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Slowly Growing Cardiac Tumor
A Case of Fibroelastoma
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Echocardiographic follow-up for 16 years in an asymptomatic patient with mitral stenosis showed very
slow growth of a mass attached to the mitral valve. The tumor doubling time was estimated to be 3.6 years.
Surgical excision of the mass was performed when the patient eventually developed dyspnea on exertion,
and histopathological examination revealed papillary fibroelastoma. Echocardiographic follow-up and anti-
coagulation may be sufficient treatment for asymptomatic patients with papillary fibroel astoma.
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INTRODUCTION

Papillary fibroelastoma accounts for 8% of
benign cardiac tumors in the text book of Armed
Forces Institute of Pathology Series and is usually
found incidentally at surgery, autopsy, or routine
echocardiography . Here, we report a case of this
tumor that showed very slow growth.

CASE REPORT

A 46-year-old woman was referred to our hospi-
tal 16 years before the current admission for evalu-
ation of rheumatic heart disease. She had mitral
stenosis, aortic stenosis, aortic regurgitation, and
atrial fibrillation. The mitral valve area was 1.9cm?
on two-dimensiondll 2D[echocardiograms in 1988,
at the age of 317 Fig. 10 leftd] As her valvular heart
disease was not severe enough to produce any
symptoms, she was not willing to undergo surgery.
Seria 2D echocardiography demonstrated a solitary
ventricular mass that arose from the chordae
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tendineae of the mitral valve. The mass showed
gradual enlargement over the subsequent 16-year
period. Fig. 10 right was taken in 1994, at the age
of 43.

On admission in 1997, she had mild dyspnea on
exertion. A diastolic rumble was heard at the apex,
and a grade( /0 systolic ejection murmur fol-
lowed by a gradel /O diastolic blowing murmur
was heard aong the |eft sternal border. Neither pul-
monary congestion nor peripheral edema was
noted. Neurological examination showed no abnor-
mal findings. The 2D echocardiograms obtained on
admission are shown in Fig. 2. A mass of 28mm
diameter was attached to the chordae tendineae and
papillary muscles) Figs. 20 a, bl A smaller mass
was present on the interventricular septum, and
another mass was noted on the posterior mitral
leaflef] Figs. 20 ¢, dO The mitral valve area was
1.4cm? on 2D echocardiograms and 1.1cm? on
Doppler echocardiograms. There was severe aortic
stenosis with a Doppler pressure gradient of

ooooooooocooono bobo:011w108e43 O ODODOOOOOOOO

Division of Cardiology, Mitsui Memoria Hospital, Tokyo

Addressfor reprints: HARA K, MD, Division of Cardiology, Mitsui Memorial Hospital, Kanda Izumicho 1, Chiyoda-ku, Tokyo 1010

8643

Manuscript received January 27, 2000; revised April 17, 2000; accepted April 18, 2000

T International cytotechnologist, * Registered medical sonographer.

129



130 Ayabe, Hara, Yamazaki et al

Fig. 1 Two-dimensional echocardiograms
The mass attached to the mitral valve increased in size between Oct. 24, 1988 leftCand Oct. 5, 19941 right(]

Fig. 2 Two-dimensional echocar diograms

A round mass is attached to the papillary muscles and the chordae tendineae of the mitral valve in the long-
axis viell albnd the short-axis view] bl Additional masses can be seen on the interventricular septuril c;
arrowland on the posterior mitral valve leafléfl d; arrowl]
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Fig. 3 Photograph of the gross appearance of the main tumor after removdl aland high-power pho-
tomicrograph of a portion of thetumof] b; elastica van Gieson stain, x 4000
Note the linings of endocardial cells and the central core of elastic fibers.

83mmHg, as well as moderate tricuspid regurgita-
tion. No abnormalities of the left ventricular wall
motion were observed. Left ventricular dimensions
were within normal limits on M-mode echocardiog-
raphy! left ventricular end-diastolic diameter
53mm, left ventricular end-systolic diameter
38mm, interventricular septal thickness 12mm, and
posterior wall thickness 12mm(l The fractional
shortening was 28%.

Surgical excision of these masses revealed soft
tumors covered with gelatinous substance and
numerous thrombi. The main mass measured 30 %
25x 15mm and had developed between the anteri-
or and posterior papillary muscles. After being
placed in saline, the tumor showed a distinctive
cluster of hair-like projections resembling a“ sea
anemone™ Fig. 30 all Microscopic examination
demonstrated papillary fibroelastoma characterized
by alining of endocardia cells and a central core of
elastic fibersl Fig. 30 b Both mitral and aortic
valve replacement was performed using the St.
Jude medical valve together with annuloplasty of
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the tricuspid valve. The patient has shown no tumor
recurrence in the 2 years since discharge.

DISCUSSION

We retrospectively analyzed the echocardio-
graphic findings of the main tumor. The maximum
diameter was measured in the parasternal long-axis
view on serial 2D echocardiograms that were
recorded on videotape. The tumor grew very slowly
from 13 to 28mm diameter over the 16-year period
before surgeryl Fig. 400 The tumor doubling time
was estimated to be 3.6 years using the method of
Schwartz*".

Operative excision rarely appears to be warrant-
ed when papillary fibroelastomas are detected by
echocardiography and whether operative excision
or valve replacement is beneficial for papillary
fibroelastomas in patients with cerebral or myocar-
dial ischemic events is unsettled®. During the 16-
year follow-up of our patient, acute myocardial
infarction or stroke did not occur and the tumor
grew very slowly. Therefore, echocardiographic
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Fig. 4 Maximum diameter of the main tumor over the
16-year follow-upl from 1982 to 199701
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follow-up and anticoagulation might be sufficient
treatment for asymptomatic patients with slowly
growing tumors suspected to be papillary fibroelas-
tomas. However, earlier reports demonstrated an
association between this tumor and sudden death
due to embolism® ™. Cardiac tumor is sometimes
difficult to accurately identify without surgery, so
early resection should be performed if the patient
has any symptoms.
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