\‘l
¢ BDCMCR
g Open Access

ISSN 2692-5877
DOI: 10.46998/1JCMCR.2024.41.001017

International Journal of

Clinical Studies & Medical Case Reports

Case Report
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(Abstract

static lesion of heart responded well and symptoms improved.

Heart is an uncommon site of metastases for any primary. Carcinoma colon metastasize to heart is rarely occurring event and
least rarely reported. To our knowledge, over the last 20 years only a few cases have been reported in the entire literature. We
present a case of young lady known case of carcinoma colon presented with breathlessness found to have metastatic involve-
ment of heart on further evaluation. Despite having progressive disease on follow up scan, our patient on treatment this meta-
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Introduction

Secondary neoplasm of heart is uncommon and primary neo-
plasm is even lesser [1,2]. The most commonly involved pri-
mary tumors are carcinoma of the lung, breast, lymphoma, and
malignant melanoma [3]. Metastatic cardiac involvement oc-
curs most often in end stage of the malignant disease and asso-
ciated with wide spread of the tumor, and generally diagnosed
during autopsy. In colorectal cancer, the incidence of cardiac
metastasis is highly variable ranging from 1.4%-7.2% in recent
autopsy series [3,4]. To our knowledge, only a few cases have
been reported of cardiac metastasis from colorectal cancer [5-
8] and most of the cases diagnosed in autopsy, as most of the
time patient has non-specific symptoms.

Case Presentation

A 41-year-old female a known case of Carcinoma sigmoid
colon with liver metastases who underwent Total colectomy
in July 2015 elsewhere and histopathology was suggestive of
moderately differentiated adenocarcinoma {pT3NIM1} fol-
lowed by she received six cycles of FOLFIRI based chemo-
therapy till end of 2015. In view of progression of disease in-
cluding progressive liver lesion and new development of lung
lesion she was treated with 18 cycles of FOLFOX till January
2017 with interim response evaluation and further she was con-
tinued on capecitabine.

Further she was presented with complaints of cough with ex-
pectoration and breathlessness in April 2018. On evaluation

chest X-ray was suggestive of multiple rounded radio opaque
lesion scattered in bilateral lung parenchyma and a routine 2D
echocardiography demonstrated left atrial (LA) enlargement
with an irregular echogenic and inhomogeneous mass lesion
(3 x 2 cm with area of 6 cm?2) arising from lateral wall of Left
atrium (Figure 1a). A PET-CT (May 2018) revealed metaboli-
cally active multiple pulmonary nodules, liver lesions and ret-
roperitoneal lymph nodes, and a left atrial mass (Figure 1b).
Serum CEA was 686 ng/ml and CT-guided biopsy from the
liver lesion was suggestive of metastatic adenocarcinoma. On
molecular testing it was MMR proficient and wild type KRAS/
NRAS/BRAF. She was treated with FOLFIRI based chemo-
therapy and Panitumumab. After 6 cycles she had progressive
disease on PET CT with subsequent reduction in the size of
cardiac lesion size and her symptoms were also improved. She
was started on FOLFOX + Bevacizumab-based chemotherapy
and after 4th cycle, in view of hypersensitivity to Oxaliplatin
chemotherapy regimen was changed FOLFIRI with Bevaci-
zumab. After 10th cycle patient had again progression includ-
ing liver lesion, lung lesion and bony disease with further
reduction in size of cardiac metastases, however patient was
asymptomatic for same. A follow-up ECHO showed regression
of the cardiac disease (Figure 2a) with persistent and progres-
sion of disease on PET CT and absent cardiac activity as seen
previously (Figure 2b). She was started on Regorafenib on
progression but due to poor tolerance it was stopped and con-
tinued on best supportive care.
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Figure la: 2D ECHO shows a moderate sized mass arising from lateral wall of Left atrium.
Figure 1b: Fused FDG PET/CT axial image shows metabolic activity in left atrium and metabolically active
bilateral lung metastases.

Figure 2a: 2D ECHO shows significant decrease in size of mass almost negligible in comparison to previous

Figure 2b: Fused FDG PET/CT axial image shows metabolically active bilateral lung metastases with re-
gression of the left atrial mass.

Discussion

Colonic cancer metastasizes by hematogenous or lymphatic
routes; lymph node, liver, lung and bones are sites commonly
seen. Spleen, thyroid gland, spermatic cord, and skeletal mus-
cles are unusual location and have been reported previously
[9,10].

Cardiac metastasis from any malignancy is rare, but may be
seen in carcinoma of the lung, breast, lymphoma, and malig-
nant melanoma [3]. It may spread from primary neoplasm via
lymphatic, hematogenous, or potentially by direct extension
from an adjacent tissue.

The incidence of cardiac metastases reported in literature is
highly variable, ranging from 2.3% and 18.3%.11 The actual
incidence of cardiac metastatic disease may be underestimated
because it is often be clinically silent and often missed dur-
ing the initial evaluation of the primary malignancy as there
presenting signs and symptoms may vary, depends on the loca-
tion of tumor deposit. Potential manifestations are dyspnea and
congestive heart failure, hypotension: malignant pericardial ef-
fusion, infarction and arrhythmias.

However, in the majority of the reported cases, approximately
90% of the patients, cardiac metastasis is silent and diagnosed
only on autopsy, whereas our patient had metastasis on pro-
gression of disease and found on routine 2D Echocardiogra-
phy and PET Scan, it was located in left atrium and she was
symptomatic due to cardiac lesion only as suggested on further
follow up cardiac metastases responded well to treatment de-
spite of continuous progression on other sites. Patient become
asymptomatic and no any cardiac complication was noted.

Conclusion

In conclusion, cardiac metastasis in colonic cancer is rare; a
chance finding of cardiac metastasis is likely to be increased
by prompt investigation. Long-term survival can be achieved
by early diagnosis and timely taken treatment decisions. Fur-
ther studies and clinical trials are needed to establish treatment
guidelines.
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