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Case presentation
A 41-year-old man, an active smoker who was previ-
ously asymptomatic, presented to the emergency room 
with symptoms of hemiparesis and hypoesthesia that 
had lasted for 8 h. The electrocardiogram showed sinus 
rhythm, and the head computed tomography (CT) scan 
did not reveal any acute cranial pathology. Due to the 
persistence of symptoms, intravenous fibrinolysis was 
performed. Subsequently, the patient remained asymp-
tomatic, and no bleeding was observed in the follow-up 
CT scan.

In the investigation of stroke in a young patient, a 
transthoracic echocardiogram (TTE) was performed, 
which revealed a mass in the RA adhered to the IAS. Left 
and right ventricular function were normal, and no val-
vulopathies were detected. The transesophageal echocar-
diogram showed a large, well-defined, echodense mass 
measuring 4.77 cm x 2.51 cm prolapsing into the RA cav-
ity, with a broad implantation base in the IAS, and close 
to the superior vena cava (Fig.  1). Due to the suspicion 

Background
Cardiac hemangiomas are very rare benign primary 
tumors [1]. Most of the time, they are incidental findings 
during autopsies or routine examinations. They are usu-
ally located preferentially in the right atrium (RA) [2]. We 
present the case of a young patient with a hemangioma 
located in the interatrial septum (IAS).
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Abstract
Background  Cardiac hemangiomas are very uncommon benign primary tumors. They are usually located 
preferentially in the right atrium and their location in the interatrial septum is extremely rare.

Case presentation  We report the case of a 41-year-old patient who was admitted due to a stroke. The transthoracic 
echocardiogram revealed a large mass in the right atrium adhered to the interatrial septum. Suspecting an atrial 
myxoma, surgical intervention was performed confirming that the mass extended within the thickness of the 
interatrial septum, protruding into the right atrial cavity. The histologic report confirmed a hemangioma.

Conclusions  Cardiac hemangiomas are rare primary tumors and are usually misdiagnosed as other cardiac tumors. 
Histopathological examination is essential for a definitive diagnosis.
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of an atrial myxoma, the patient was transferred to our 
center and surgery was performed. A median sternotomy 
and aortobicaval cannulation were performed. A right 
atriotomy revealed a solid and well-defined tumor mea-
suring 4 × 3 cm within the thickness of the IAS, protrud-
ing into the right atrial cavity (Fig. 1). No patent foramen 
ovale was observed. The tumor was completely resected. 
As a complication, the patient developed a complete 
atrioventricular block during the surgery and the recov-
ery period which required the implantation first of a 
temporary epicardic pacemaker and then a permanent 
pacemaker. It is probably due to damage to the conduc-
tion system from excision of the tumor located close to 
the superior vena cava. A postoperative transthoracic 
echocardiogram was performed without evidence of any 
recidivating masses and the patient was discharged home 
on the 12th postoperative day.

The histological examination of the mass revealed 
vascular proliferation of capillaries sized vassels anas-
tomosed with each other, covered by flat epithelium 
without cytological atypia. Between the vascular struc-
tures, connective tissue, few inflammatory infiltrates 
and some intermediate-sized cells with clear cytoplasm 
are observed. The Immunohistochemical staining shows 
positive expression of CD34 and CD31 antibodies in the 
tumoral endothelium. Calretinin staining was negative. 
The definitive histological diagnosis was hemangioma 
(Fig. 2).

At 6 months after the intervention, the patient 
remained asymptomatic, and follow-up TTE did not 
show any signs of tumor recurrence.

Discussion
Cardiac hemangiomas are rare primary tumors, account-
ing for approximately 1–2% of primary cardiac tumors 
[1]. These tumors can occur at any age and in any loca-
tion, but they are mostly found in the left atrium and left 

ventricle, and extremely rare in the IAS, as in the case 
we present [2]. They usually measure between 20 and 
50  mm. Most patients with cardiac hemangiomas are 
asymptomatic and are incidentally found during routine 
examinations or autopsies. The symptoms will depend 
on the location, size, and growth rate [3]. Left atrial hem-
angiomas usually cause dyspnea, intolerance to stress, 
angina, or systemic embolism, while right atrial or right 
ventricular hemangiomas can lead to systemic conges-
tion. Intramural or septal hemangiomas can invade the 
conduction system and cause atrioventricular block and 
sudden death [2, 4].

Transthoracic echocardiography is the preferred tech-
nique for the initial diagnosis of intracardiac masses due 
to its safety, noninvasiveness, and low cost. Cardiac CT 
or MRI can provide more precise characterization of the 
dimensions, location, and degree of infiltration of the 
mass. In the case of cardiac hemangiomas, coronary arte-
riography can be useful to determine the coronary dis-
tribution, the vessels that feed the tumor, or the possible 
compression of the coronary arteries [5].

The differential diagnosis should include thrombi or 
other cardiac tumors, such as myxoma. In fact, preop-
erative diagnostic errors are common, as in our case. 
Histopathological examination is essential for a definitive 
diagnosis.

Regarding the management of cardiac hemangiomas, 
there is controversy, but most centers agree that surgical 
removal is the treatment of choice, especially in symp-
tomatic cases [6]. After complete resection, the prog-
nosis is generally favorable, with a low recurrence rate. 
Furthermore, incomplete resection can also lead to long-
term survival benefits [7].

Fig. 1  (a) *Intraoperative hemangioma. Surgical vision from the AR. (b) Transthoracic echocardiogram showing the mass in the RA adhered to the IAS
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Conclusions
Cardiac hemangioma is a rare, slow-growing, benign 
tumor, and its location in the interatrial septum is 
extremely rare. Echocardiography is a fundamental diag-
nostic technique, providing a precise method for diag-
nosis, which requires histopathological examination 
for confirmation. Surgical resection is the treatment of 
choice, and the prognosis is usually favorable. In our case, 
the patient had a satisfactory recovery after resection and 
is being followed up without any signs of recurrence.

Abbreviations
RA	� Right atrium
IAS	� Interatrial septum
CT	� Computed tomography
TTE	� Transthoracic echocardiogram
MRI	� Magnetic resonance image

Acknowledgements
Not applicable.

Author contributions
Bernal-Gallego and Hernández-Jiménez wrote the main manuscript text and 
Castillo prepared Fig. 2. All authors reviewed the manuscript.

Funding
No funding was received.

Data availability
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 4 July 2023 / Accepted: 28 January 2024

References
1.	 Perez Rivera CJ, Figueroa-Casanova R, Ochoa Bonet CE, González-Orozco A. 

Super large cardiac hemangioma in right atrium and inferior vena cava: case 
report. J Cardiothorac Surg. 2019;14(1):186.

2.	 Li W, Teng P, Xu H, Ma L, Ni Y. Cardiac hemangioma: a comprehensive analysis 
of 200 cases. Ann Thorac Surg. 2015;99(6):2246–52.

3.	 Wang Y, Liu S, Yang J, Gu T, Zhang L. Cardiac hemangioma caused ven-
tricular arrhythmia: a rare case and literature review. J Electrocardiography. 
2017;50(5):667–70.

Fig. 2  (a) Intraoperative specimen removed. (b) Histologic appearance of the hemangioma: negative calretinin stain. Magnification is 10X. (c) Hematoxy-
lin and eosin stain. Magnification is 10X. (d) Immunohistochemical staining shows positive expression of CD31 antibodies in the tumoral endothelium. 
Magnification is 10X and 40X. (e) Immunohistochemical staining shows positive expression of CD34 antibodies in the tumoral endothelium. Magnifica-
tion is 10X and 40X

 



Page 4 of 4Bernal-Gallego et al. Journal of Cardiothoracic Surgery          (2024) 19:305 

4.	 Krous HF, Chapman AJ, Altshuler G. Cardiac hemangioma: a rare (or possible) 
cause of sudden death in children. J Forensic Sci. 1978;23:375–8.

5.	 Pigato JB, Subramanian VA, McCaba JC. Cardiac hemangioma. A case report 
and discussion. Tex Heart Inst J. 1998;25(1):83–5.

6.	 Colli A, Budillon AM, DeCicco G, Agostinelli A, Nicolini F, Tzialtas D, et al. 
Recurrence of a right ventricular hemangioma. J Thorac Cardiovasc Surg. 
2003;126(3):881–3.

7.	 Botha J, Ihlberg L, Elhenawy A, Abbott M, Butany J, Paul N, et al. A giant 
cavernous hemangioma of the heart. Ann Thorac Surg. 2010;90(1):293–5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Unexpected diagnosis: large hemangioma in the interatrial septum
	﻿Abstract
	﻿Background
	﻿Case presentation
	﻿Discussion
	﻿Conclusions
	﻿References


