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of approximately 0.02% of the general popula‑
tion.1 Among the primary cardiac tumors, PFE 
is the third most common type. It usually aris‑
es from the valvular endocardium as a solitary 
lesion. Multifocal, atrial appearance is less fre‑
quent.2 Although PFE is a benign tumor, its frag‑
ile structure may be life‑threatening, given its pro‑
pensity for embolization. Other clinical manifes‑
tations described in the literature include heart 
failure, acute coronary syndromes, and arrhyth‑
mia. Therefore, it is generally accepted that even 
in asymptomatic cases, surgical excision should 
be promoted, especially if a myxomatous etiolo‑
gy is suspected.3 For that reason, a precise anal‑
ysis of imaging studies such as CT is crucial in 
the diagnostic workup. It may help avoid an un‑
necessary percutaneous coronary intervention 
(PCI), which is followed by the use of 2 antiplate‑
let agents that increase bleeding risk and lead to 
delay in surgical management.

The angiographic anatomy of the RCA is par‑
ticularly important, as it is unfavorable for PCI 
and typical for patients who have been irradiat‑
ed.4 This type of ostial lesions could be linked to 
serious procedural complications such as dissec‑
tion, including aortic root or occlusion of the ar‑
tery, making the attempt at PCI dangerous and, 
in view of the coexistence of a cardiac tumor, 
unnecessary. On the other hand, if the surgical 
risk is too high, PCI and long‑term anticoagu‑
lation should be considered.

In conclusion, our case emphasizes the im‑
portance of proper and detailed preprocedural 
assessment, which is essential to avoid serious 
complications of unnecessary procedures and 
to perform a cardiac surgery at the right time 
with no risk linked to the use of dual antiplate‑
let therapy after coronary artery stenting.

A 47‑year‑old woman was admitted to our de‑
partment for evaluation of chest pain. Symp‑
toms often occurred at rest and were not related 
to physical exercise or high blood pressure. Med‑
ical history revealed recently diagnosed hyper‑
tension, hyperlipidemia, hypothyroidism, past 
smoking, and radiation therapy for Hodgkin 
lymphoma in childhood. Transthoracic echocar‑
diography and physical examination were unre‑
markable. Coronary computed tomography an‑
giography (CCTA) demonstrated significant nar‑
rowing in the ostial segment of the right coro‑
nary artery (RCA). The patient was referred for 
percutaneous coronary angiography, which con‑
firmed significant stenosis in the proximal RCA 
(FIGURE 1A). Multiple attempts at crossing the steno‑
sis with several types of guidewires and angio‑
plasty were ineffective. Afterwards, the results of 
CCTA were reassessed and 2 round myxomatoses 
were confirmed in the left atrium (FIGURE 1B). More‑
over, a small nodule on the ventricular side of 
the aortic valve leaflet was visualized. The pres‑
ence of myxomatoses was confirmed by transe‑
sophageal echocardiography (FIGURE 1C). The patient 
was consulted by a heart team and referred for 
a surgical procedure including revascularization 
of the RCA and excision of the 3 masses. During 
the procedure, 3 frond‑like papillary structures 
from the free wall of the left atrium were suc‑
cessfully removed and an aortocoronary venous 
bypass was inserted. Based on a histologic ex‑
amination of the resected specimen, a clinical 
diagnosis of the papillary fibroelastoma (PFE) 
was made. The 12‑month follow‑up was nega‑
tive for relapse.

With the advances in imaging techniques, 
the detection of primary cardiac tumors has 
significantly increased, with an estimated rate 
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�FIGURE 1  A – initial coronary angiogram of the right coronary artery, showing significant stenosis in the proximal part of the vessel (arrow); B – cardiac computed 
tomography angiography showing multiple masses in the left atrium (arrows); C – transthoracic echocardiogram showing a solid mass in the right atrium (arrow)
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