with less access to cardiac magnetic resonance
imaging, and computed tomography is known
to lead to the misdiagnosis and mismanagement
of LV tumors.

Our reasons for the need to a more aggressive
diagnostic and therapeutic approach can be
summarized as follows:

Our patient had suffered a significant weight
loss over a period of several months, in tandem
with a hypercoagulable state as evidenced by an
extensive bilateral iliofemoral vein thrombosis
despite dual antiplatelet therapy without
predisposing genetic thrombophilia disorders,
and also 2 embolic events (the first one to the
mesenteric artery and the second one to the
brainstem). Additionally, the unresponsiveness
of the mass lesion to the anticoagulant therapy,
relatively elevated inflammatory markers (ESR
and CRP), anemia, and the echocardiographic
characteristics of the mass were all in favor of a
tumoral lesion or a superimposed infection on
the LV clot.*> More importantly, the tragic final
presentation of the patient with a systemic
inflammatory response syndrome was another
clue to the malignant nature of the disease.

CONCLUSIONS

Despite advances in decision-making and
various therapeutic modalities for the
management of cardiac mass lesions, we would
recommend the appropriate use of imaging
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modalities to enhance decision-making with
respect to patients who are seriously ill.
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