
Abstract. Background/Aim: Cardiac papillary fibroelastomas
(CPF) are benign tumors, frequently asymptomatic,
characterized by a mobile pedunculated mass that arises from
the endocardium. When CPF is located in the left ventricle, it
may protrude into the left ventricular outflow tract and affect
hemodynamics. They are highly thrombogenic, and can also
cause some life-threatening events such as cerebral and

peripheral embolization. Case Report: We herein report a case
of a 74-year-old female admitted to our center with
palpitations and dyspnea on exertion. Her past medical
history revealed that she had had a transient ischemic attack
7 months before presentation. Echocardiography and cardiac
magnetic resonance imaging revealed an intracardiac mass
anchored in the anteroapical interventricular septum without
interference with aortic or mitral valve functionality. Surgical
resection of the left ventricular mass was performed through
the left apical ventriculotomy approach. Histopathological
examination of the tumor was suggestive of papillary
fibroelastoma. The postoperative course was uneventful. The
patient was discharged home on the eighth postoperative day,
with no recurrence at 6 months. Conclusion: Although left
ventricular papillary fibroelastomas are benign tumors, they
carry a high risk for embolic complications and therefore
surgery should be proposed, the transapical approach being
a safe and effective method.
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Cardiac papillary fibroelastoma (CPF) is the second most
common primary cardiac tumor in adults (1), the most
common being myxomas (2), and followed by lipomas (3).
CPF has an incidence of 0.02% in every one million
autopsies (4). They are usually discovered as solitary tumors;
multiple tumors are relatively rare (9%) (4). CPFs are small
and friable slow-growing tumors with multiple avascular
papillary fronds made of collagen, elastic fibers, and
proteoglycans. Their pathogenesis remains uncertain (5).
Although histologically benign, papillary fibroelastomas can
lead to life-threatening complications from the embolization
of fragments in systemic and pulmonary circulation
depending on their dimension, mobility, and location. In
more than 80% of patients, CPFs are located on left-sided
cardiac valves (4). CPF incidence was found to be higher in
males compared to females; the percentage of asymptomatic
patients was 30% (reviewed in (4)]. Although histologically
benign, CPF has lethal potential due to impairment of
cardiac dynamics and embolization of fragments into the
coronary arteries, systemic circulation, and pulmonary
circulation (6). The described report illustrates our surgical
approach in a case of left ventricular papillary fibroelastoma.

Case Report

After obtaining the approval of the Ethical Committee (no.
79/June 2020), we report the case of a 74-year-old woman
presenting at our center for the treatment of a cardiac mass
discovered during investigation for palpitations, dyspnea on
exertion, dizziness, and fatigue, which had progressively
worsened over the past month. The onset of symptoms was 1
year earlier. The patient was hypertensive and dyslipidemic. The
patient had a history of transient ischemic attack 7 months
earlier. She had taken antihypertensives and lipid-lowering

medications. On admission to our cardiac center, the patient’s
blood pressure, heart rate and temperature were normal. A chest
X-ray at admission showed a normal cardiac silhouette, and the
electrocardiogram showed normal sinus rhythm. Laboratory
findings, including complete hematological and biochemical
tests, were all within normal limits with no increase in the
inflammatory index (C-reactive protein, white blood cell count).
Transthoracic and transesophageal echocardiography revealed
an echo-dense, mobile mass in the left ventricle of 1.5×1.6 cm
in diameter, originating from the anteroapical wall of the
interventricular septum, without protruding into the mitral valve
or left ventricular outflow tract (Figure 1). Left ventricular
ejection fraction was normal, without any valvular pathology.
Color Doppler ultrasound of the carotid artery showed non-
diseased arteries. Coronary angiography demonstrated normal
coronary arteries. Following the transthoracic echocardiogram
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Figure 1. A: Transthoracic echocardiography (apical four-chamber) showing a mobile, tumoral mass (arrow) in the left ventricle (LV) and a stalk
attached to the anteroapical interventricular septum. B: Transthoracic echocardiography (long-axis view) showing no interference with mitral and
aortic valves. Ao: Aorta; CPF: cardiac papillary fibroelastoma; LV: left ventricle; RV: right ventricle. 

Figure 2. Cardiac magnetic resonance imaging of the heart revealed a
1.5-cm pedunculated mass with intermediate signal intensity on T1-
weighted images.



(TTE) examination, cardiac magnetic resonance imaging
(CMR) was then performed to determine the character of the
tumor tissue. CMR confirmed the presence in the left
ventricular cavity of a 2-cm mobile pedunculated mass with
intermediate signal intensity on T1-weighted images (Figure 2). 
Both TTE and CMR revealed that the tumor was mobile,

located in the left ventricle, and had a 5-7 mm narrow stalk,
originating from the anteroapical wall of the interventricular
septum. The management of the case was led by the patient’s
history of systemic embolization. The risks of the surgery and
expected natural history without surgery were communicated
to the patient. The patient agreed to surgical treatment. The
surgical strategy was discussed considering the
transesophageal echocardiography (TEE), TTE, and CMR
imagery, and planned immediately because of the
hypermobility of the mass that potentially was able to cause a

fatal cerebral infarction. The surgery was performed through
a median sternotomy; cardiopulmonary bypass was established
by cannulating the ascending aorta and right atrium with a
venting tube placed in the left atrium through the right
superior pulmonary vein. After aortic cross-clamping,
cardioplegia was immediate by delivery of a single injection
of cold (4˚C) blood cardioplegic solution into the aortic root.
A 3 cm left apical ventriculotomy was made parallel to the
posterior descending coronary artery at 2 cm strictly to the
boundary. This approach allowed us to visualize the tumor
easily. The intraoperative finding revealed a pedunculated
mobile tumoral mass attached to the antroapical
interventricular septum, which was excised (Figure 3). The
ventriculotomy was closed by double-layer running Prolene
4/0 stitches with underlying Teflon felt strips (Figure 4). Total
cardiopulmonary bypass time was 32 minutes, and the aorta
cross-clamp time was 24 minutes. The patient was
successfully weaned from cardiopulmonary bypass with a
small dose of vasoconstrictor drugs. The tumor was sent for
pathological examination. Postoperative echocardiography
showed normal coaptation of the mitral and aortic valve
without leaflet injury and with no left ventricular fraction
impairment. 
At the gross pathological examination, the tumor was

found to be an ovoid, soft, gelatinous, white fragment of
tissue (Figure 5). The histopathological findings showed
multiple elongated and branching papillary fronds, consisting
of an acellular matrix surrounded by a single layer of
endothelial cells, and led to the diagnosis of CPF (Figure 6). 
The postoperative course was uneventful. The patient was

discharged home on the eighth postoperative day, with an
improvement of her clinical state and effort tolerance. At the
6-month follow-up, TTE was normal, and no recurrence was
observed.
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Figure 3. Surgical view with an approach through the left apical ventricle,
with cardiac papillary fibroelastoma adhered to the interventricular
septum.

Figure 5. On gross pathological examination, the cardiac papillary
fibroelastoma was an ovoid, soft, gelatinous, white fragment of tissue
(1.4×1.5 cm).

Figure 4. Surgical view. The ventriculotomy was closed by double-layer
running Prolene 4/0 stitches with underlying Teflon felt strips.



Discussion

CPF is a gelatinous tumor derived from the endocardial
surfaces, including papillary muscles, tendinous chords, the
septum, or free walls of any of the cardiac chambers (6). The
age of patients is variable, most cases of CPF are described
in adult patients over the age of 50 years, and there is no
difference between both sexes (7). Gowda et al. reported that
in 90% of cases cardiac valves were affected, with 44%
being found in aortic valves, followed by 35% in the mitral
valves (4). CPFs rarely occur as single lesions and are
smaller than 1 cm in diameter (7). Clinically, most CPF may
be fully asymptomatic and often discovered incidentally in
cardiac imaging. In most cases, the slow growth of the tumor
often delays diagnosis.
The clinical presentation described features typical for

cardioembolism, neurological or cardiac complications,
including transient ischemic attack, stroke, angina,
myocardial infarction, sudden death, heart failure, syncope,
and blindness (8, 9). The differential diagnosis should
consider vegetation associated with endocarditis, myxoma,
or histiocytoma (10). In cases of CPF, Tsugu et al. reported
a higher incidence of embolism than with other benign
cardiac tumors such as myxoma, lipoma, or even vegetative
lesions (11). The diagnosis is usually accomplished through
TEE and CMR. Single CPFs are detected by TTE in 91.4%
of cases, whereas multiple fibroelastomas are only detected
in 8.6% (12). Small CPFs are difficult to see on TEE, CMR
providing better visualization of cardiac tumors when TEE

is inconclusive. However, both are currently used as a
method of diagnosing cardiac tumors (13). In our case,
CMR led to defining the tumor presence, origin and
excluded the presence of a second tumor. Although there
are no guidelines on the management of CPF, there is a
general agreement on treating patients with surgery.
Surgery is indicated for all symptomatic fibroelastomas.
However, in asymptomatic patients, Gowda et al.
recommends conservative treatment without the need for
permanent anticoagulation (4). In our case, the patient had
a freely mobile left ventricular mobile papillary
fibroelastoma with history of embolization, and we
considered surgical treatment as an emergency. Depending
on tumor size and location, the surgical approach is the key
to intervention (14-18). However, some articles in the
literature recommend ascending aortic or transvalvular
mitral approach for CPF resection (6, 19). In our case, due
to the apical ventricular localization, friability and
relatively large tumor size, we chose the left ventricular
apical approach. It was easy to perform, does not require
special technical skills, and has no impairment of left
ventricular function on TEE examination. In the literature,
there is also the opinion that asymptomatic patients with
small left-sided nonmobile lesions must be closely followed
up with echocardiography until they enlarge and become
mobile, at which time they can then be referred to surgery
(20). Despite the lack of guidelines, we agree that fragile
patients who are not candidates for surgical resection
should be treated with long-term anticoagulation (20).
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Figure 6. The histopathological findings showing multiple elongated and branching papillary fronds, consisting of an acellular matrix surrounded
by a single layer of endothelial cells, led to the diagnosis of cardiac papillary fibroelastoma (hematoxylin and eosin staining, ×10).



Conclusion

Although left ventricular papillary fibroelastomas are benign,
they carry a high risk for embolic complications. Once CPF
is diagnosed in the left ventricle without interfering with the
ventricle’s ejection tract or mitral valve functionality, we
recommend early surgical referral. The transapical left
ventricular approach was technically easy to perform through
a small incision, did not require special technical skills, and
did not impair left ventricular function.
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