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ABSTRACT

Introduction: Cardiac fibroma is a rare benign tumor, although it is considered the second 
most frequent cardiac tumor in children. It is located in the ventricular myocardium, fre-
quently in the interventricular septum. One third of the cases are asymptomatic, being dis-
covered postmortem. Case presentation: A 10-year-old male child accused severe dyspnea a 
few minutes before its sudden death. Autopsy examination revealed hypertrophic cardiomeg-
aly, the entire left ventricular wall being replaced by an enlarged tumor mass. On histopatho-
logical examination, the tumor was diagnosed as cardiac fibroma. Conclusions: Noninvasive 
examinations during childhood, such as cardiac ultrasound, increase the early detection of 
the tumors of the heart, decreasing the number of sudden death cases in young patients, 
especially children.
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INTRODUCTION

Cardiac tumors are very rare in both adults and children. 
From all cardiac tumors, primary lesions have an inci-
dence of 5%, and secondary lesions (metastases) occur 
in 95% of cases.1–3 The frequency of primary cardiac tu-
mors varies between 0.0017% and 0.33% in clinical stud-
ies, and between 0.002% and 0.1% in necropsy studies.3–5 
Most cardiac tumors are benign (approximately 75%), the 
most common being myxoma in adults (40%) and rhab-
domyoma in children (40–60%).3,6–9 Cardiac fibroma is 
the second most frequent benign tumor of the heart in 
children (about 12–16%), with an increased prevalence in 
those with Gorlin syndrome.3,10–13

Cardiac tumors can occur both during fetal and post-
natal life. Clinical manifestations during fetal life include 
arrhythmia and congestive heart failure.9 In postnatal 
life, the symptoms of cardiac tumors are characterized 
by a reduced-specificity polymorphism, the clinical pic-
ture revealing changes in the general condition with fe-
ver, weight loss, obstruction at opening and closing of the 
valve, obstruction of ventricular filling or emptying, atrial 
or ventricular arrhythmia with atrioventricular conduc-
tion disorders, pulmonary or systemic thromboembolism, 
fluid pericarditis. In most cases, cardiac tumors are as-
ymptomatic, being accidentally discovered on ultrasound, 
computed tomography, thoracic magnetic resonance, or 
in unfortunate cases only during autopsy.3
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CASE REPORT

We present the case of a 10-year-old male child, from 
a rural environment, who woke up suddenly during the 
night accusing paroxysmal dyspnea. His parents imme-
diately requested emergency help, but in the meantime, 
the child died at home. Anamnestic data revealed no other 
previous pathology, no previous medical treatment, and 
the patient did not accuse premonitory symptoms, not 
even during physical exercise (he practiced football as a 
hobby).

Being a sudden death at home, police officers were 
required to conduct a forensic autopsy. At the autopsy 
examination, the patient had a height of 134 cm, with 

proportional muscular and fat tissue, marked peripheral 
cyanosis, and conjunctival hyperemia. The internal ex-
amination of the body revealed the following macroscopic 
morphopathological changes: leptomeningeal hyper-
emia, massive cerebral edema, multiple subpleural hy-
poxic patches, apical pulmonary atelectasis, edema, and 
pulmonary emphysema. The heart had 8 × 9 × 7 cm, with 
smooth, transparent epicardial tissue, brown on the sec-
tion, the lateral wall of the left ventricle being replaced 
by a 5 × 3 × 3 cm white-to-yellow lesion (Figure 1A), ex-
tending from the base to the apex, with a fascicular aspect 
and an increased consistency, infiltrating the epicardial 
tissue as well (Figure 1B). The ventricular walls had the 
following thickness: left ventricle 3 cm, interventricular 

FIGURE 1. A – Section through the lateral wall of the left ventricle replaced by a 5 × 3 × 3 cm white-
to-yellow tumor with fascicular appearance and increased consistency; B – Extension of the cardiac 
tumor mass from the base to the apex.

FIGURE 2. Histopathological features of the cardiac fibroma: fusiform cells without atypical features, 
most of them fibroblasts and bundles of collagen fibers, intensely eosinophilic on van Gieson staining. 
A – H&E staining, 10x; B – van Gieson staining, 10x
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septum 1 cm, right ventricle 0.3 cm, with integral valve 
system, with flexible and elastic valves. The endocardium 
was glossy, smooth, transparent, and the coronary arter-
ies were permeable, with smooth intima. The other organs 
had normal size and appearance.

The histopathological examination of the heart frag-
ments revealed a large tumor that occupied almost the 
entire thickness of the ventricular wall, with imprecise-
ly delimited edges. On hematoxylin-eosin staining, the 
tumor consisted of elongated, fusiform, monomorphic 
cells, predominantly fibroblasts, and numerous collagen 
bundles (Figure 2A), intensely eosinophilic on van Gieson 
staining (Figure 2B), the histologic appearance being very 
suggestive for a cardiac fibroma.

The histopathological examination of the lung frag-
ments revealed focal acute edema, emphysema, and hy-
peremia.

DISCUSSIONS

Cardiac tumors are difficult to diagnose because the signs 
and symptoms may vary from total absence in one third 
of the cases, being discovered postmortem especially in 
cases with electrical conduction system involvement, to 
clinically manifested in the form of cardiac insufficiency 
with effort dyspnea, non-specific chest pain, cough, pul-
monary systolic breathing.14–16 In the presented case, the 
child accused severe paroxysmal dyspnea, but only a few 
minutes before death.

Cardiac fibroma is a slow-growing, well-circum-
scribed, usually unique tumor with firm consistency 
and a diameter of 3 to 10 cm, located in the ventricu-
lar myocardium, predominantly in the interventricular 
septum. Usually, radiological examination reveals the 
presence of cardiomegaly and, frequently, multiple iso-
lated calcifications in the central area of the cardiac fi-
broma.14,15,17

Positive diagnosis can be confirmed by transthoracic 
and transesophageal echocardiography associated with 
contrast echocardiography for tumor vascular assess-
ment, 3D echocardiography for spatial tumor character-
ization, and computed tomography or magnetic resonance 
imaging for the description of the shape, size, and texture. 
The precise diagnosis requires histopathological exami-
nation.12,18

The treatment of symptomatic cardiac fibroma consists 
in surgical resection as early as possible due to continuous 
tumor growth, risk of asystole and sudden death, and in 
cases where the tumor is very large, cardiac transplanta-
tion must be considered.3

CONCLUSIONS

Most cardiac tumors in children are rare and benign but 
are associated with high mortality and morbidity. Nonin-
vasive examinations during childhood, such as cardiac ul-
trasound, even in the absence of heart failure symptoms, 
could detect early cardiac tumors, increasing early detec-
tion of this pathology, and decreasing the risk of sudden 
death in children. Therefore, applying of an early optimal 
management will reduce the risk of heart failure and sud-
den death at a young age.
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