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Abstract
Contrary to primary malignant cardiac tumors, metastatic tumors of the heart are relatively common. Cardiac metastases are usually the immediate cause of death
in about one-third of such cases. They may cause cardiac failure, pericardial effusion and arrhythmia, with cardiac failure being the most common cause of death as
a result of restrictive ventricular inflow and outflow tract obstruction, myocardial disease and pericardial constrictive disease. According to autopsy reports, cardiac
metastases have been found in about 25% of patients with soft-tissue sarcoma. The incidence of cardiac metastasis has increased during recent years in view of better
diagnostic tools and aggressive treatment of malignant tumors have led to longer survival of patients. Despite their increasing frequency, cardiac metastases are rarely
diagnosed in living patients because other metastatic symptoms co-exist. We report a case of relapsed malignant peripheral nerve sheath tumor with symptomatic
metastases to the heart. She was planned for surgery but in view of poor general condition, she was managed with palliative chemotherapy.

Introduction
Cardiac metastasis is a life-threatening condition and is usually the
immediate cause of death in about one-third of such cases. However,
it is very difficult to diagnose cardiac metastases because its lacks
precise clinical features and such patients usually have other metastatic
symptoms. Here, we report a case of a 50-year-old woman with
relapsed malignant peripheral nerve sheath tumor who presented with
symptomatic metastases to the heart

Case report
A 50-year-old woman treated for malignant peripheal nerve sheath
tumor (MPNST) in right thigh four years back, presented with dyspnoea
on exertion (New York Heart Association class -3). She denied chest
pain and palpitations. She had undergone surgery for the primary tumor
(MPNST) three years ago. Physical examination revealed diminished
breath sounds in the right upper chest and cardiovascular system
examination was normal. Chest radiograph demonstrated a large
round opacity in the right upper lobe adjacent to the mediastinum. CT
chest demonstrated a 7×4×6.5 cm lesion noted in the right posterior
hemithorax with extension into adjacent left atrium for 20×20×16 mm
(some bland thrombus also noted within the left atrium adjacent to
tumour) (Figure 1). A computed tomography-guided needle biopsy
was diagnostic of malignant peripheal nerve sheath tumor based on
histopathology and immunohistochemistry. She was planned for
surgical resection of the cardiac lesion. However she developed acute
onset weakness of right side of body. CT brain revealed a metastatic
lesion in left basal ganglia. In view of poor general condition, the patient
was started on palliative chemotherapy with supportive medications
and symptomatic management.

lymphoma, and leukemia [1-3]. The frequency of cardiac metastases is
underestimated: varying from series to series and ranging from 12-25%
of post-mortem patients who have died of malignancies [3,4]. In one
series of 407 cases with cardiac metastases, 4.2% of these tumors were
from a soft tisssue sarcoma primary [5].
Cardiac involvement may arise from hematogenous metastases,
direct invasion from the adjacent mediastinal structures, or tumor
growth into the vena cava and extension into the right atrium.
Cardiac intracavitary metastases are infrequent and the atrium is
more commonly involved than the ventricle [4]. These metastases are
secondary to transvenous extension into the right atrium as a result of
embolization or propagation along the vena cava.
The metastatic sites in the heart include the epicardium (60%),
myocardium (30%) and endocardium (6%), and intraventricular

Figure 1. CT chest showed a lesion in right posterior hemithorax with extension into
adjacent left atrium.

Discussion
Cardiac metastases usually appear in patients with advanced
tumor disease; and at this stage of disease, most patients would have
undergone some form of treatment for the primary tumor. The most
common tumors with cardiac metastatic potential include malignant
melanoma, carcinomas of the lung, esophagus and breast, malignant
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tumour (3%) [6-8]. Approximately 80% of intracavitary, endocardial
or valvular type metastasis occur in the right heart chambers and rarely
does metastasis occur in the left chambers. This is attributed to the
filtering function of pulmonary circulation and the lower pressure in
the right chambers [9].
Cardiac metastases are usually clinically silent, and hence most
intracavitary tumors are found on autopsy. Only less than 10% present
with symptoms of cardiac dysfunction [3]. However, right-sided
metastases can lead to pulmonary tumor emboli with progressive cor
pulmonale over weeks to months [6,7]. Occlusion of the pulmonary
vasculature with tumor cells and associated thrombus would present
as a subacute and progressive clinical scenario. Identifying a diagnosis
of tumor embolism would be challenging as the diagnosis is usually
under-recognized and imaging findings are nonspecific.
Treatment of cardiac metastses is often palliative in view of
widespread disease. Although rare, single nodules may be amenable
to resection Indications for surgery in patients with metastatic cardiac
tumors shouldt be carefully considered, particularly for elderly patients,
asymptomatic patients and with other metastatic lesions [10,11].
In conclusion, metastases to the heart should also be considered
in the differential of cardiac lesions detected by echocardiography
in pateints with malignancy. Failure to recognize cardiac metastatic
disease would ultimately lead to progressive cardiac failure and death
if not treated.
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