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Primary Cardiac Leiomyosarcoma in a Pregnant 
Woman

We report the case of a 19-year-old woman at 34-week gesta-
tion, who was admitted to Hospital Juárez de México with 
tachycardia, dyspnea, and hemoptysis. In the emergency 
room, she was diagnosed with heart failure and acute pul-
monary edema. The patient had no history of heart disease. 
Chest X-rays showed congestive lungs characteristic of 
acute pulmonary edema and two-dimensional echocardiog-
raphy revealed a 40 × 47 mm tumor within the left atrium, 
attached to the left superior pulmonary vein drainage. The 
rest of the cardiac structures were normal (Figure 1). She un-
derwent surgery, and the tumor and implantation base were 
completely removed. The patient and her baby had no com-
plications despite undergoing surgery and extracorporeal cir-
culation. The histological study revealed a highly malignant 
pleomorphic leiomyosarcoma. Histopathological evaluations 
were performed with speci¿c muscle actin, CD 34, desmin, 
myoglobin, vimentin, and PS 100, which con¿rmed the leio-
myosarcoma (Figure 2A). The patient refused chemotherapy 
during her pregnancy and was delivered of a son by Cesarean 
section 5 weeks later, without any birth defects. Once again, 
the patient refused chemotherapy, and one year later she was 
readmitted due to primary tumor of the central nervous sys-
tem. She underwent surgery of a low-grade astrocytoma (Fig-
ure 2B) without association with the cardiac tumor, so both 
were considered primary tumors.

Her central nervous system tumor was treated with chemo-
therapy and surgical resection; however, the patient died due 
to complications associated with the neurosurgical procedure. 

Primary cardiac tumors are rare, with a reported preva-
lence of 0.001% to 0.026% at autopsy series; the most com-
mon tumors include metastases or direct cardiac invasion 
originating in the breast or the lung. (1)

Angiosarcoma is the most common type among primary 
malignant tumors, followed by rhabdomyosarcoma, ¿brosar-
coma, and mesothelioma. Leiomyosarcoma is a mesenchymal 
tumor originating from smooth muscle cells and accounts for 
less than 1% of malignancies. In the heart, it is located mainly 
in the left atrium and pulmonary veins. (2)

It usually causes dyspnea, pericardial effusion, chest pain, 
atrial arrhythmias, peripheral embolism, or heart failure, and 
occasionally weight loss and fever. It is a highly metastatic 
tumor with a high recurrence rate in the same site once resec-
tion is performed. (3)

Therefore, prognosis is poor, with a mean survival rate of 
6 months since diagnosis.

In general, the characterization of sarcomas can be dif-
¿cult, but the use of immunohistochemical markers can pro-
vide accurate identi¿cation and differentiation, as cellular-
ity is usually high in some areas. The nuclei of tumor cells 
typically elongate with a variable degree of pleomorphism; 
a wide frequency of mitotic ¿gures are found and immuno-
histochemical staining with proliferation marker Ki-67 and 
stainings such as smooth muscle alpha-actin and desmin are 
typical –as was the case of this patient. (2)

In the treatment of cardiac tumors, the surgical option it-
self does not provide its complete and effective eradication 
because the tumor often involves a large myocardial portion 
leading to incomplete surgical resection or systemic dissemi-
nation. Survival rate varies from one case series to another, 
averaging between 17-28 months for those with complete re-
section, and 6 months in the case of incomplete resection. (4)

The role of adjuvant chemotherapy is still controversial. 
Some studies have found that conventional postoperative 
chemotherapy does not alter the clinical course, while other 
studies have reported the ef¿cacy of combining surgery and 
adjuvant therapy. (1)

In conclusion, we believe this case is important because 
we managed to completely eradicate the malignant tumor 
with a timely surgical treatment, prolonging the life of the 
mother and her son for some time. However, a new primary 
tumor in the brain caused the patient’s death. According to 
the database, this is the ¿rst case in Latin America with car-
diac leiomyosarcoma in a pregnant woman.
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Fig. 1. Two and 4-chamber two-dimensional transthoracic echo-
cardiography, showing left intra-atrial tumor (a), left superior 
pulmonary vein drainage (b), atrial contour (c) and free mitral 
valve (d). RA: Right atrium. RV: Right ventricle
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Fig. 2. A. Histopathological study with specific muscle actin; fu-
socellular pattern; diagnosis of cardiac leiomyosarcoma. B. His-
tological section with hematoxylin and eosin. 40 × HIP Astrocyte 
hipercellularity. Low-grade astrocytoma


