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Cancer in the Left Anterior
Descending Artery
A Therapeutic Aspect of Thrombus Aspiration?
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F I G U R E 1 Multimodality Imaging and Histopathology Conﬁrming Malignant Etiology of Solid Tissue Coronary Thrombus

(A and B) Angiography demonstrated a total occlusion of the proximal left anterior descending artery (arrow), with reperfusion after thrombus
aspiration. (C) Transthoracic echocardiogram (4-chamber view) revealed a mobile pedunculated intracardiac mass (arrow) (Online Video 1).
(D) Cellular spindle cell proliferation in a myxoid background histopathologically documented high-grade sarcoma. (E) Thrombus aspirate.
Cardiac magnetic resonance shows myocardial edema in the infarct region (white arrows) and hyperintense appearance of the intracavitary
mass attached to the left ventricular lateral wall (white arrowhead) (F, T2-weighted STIR-TSE, short axis) and transmural enhancement in the
infarct region (white arrows) with irregular hypointense appearance of the intracavitary mass (black arrowheads) (G, LGE sequence, short-axis)
(Online Videos 2 and 3). LA ¼ left atrium; LAD ¼ left anterior descending; LCX ¼ left circumﬂex; LV ¼ left ventricle; RA ¼ right atrium;
RV ¼ right ventricle.

