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ABSTRACT

Background and aim. Papillary fibroelastoma (PFE) represents only 16% of the benign cardiac
tumor and approximately 15% of these are located on tricuspid valve. Materials and Methods
Over a period of 22 years (1999-2021) we observed 75 pts with cardiac tumors at our Center over
9650 pts operated on. Most of them were mixoma but in 10 cases histology showed a PFE. We
describe a rare case (1/75 of cardiac tumors) of a tricuspid valve PFE in a 69-year-old patient.
Trans-thoracic echocardiography demonstrated a mobile mass (20 x 10 mm), adhering to the atrial
side of the septal leaflet of the tricuspid valve. In consideration of the mobility of the mass and the
consequent high embolic risk, surgical removal was made. Patient underwent surgery through a
median sternotomy on CPBP. A “gelatinous” mass adhering to the tricuspid leaflet was found and
completely removed. The postoperative course was uneventful. The pathological evaluation
confirmed the diagnosis of PFE. Conclusions. PFE of the tricuspid valve is rare entities being in
most cases found incidentally. In our experience the incidence of this tumor in this location is
1/10000 cases of cardiac surgery. Although most patients are asymptomatic, surgical treatment is
nevertheless recommended in consideration of the high embolic risk.



INTRODUCTION

Primary cardiac tumor are rare occurrence and the majority of these are benign with heterogeneous
range of clinical presentation .

Over a period of 22 years since the starting of the activity of Cardiac Surgery at our Hospital in
1999, 75/9650 patients (0,78%) had had surgery for cardiac tumors but only one case of papillary
fibroelastoma (PFE) on the tricuspid valve was observed and surgically treated. Demographic data
are reported in Tab 1.

PFEs represent only 16% of the benign cardiac tumor '“ and approximately 15% of these are
located on tricuspid valve *. Although they are frequently incidental discovered on imaging tests
ordered for other reasons, their identification as a possible etiology of vascular embolism, stroke
and cardiac arrest is well known * In consideration of the high embolic risk, surgical tumor removal
is therefore recommended .

Informed consent was obtained from the patient but not ethics approval statement regarding IRB
because of it’s a case report that does not meet the DHHS definition of “research”.
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CASE REPORT

A 69-year-old female was referred to our Department for an incidental finding of a tilting mass
adhering to the tricuspid valve. No significant pathological history, nor symptoms related to the
mass. Trans-thoracic echocardiography demonstrated a normal left ventricular ejection fraction and
no valvular disfunction. A mobile mass (20 x 10 mm), adhering to the atrial side of the septal leaflet
of the tricuspid valve that crosses the valve and projecting into the ventricular side, was seen (Fig
1). Pre-operative coronarography revealed no coronary artery disease.

In consideration of the high mobility of the mass and the high embolic risk, surgical removal was
recommended. The patient underwent surgery through a median sternotomy with cardiopulmonary
bypass established via aorto-bicaval cannulation and hematic cardioplegic arrest (aortic X clamp
13’; CPBP time 44’°). The right atrium wad opened and a ‘“gelatinous” mass adhering to the
tricuspid leaflet was found looking at first time as a small myxoma (Fig 2).

The mass was completely removed and the valvular leaflet was curetted.

By putting the tumor in a specimen for pathologist examination, this in the water acquired a
distinctive “anemone-like” shape (Fig 3).

The implant-base surface was cauterized without any injury to the valve leaflet. After weaning
from CPBP the intra-operative TEE showed absence of intra-cavitary mass and no tricuspid valve
regurgitation. Patient was extubated within 6 hours after surgery and postoperative course was
uneventful. Discharge from the hospital at home was on 6th day. The pathological evaluation
confirmed the diagnosis of PFE.

DISCUSSION

PFEs are rare entities represent the second most common benign cardiac neoplasm of adulthood. In
most cases, their localization is on the cardiac valves but infrequently affecting the tricuspid valve.
*3 PFEs identification in recent years has increased thanks to the development of diagnostic
techniques, being in most cases found incidentally. Trans-thoracic echocardiography is generally
the test of choice for the initial evaluation of the patient. PFEs commonly present as a relatively
small (from 2 mm to 40 mm), mobile, pedunculated mass, attached to the endocardium ° . In
consideration of the reduced sensitivity and specificity of the trans-thoracic echocardiogram in the
identification of PFEs smaller than 2 mm, in case of a high suspicion for cardio-embolic source of
stroke, an echocardiogram trans-esophageal evaluation could be considered ’ . Cardiac MRI could
potentially offer better spatial resolution, especially in valve involvement, while remaining a more
expensive and not always available exam ® . Most patients with PFEs are asymptomatic at the time
of the diagnosis, but surgical treatment is nevertheless recommended in consideration of the



embolic risk even correlated with right heart neoplasm *'' . The goal of the intervention is to be as
radical as possible, resecting the mass in correspondence of the peduncle. It may be necessary to
combine a valve repair surgery in the case of insufficiency associated or secondary to valve damage
caused by removal of the mass. In our case, the mass was pedunculated, and it was therefore
possible to radically remove it with cauterization of the implant-base surface. The mass was easily
removed without any damage to the tricuspid valve, no valvular surgery was therefore necessary.
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