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Abstract : Primary cardiac lymphoma is a rare pathology, representing 1% of primary cardiac tumors. It 

often involves the right heart and preferentially the atria to the ventricles. Through our observation, we 

propose to remind a complication although exceptional which can reveal the primary cardiac lymphoma 

that is the auriculo ventricular block. 
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I. Introduction : 

Primary cardiac tumors are rare, about 0.001-0.030% [1]. They are in the majority of cases benign, 

represented essentially by myxoma. When they are malignant, they are mainly sarcoma and rarely 

lymphoma.                                                

Primary cardiac lymphoma is therefore a rare entity with a poor prognosis, requiring rapid diagnosis and 

appropriate management.                                                                                                          

We report in this article the observation of a primary cardiac tumor probably lymphomatous revealed by a 

pericardial effusion and paroxysmal conduction disorders. 

 

II. Case report : 

The patient was 84 years old, with hypertension. She was admitted to the emergency room for the 

management of asthenia with weight loss. 

The clinical examination on admission was unremarkable. The biology noted an inflammatory syndrome 

CRP 145, LDH elevated to 435, a normal troponin and a neutrophilic hyperleukocytosis with a slight 

anemia. Renal and liver function were normal. 

Chest X-ray showed mediastinal enlargement with cardiomegaly. 

The 12-lead electrocardiogram revealed a 1st degree atrioventricular block. The patient was monitored, after 

a moment it became complete then after a few hours it became BAV 2nd degree Mobitz 1.  

The transthoracic echocardiography revealed a periaortic mass with a large pericardial effusion and 

collapsed right cavities. The effusion was drained and found to be serohematically exudative, with non-

contributory culture. 

CT scan showed a tissue mass encompassing the root of the aorta with endocavitary extension of both atria 

suggesting a lymphomatous origin. 

Cardiac MRI revealed a mass invading the interatrial septum and surrounding the initial aorta with 

homogeneous irregular contours measuring 42x17 mm and heterogeneously enhancing after gadolinium 

injection. 
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The patient refused biopsy of the cardiac mass. She was therefore implanted with a permanent single-

chamber pacemaker with close monitoring of the reconstitution of her pericardial effusion.The patient died 

1 month after the diagnosis of her cardiac lymphoma. 

 

 

 
Figure 1 : Transthoracic echocardiography: apical 4-chamber section showing intra-OD periaortic mass with 

pericardial effusion. 

 

 
Figure 2 : Transthoracic echocardiography: Sub-costal section showing a circumferential pericardial 

effusion of great abundance. 
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Figure 3 : Thoracic CT: Axial section through the mediastinal window after injection of contrast medium 

showing a well-limited inter aortic-pulmonary mass with moderate enhancement measuring 80mm*60mm 

with pericardial effusion. 

 
Figure 4 : Thoracic magnetic resonance imaging. Tumor infiltration of the interatrial septum and the initial 

aorta. 

 

III. Discussion : 

Primary cardiac lymphoma is a rare disease, representing 1 to 2% of primary cardiac tumors [2]. It mainly 

affects immunocompromised subjects, especially HIV-infected or transplanted patients, which is not the 

case in the reported observation. 

PCL affects both sexes equally from the age of 50. It mainly affects the right cavities and more often the 

atria to the ventricles. 

The clinical picture is variable. Dyspnea is in the first place [3] related to myocardial damage, then 

arrhythmias which could be due to tumor infiltration of the roof of the lateral wall of the right atrium and 

also conduction disorders related to tumor infiltration of the inter-atrial septum as in the case of our patient 
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where the diagnosis of PCL was suspected following paroxysmal AVB sometimes 1st degree, sometimes 

2nd degree, sometimes complete. Pericardial effusion or tamponade can also be indicative of a neoplastic 

pathology, in particular PCL, especially if it is associated with an altered general condition [4,5,6]. 

The biological parameters are aspecific and not very contributory. An inflammatory syndrome with elevated 

CRP, LDH and ferritinemia is sometimes found [7,8]. Abnormalities of the haemogram have also been 

reported, notably anaemia with neutrophilic hyperleukocytosis [9,10]. A discrete disturbance of the liver 

balance has been reported in some observations of PCL[11,12]. 

Chest radiography is non-specific and of limited interest. It may be normal or show cardiomegaly [13, 14] 

or right atrial hypertrophy [15]. 

The ECG may reveal several abnormalities, including rhythm and conduction disorders, including complete 

atrioventricular block, which is most frequently found in patients with PCL and which is generally 

regressive after treatment of the tumor with chemotherapy [16,17].  

Cardiac imaging plays an important role in the diagnosis of cardiac lymphoma. 

Transthoracic echocardiography (TTE) is the first-line examination, and it allows to demonstrate the cardiac 

involvement, its characteristics and the tunica involved [4-18]. The tumor can be either single or multiple, 

endocavitary or located on the valvular endocardium. All three tunics can be affected, however pericardial 

involvement is the most common and often the right cavities are most affected [19-20-21]. Pericardial 

effusions are frequent, sometimes of great abundance, responsible for tamponade and may be indicative of 

the tumor [4-5-6-19]. TTE also plays an important role in monitoring the therapeutic response to judge its 

effectiveness. In addition, in certain conditions, TEE is used, which allows a more precise study and 

produces high-resolution images to better characterize the involvement [6]. 

The CT scan also contributes to the diagnosis but is especially useful in the extension assessment [9-22]. 

Finally, cardiac magnetic resonance imaging is currently the examination of choice for the diagnosis of 

cardiac lymphoma with a sensitivity of nearly 90% [20]. It allows a precise analysis of the tumor extension 

and a rigorous post-therapy follow-up [5-23]. 

However, the diagnosis of certainty relies on the biopsy of cardiac tissue, especially when the tumor is 

primary or when the cytological study of the pericardial effusion is not contributive. It can be done either 

by surgical sternotomy [2-5], by scannoguided transthoracic approach [24] or by endomyocardial approach 

[4-5]. Our patient refused biopsy and histological confirmation could not be obtained. 

Treatment of primary cardiac lymphoma usually involves chemotherapy, but it is still not codified and 

depends on the experience of each team.  

Surgery is indicated in rare cases, in the presence of mechanical complications or right heart failure [5-18] 

and as part of palliative treatment if the tumor is very large [25]. 

The prognosis of primary cardiac lymphomas is often poor, the main reason being the delay in diagnosis [1-

18-24]. 

 

IV. Conclusion :  

Cardiac lymphomas are rare, often diagnosed late due to their highly variable and non-specific clinical 

presentations. MRI is the reference examination allowing a better characterization of the cardiac 

involvement and also a monitoring of the response to treatment. The confirmatory diagnosis is 

anatomopathological. 

Treatment is based on chemotherapy, but the short-term prognosis remains very poor because of the delay 

in diagnosis and the poorer response to treatment compared to other lymphomatous tumors. 
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