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Right Atrial Lipoma

Case Report

Benign cardiac tumors are rare, and lipomas are
among those less frequently found. We report the case of a
48-year-old male complaining of high blood pressure and
epistaxis in the last 2 months, with a diagnosis of right
atrial lipoma established on echocardiography, magnetic
resonance imaging, and anatomicopathological exami-
nation. The tumor was successfully removed, and up to 42
months after surgical excision, no evidence of tumor relapse
was observed.

Primary cardiac tumors are rare, not easily clinically
diagnosed, and differ in regard to clinical manifestations, lo-
cation, morphology, size, and radiological findings 1 .

The incidence of primary tumors of the heart and peri-
cardium ranges from 0.02% to 0.28%, according to a series of
autopsies reported by McAllister HA Jr 2 . On the other
hand, neoplasias, mainly mammary and pulmonary neopla-
sias (that send more metastases to the heart), followed by
leukemias and lymphomas are 10 to 40 times more frequent
than primary cardiac tumors. Cardiac metastases are found
in the autopsies of 10% of the patients who die from pulmo-
nary cancer and of 25% of those with tumors in other
organs. In children, cardiac tumors are rare, not exceeding
10% of all neoplasias in this age bracket 3 .

Approximately 75% of the primary cardiac tumors are
benign 4 , myxomas being the most common, followed by
rhabdomyomas, lipomas, fibromas, and teratomas 3. Cardiac
lipomas, initially reported by Orth in 1886 5 , account for
8.4% of the primary tumors of the heart and pericardium.
Until 1990, 63 had been reported 6 . According to the
available literature, 25% of cardiac lipomas are intramyocar-
dial, 25% are extracavitary of epicardial origin, and 50% are
intracavitary of subendocardial origin � those of the right
atrium are extremely rare 7 .

In the recent literature, a case of intrapericardial lipoma
in a 27-year-old female 8  and a case of right atrial lipoma in
a 54-year-old male have been reported 9 . In 1994, Diamante
et al 10  reported a peculiar case of epicardial lipoma that
caused inversion of the left atrial auricle and partial obs-
truction of the drainage of the left pulmonary veins, leading
to pulmonary and systemic arterial hypertension, cardio-
megaly, and electrocardiographic changes. In a study of 50
cases of primary cardiac neoplasias by Fernandes et al 11 ,
only 1 lipoma was reported.

Case Report

The patient was a 48-year-old male who complained of
high blood pressure and epistaxis for 2 months. He denied si-
milar previous episodes. He also reported being an ex-
smoker (2 packs per day) for 20 years and denied alcoholism.
His personal and familial antecedents were not relevant.

At the time of the symptoms, the patient visited a car-
diologist. Due to the nonspecificity of the symptoms, an
echocardiography (7/2/98) was performed and revealed a
right atrial tumor of 4.6x3.5 cm with characteristics of
adipose tissue.

The patient was referred to our service. On physical
examination, he was in good general condition, eupneic,
acyanotic, and had no fever. His blood pressure was 130/
80mmHg, his heart rate was 60 bpm, and the rest of his phy-
sical examination was within the normal range.

The laboratory tests showed a mild leukocytosis
(13,900 cells/mm3) with no deviation to the left. The remai-
ning tests were within the normal range.

The chest X-ray showed normal pulmonary transpa-
rency, normal hila, free diaphragmatic sinuses and cupula,
and a normal cardiac image.

The electrocardiography detected sinus rhythm of 72
bpm with deviation of the cardiac axis to the left.

The nuclear magnetic resonance imaging (8/17/98)
confirmed the echocardiographic findings in another insti-
tution: tumor of 4.6x3.5 cm in the coronal direction, with cha-
racteristics of adipose tissue, located in the right atrial cei-
ling, suggestive of lipoma (fig. 1).
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Considering the diagnosis and the good conditions of
the patient, we chose to excise the tumor mass. The patient
underwent extracorporeal circulation with cannulation of
the aorta and venae cava. Once the right atrium was
opened, the implantation of the tumor could be seen close to
the tricuspid ring. Blunt dissection and cauterization of the
implantation site were performed. The therapeutical process
was successful and uneventful (figs. 2 and 3).

The anatomicopathological examination of the tumoral
mass revealed a round formation of 5.0x4.5x4.0 cm, weigh-
ting 35 g, constituted of macroscopically uniform yellow
tissue with peripheral focal areas of brownish tissue. On
frozen examination, lipoma was diagnosed, and this was the
definite histological diagnosis (fig. 4).

Echocardiographies were performed 8 days and 7
months after the removal of the lipoma, and a normal right
atrium was observed. No relapse was reported up to 42
months after the removal of the tumor.

Discussion

In the literature, lipomas are reported as infrequent

neoplasias, accounting for 8.4% of the primary cardiac
tumors, those in the right atrium being extremely rare 6.

According to their composition and location, lipomas
are subdivided into 2 groups: lipomatous hypertrophy and
true lipoma. The latter is less frequent and present as an en-
capsulated mass of adipose tissue.

When infiltrated in the myocardium, the tumor is
called myolipoma; if fibroblasts are present, the tumor is
called fibrolipoma; and when it has thymic cells, the tumor
is called thymolipoma or lipothymoma. If the tumor consists
only of lipocytes, it is a lipoma 12 . This tumor has a
congenital origin, belonging to the group of the homeo-
plastic dysembryomas, and is described as an encapsulated
collection of benign adipose cells, frequently containing
muscle fibers 13 ,14 . The hypothesis of acquired disease is
not accepted, because the individuals with intrathoracic
lipomas do not have other related diseases 12.

The diagnosis of this tumoral entity is difficult,
because most patients are asymptomatic or have variable
symptomatology, depending on the size and intracavitary
location of the tumor. Therefore, as with other primitive
cardiac tumors, its diagnosis is often accidental and almost
exclusively an autopsy finding 15 . Lipomas may be detected
on radiographic examinations and diagnosed on echocar-
diography, computerized tomography, and nuclear magne-

Fig. 1- Nuclear magnetic resonance imaging showing the right atrial tumor.

Fig. 3 - Appearance of the tumor after its resection.

Fig. 2 - Phase of tumor resection.
Fig. 4 - Anatomicopathological examination � tumor consisting of mature adipose
cells with cardiac tissue at the margin � lipoma. HE, x 160.
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tic resonance imaging, which provide more information re-
garding their nature, size, location, and pattern 16 ,17 .

Because they are frequently asymptomatic, the
patients with lipomas usually do not require any treatment
or surgical intervention, depending on the location and size
of the tumor. However, large subpericardial lipomas,
exerting pressure on the cardiac structures, may determine
angina or interfere with the cardiac function, while intra-
myocardial lipomas may cause changes in electrical con-
duction and arrhythmias 6 and may result in sudden death.

Although most cases of sudden death are due to
atherosclerotic disease, approximately 0.0025% result from
primary cardiac tumors. Until 1996, 120 cases of sudden
death attributed to these tumors had been reported, 86% of
them being histologically benign. However, the intracardiac
location caused hemodynamic and conduction changes,
resulting in sudden death 18 .

Therefore, whenever the tumor has an intracavitary lo-
cation, it should be resected 6, because early surgical exci-
sion may allow complete cure, prevent sudden death and
irreversible heart failure 19 . However, the choice of a surgical
therapy for asymptomatic patients with a cardiac tumor is
critical, because the lesion is not always related to altera-
tions in function, the patients are usually asymptomatic,
and the tumors are occasional autopsy or examination fin-
dings. However, these tumors may be related to valvar dys-
function, thoracic pain, congestive heart failure, neurolo-
gical symptoms, and sudden death 20 .

Our patient, who had a cardiac tumor mass characte-
rized as right atrial lipoma, underwent tumor resection, justi-
fied by the risk of late complications in cardiac function or
even sudden death. The surgery was successful, and the
patient is in excellent clinical condition 3 and a half years
after the procedure.
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