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Background: Primary cardiac tumors are rare and often asymptomatic or present with unspecific 

symptoms. Benign cardiac tumors of vascular origin are especially rare, with only few existing data 

in the literature.  

Case presentation: A 26-year-old woman presented cardiac symptoms like palpitations four month 

earlier; he started complaining of fatigue and mild exercise dyspnea. His cardiologist discovered a 

systolic murmur. Echocardiography showed a large right ventricular mass, which engaged in the 

tricuspid valve in hoes generating a transtricuspidien gradient of 15 mmHg, Our patient then 

underwent cardiovascular magnetic resonance (CMR) imaging and a thoracoabdominopelvic CT 

scan the day after admission, which revealed that there isn’t enormous than this mass. The surgeons 

were preparing to operate the patient but the patient's biological assessment was disrupted, and 2 

days later a cardiogenic shock state requiring administration of dobutamine without improvement. 

The evolution was marked by the installation of a severe bradycardia with impaired consciousness 

with a GCS 3 having motivated the family to take agonizing to his parental home, the patient 

unfortunately died on his arrival home. 

Conclusion: We conclude that MRI is advantageous over a combination of TTE and TEE for the 

detection and complete morphological and functional evaluation (hemodynamic effects) of cardiac 

masses. 
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Background 

Primary cardiac tumors are rare and their incidence ranges 

from 0.0017 to 0.28 % as reported in autopsy studies [1]. the 

most common benign tumors of the heart are myxomas, 

followed by lipoma, papillary fibroelastoma, Angioma, 

fibroma, hemangioma, rhabdomyoma, and teratoma. Only 

about 5 % of all benign cardiac tumors are angiomas [2], 

and diagnosing them is often difficult. Many of the primary 

cardiac tumors are asymptomatic and are detected 

postmortem. If these tumors are symptomatic, embolization, 

obstruction, and arrhythmogenesis are the major modes of 

presentation [2]. Large cardiac tumor obliterating the right 

ventricular cavity was not commonly described. Therefore 

we present the largest Right Ventricular Hémangioma with 

spleen localization. 

 

Case presentation 

A 26-year-old woman presented cardiac symptoms like 

palpitations four month earlier; he started complaining of 

fatigue and mild exercise dyspnea. His cardiologist 

discovered a systolic murmur. Echocardiography showed a 

large right ventricular mass.  

On physical exam, the patient had stable vital signs. Neck 

veins were not distended. Breath sounds were decreased in 

bilateral lung bases. She had a prominent left parasternal 

heave, and her apex beat was displaced to the sixth 

intercostals space (ICS) at the left anterior axillary line. 

Heart sounds were distinct with a regular rhythm. There was 

a grade 2/6 mid-to-late systolic murmur at the second ICS of 

the left parasternal border (LPSB) and a grade 3/6 

holosystolic murmur at the fourth to fifth ICS of the LPSB. 

A fluid wave was elicited on the abdominal exam. She 

hadn’t cyanosis or clubbing of the extremities. There were 

no noted skin lesions or abnormal pigmentation.  

A 12-lead electrocardiogram showed T-wave inversion in 

the inferior and precordial leads and signs of right 

ventricular hypertrophy (Fig 1).  
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Although the pleural effusions on the chest radiograph make 

it difficult to delineate the cardiac silhouette, the lack of 

prominent vascular markings taken with the seemingly 

rounded apex and prominent right cardiac border point to a 

predominantly right-sided pathology. (Figure2) 

 
 

Transthoracic echocardiography revealed a large 

heterogeneous mass in her slightly dilated right ventricle 

(Figure 3, 4, 5), with a large implantation base on the free 

wall of the right ventricle and which engaged in the 

tricuspid valve in hoes generating a transtricuspidien 

gradient of 15 mmHg(Figure 6), Her cardiac valves were 

normal without stenosis or regurgitation, and the size and 

function of her left ventricle were normal. A small, not 

significant pericardial effusion was also detected. The mass 

was easily visible on the parasternal long and short axis 

(level of aortic valve) views, measuring 6,4 x 6,0 cm (Figure 

7), prolapsing or plopping motion of the mass through the 

PV and into the main pulmonary artery (MPA) during 

systole and into the right atrium. Also consistent with the 

previous TTE, the right-sided chambers were dilated 

(transverse diameters of 52 mm for the RA and 42 mm for 

the RV), with evidence of depressed RV function. 
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Our patient then underwent cardiovascular magnetic 

resonance (CMR) imaging (Figure 8, 9) and a 

thoracoabdominopelvic CT scan (Figure 10, 11)  the day 

after admission, which revealed a 64 × 62 mm right 

ventricular mass with an important implantation base at the 

floor and a transtricuspidien extension in the right atrium 

with heterogeneous enhancement usual found in  

hemangiomas.
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Magnetic resonance (CMR) imaging and 

thoracoabdominopelvic CT scan (Figure 12, 13) shows 

second spleen localization. A hepatomegaly of the turgor 

type secondary to an infusion disorder related to the 

hyperpression of the right cavities. 

 

 
 

The surgeons were preparing to operate the patient but the 

patient's biological assessment was disrupted, with hepatic 

cytolysis (26X normal) and a very impaired crase 

assessment (TP = 10%). 

Surgery is referred to until its condition is stabilized, but the 

patient presented 2 days later a cardiogenic shock state 

requiring administration of dobutamine but without 

improvement. 

The evolution was marked by the installation of a severe 

bradycardia with impaired consciousness with a GCS 3 

having motivated the family to take agonizing to his parental 

home, the patient unfortunately died on his arrival home. 

 

Discussion 

Hemangiomas are vascular tumors composed of blood 

vessels that can be either capillaries (capillary 

hemangiomas) or large cavernous vascular channels 

(cavernous hemangiomas). Any organ can be involved by 

these tumors, but most frequently they are localized to the 

skin and subcutaneous tissues [3]. Their localization to the 

heart is extremely rare. Twenty-three cases of cardiac 

hemangioma have been described in the literature [4-15]. 

Cases diagnosed at autopsy are not included. There were 16 

female and 7 male patients. Ages ranged from 3 to 63 years 

(mean age, 23 years). Nine patients (40%) were under the 

age of 15 years [4, 7, 8,9,10, 11, 12, 13, 14 ].The most 

frequent clinical presentation was dyspnea on exertion 

(10123, 43%); less frequently patients presented for 

arrhythmias (423, 17%), pseudoangina (3123, 13%), signs 

of right heart failure (3/23, 13%), pericarditis or pericardial 

effusion (2/23, 8%), and failure to thrive (2/23, 8%). Two 

patients (2/23, 8%) were totally asymptomatic. Systolic 

murmur mimicking pulmonary stenosis was noted in 5 cases 

(21%). Our patient presented for dyspnea on exertion and 

hepatalgia. Another interesting clinical setting in which 

cardiac hemangioma may be observed is the Kasabach-

Merritt syndrome, which is characterized by multiple 

systemic hemangiomas associated with recurrent 

thrombocytopenia and consumptive coagulopathy. Cardiac 

involvement in this syndrome has been recently reported 

[24]. Diagnosis of cardiac hemangiomas was always 

difficult to establish. Whereas in 17 cases (17/23,74%) an 

abnormal chest roentgenogram was noted at the initial work-

up, the diagnosis of cardiac tumor and more particularly of 

cardiac hemangiomas was consistently delayed and required 

further multiple investigations 

Echocardiography was performed in 11 patients (11/23, 

48%). This examination showed a cardiac tumor in 9 of 11 

(81%). In 2 patients (18%)  Myxomas, the most common 

cardiac tumor in adults, are usually located in the left atrium 

(75%). Only 5.0% are located in the ventricles, but there 

have been several case reports of large myxomas leading to 

RVOT obstruction.2,5,7,8,9,19 Fibromas, while more 

common in children compared to adults, are typically 

located in the ventricles and can also lead to RVOT 

obstruction.11,12  Cardiac hemangiomas are rare, 
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comprising only approximately 2.8% of the already limited 

subset of primary cardiac tumors. They are comprised of 

benign proliferations of endothelial cells, and are 

histologically similar to hemangiomas found in the skin, 

subcutaneous tissues, and other parts of the body.14 Specific 

morphology can vary, including capillary, cavernous, and 

arteriovenous forms, with most hemangiomas containing a 

mix of these subtypes.15 In a review of 23 cases, Brizard et 

al.16 noted that the most frequent clinical presentation was 

dyspnea on exertion (43%). Signs of right heart failure and a 

pulmonary stenosis murmur were only encountered in 13% 

and 21%, respectively.  

The epicardium is the most common location for these 

tumors, but they can also be located in the myocardium and 

endocardium.[11] In terms of the involved cardiac chamber, 

Kojima et al. determined that majority (36%) are found in 

the right ventricle,[12] but only a few cases in the world 

literature had significant RVOT obstruction.[11, 12, 13, 14, 

15]  

While echocardiography is still the diagnostic modality of 

choice to screen for intracardiac tumors, other tests may 

provide additional useful information. A cardiac MRI 

sometimes demonstrates the light bulb sign on T2-weighted 

images, which is due to a higher signal coming from the 

sluggish blood flow within the vascular tumor.[15] 

Complete resection is the treatment of choice, although 

some hemangiomas may be deemed no resecable due to 

anatomical considerations such as extensive involvement of 

the coronaries.  There was one reported case of spontaneous 

resolution of the mass. 

 

Conclusion  

We conclude that MRI has a definite advantage over a 

combination of TTE and TEE in the imaging evaluation of 

cardiac masses. It is better suited for suggesting the etiology, 

delineating the extent, the relationship to adjacent structures, 

and the presence of any hemodynamic effects or associated 

extra cardiac lesions. 
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