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An Image Pitfall of Esophageal Carcinoma
Imitating Left Atrial Tumor Detected by
Transthoracic Echocardiography
Shih-Chung Huang,1,2 Bing-Hsian Tzeng,1 Tsung-Neng Tsai,1 Shih-Ping Yuang,1 Kai-Mien Chu1 and Shu-Meng Cheng1

It may be difficult to distinguish intracardiac tumors from extracardiac tumors merely by depending on tansthoracic
echocardiography when detecting a left atrial mass. We report a case of esophageal carcinoma, mimicking a
second tumor in the left atrium by transthoracic echocardiography. However, it was proved to be an esophageal
tumor with compression of the left atrium after open heart surgery. Seriously, this case reminds us of the diagnostic
dilemma on transthoracic echocardiogram: the image tricks of the lower-third part of esophageal tumors with left
atrial compression.
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INTRODUCTION

CASE REPORT

When a cloud of echoes is observed between the
aorta and left atrium, two diagnostic possibilities
should be considered: a large left atrial tumor or an
extracardiac tumor compressing the left atrium. 1,4 In
this case with esophageal tumor, the cardiac mass of
echo image was nearly inside the left atrial region,
and we first impressed that was a left atrial tumor,
maybe due to metastasis or belonging to a second tumor. Finally it was proved to be nothing by open heart
surgery, and the patient further received esophageal
reconstruction. Therefore, it is hazardous to interpret
such transthoracic echocardiogram images too confidently.

A 59-year-old man presented dysphagia and body
weight loss two months prior to admission. On admission, the patient was found to be thin and sick. His blood
pressure was about 120/70 mmHg, the heart beat was 74
beats per minute (bpm) and respiratory rate 16 beats per
minute. The physical and laboratory examination showed unremarkable, but esophagoscopy was arranged and
revealed a mass lesion over the lower-third portion of
the esophagus, and sable quaint pathology report showed
squamous cell carcinoma. The patient also received
whole-body PET scan and lower-third esophageal cancer
with no regional or distal metastasis was reported. Thereafter, esophageal reconstruction was scheduled. The patient received routine presurgical assessment including
echocardiography, but a mass with uniform density in
the left atrial region about 5.6 ´ 3.2 ´ 3.0 cm (Figures
1A & B) was found accidentally. The round-shaped, nonstalked tumor was singular with flow araising from the
posterior wall of the LA. The color flow was eccentric
jet and blocked by the mass lesion. The tumor seemed to
move with heart beats during as performing quick probe
angulation or movement of the diaphragm while breathing. Failure to perform transesophageal echocardiogram
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Figure 1. Two-dimensional echocardiogram of our patient showed left atrial region was occupied by a non-uniform mass with target lesion by
modified apical four-chamber view (A) and apical four-chamber view (B). After open heart surgery, the transthoracic echocardiogram showed small
pericardial effusion found by apical long-axis view (C) and modified apical long-axis view (D). The mass lesion (open white row) was confirmed an
extra-atrial tumor which was a esophageal tumor with left atrium compression. *PE: pericardial effusion

was due to narrowing of the esophageal lumen. Open
heart surgery was done. However, at operation, there
was only sign of tumor compression on the LA without
intra-cardiac mass. Follow-up of the “left atrial tumor”
confirmed it definitely as an extra-cardiac lesion because
small pericardial effusion made the margin of the left
atrium more clear (Figure 1C). Computed tomography
(CT) of the thorax (Figure 2A) also disclosed the esophageal tumor with compression of the left atrium. The
patient received esophageal reconstruction thereafter,
and was free of symptoms at outpatient department follow-up.

mor, which will make the clinical decision difficult.
Some authors suggested that intra-atrial mass can be
determined by the following characteristics: (1) its extracardial wall, and (2) the esophageal mass does not participate at all in atrial or ventricular wall motion when
viewed in real time.4 As reported, when the tumor mass
was found in the left atrium, myxoma should be first
considered. 14,15 The primary echocardiography is regarded as a diagnostic tool for myxoma with typical location in the left atrium.12 Primary cardiac tumors may
present one or more symptoms of the classic triad, including cardiac symptoms and signs resulting from intracardiac obstruction, signs of systemic embolisation and
systemic or constitutional symptoms.13 If no symptoms
of classic triad present, extracardial tumor should be considered. Another existing sign, such as minor pericardial
effusion, could differentiate the extracardial mass more
clearly. If it is difficult to determine, 3D-echocardiogra-

DISCUSSION
By thansthoracic echocardiography, it is hard to distinguish an LA mass as an intra-atrial or extra-atrial tu245
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phy or computed tomography (CT) was suggested by
some studies.9,11,16 In our case, the neoplasm in the lower
third of the esophagus was diagnosed by panendoscopy,
and the echocardiography detected a tumor in the LA accidentally. It made us aware that if a cancer patient, especially with an esophageal carcinoma located in the
lower portion, is also found to have an LA mass under
transthoracic echocardiography, the high possibility of
extracardiac mass should be kept in mind. Otherwise, the
esophageal mass interposed between the left atrium and
descending aorta may be easily overlooked.4 If fluid accumulation is found over the pericardial space, a differentiation between the extacardial and intracardial tumor
can be made more easily by image study (Figure 1C). If
the tumor mass in the heart chamber is without clear
margin, it may be due to endomyocardial invasion by esophageal carcinoma or metastatic neoplasm.2,3 Also, other
characteristics of cancer metastatic to heart could be
considered, such as (1) progressive, refractory cardiac
decompensation, (2) abnormalities on chest X-ray film
including blurred contours of the heart and widened mediastinum, and (3) newly generated arrhythmia.2,3 Our
case showed no direct invasion of left atrial myocardium
by esophageal carcinoma after operation. The pathology
also proved squamous cell carcinoma of esophagus characterized by tumor cell nests with focal dyskeratosis and
keratinization(Figure 2B). Another special finding was
the target lesion found by echocardiography over the left
atrial tumor (Figures 1 & 2A), of which there was no report from previous image study. From the CT image,
segmental circumferential wall thickening of distal esophagus was noted. The target lesion was suspected to be
within the lumen of esophagus, which compressed the
LA due to segmental circumferential wall thickening of
the distal esophagus. During dynamic echocardiography
study, the peristalsis of esophageal lumen can be punched out if the victim can take in a little fluid. On the other
hand, from image study of CT and MRI, the soft tissue
contrast is superior to that by echocardiography, and
both modalities allow imaging of the entire mediastinum
and evaluation of the extracardiac extent of disease.9,10
The introduction of circumscribed CT has proved useful
in diagnosing not only the presence and longitudinal extent of esophageal carcinoma, but also its staging.5-8
When an echo density over the left atrium is found
by echocardiography, we should emphasize the imporActa Cardiol Sin 2006;22:244-8

Figure 2A. Computed tomography (CT) of the chest disclosed, the
esophageal carcinoma (open white row) was located between the left
atrium (LA) and the descending aorta that was compressing the LA.

Figure 2B. Microscopic appearance of the tumor showed a picture of
moderately differentiated squamous cell carcinoma characterized by
nested tumor cells with oval nuclei, moderately prominent nucleoli,
focal dyskeratosis and keratin pearls formation (H & E stain, 40X).

tance of skillful manipulation, such as (1) using harmonic image that will improve the quality of the far gain
image, (2) using color flow image; there will be some
blood flow around the mass if the mass is really inside
the chamber, either primary or secondary in origin, and
(3) probe angulation to see the tumor margin. If convex
margin of tumor mass is found, extracardiac tumor should
be considered. The probe angulation is necessary, but
not too busy. Manipulation by probe angulation can see
the correlation of tumor motion with the chamber motion, but serious angulation for tumor mass lesion by
moving your probe too fast will mimic the tumor moving
246
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with the heart beats. Besides, the movement of diaphragm could also cause you to confuse it with an intracardiac tumor. Sometimes, the echo density may be due
to artificial echodensity and can disappear after color
flow imaging. If intracardial tumor is considered without
constitutional syndrome, extracardiac tumor like esophageal carcinoma with left atrial tumor compression can
mimic left atrial tumor. Additionally, if the mass lesion
was found by echocardiography with a target characteristic, tumor in the lower third of the esophagus with circumferential wall thickness which compresses the left
atrium could be another differential diagnosis. Some authors think echocardiography is good for tumor size, location and even intracardiac or extracardiac tumor,1,16
but is really skill-dependent. It is feasible to provide
much more information by use of more tools. Then the
patient will also be safer before operation. If a cardiac tumor is found, combination of 2D and 3D echocardiography, CT scanning or MRI generally provides excellent
anatomical definition for preoperative planning.11,13
In conclusion, the clinical diagnostic dilemma exists
between LA tumor and esophageal tumor with LA external compression by transthoracic echocardiography. It
can be overcome by multiple modalities, such as transesophageal echocardiography, CT scanning and/or MRI.
We should not decide the therapeutic program while
there has not been a complete evaluation. The image pitfall of esophageal tumor with LA compression as presentation may shed light on the field associated with both
blind points of decision-making and technical issues.
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一個影像陷阱  食道癌偽裝成左心房腫瘤
黃世鐘 1,2 曾炳憲 1 蔡宗能 1 楊世平 1 朱凱民 1 鄭書孟 1
台北市 三軍總醫院 心臟內科1
高雄市 國軍高雄總醫院 心臟內科2

光靠經胸前心臟超音波來斷定左心房腫瘤為心臟內或心臟外腫瘤是很困難的。我們報導一
例看似左心房腫瘤其實是來自食道腫瘤的影像。一位五十九歲男性，因體重下降，吞嚥困
難求診。食道鏡檢查及病理切片為食道麟狀上皮細胞癌，做術前胸前心臟超音波評估時，
意外發現左心房腫瘤。於開心時發現左心房並無腫瘤，其腫瘤最後證實來自於食道下三分
之一。

關鍵詞：左心房腫瘤、食道癌、胸前心臟超音波。
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