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Lipomatous Hypertrophy of the Interatrial Septum (LHIS) is
an unusual condition, usually benign and most often detected
as an incidental finding on echocardiography. The classic find-
ing is a homogenous, bi-lobed configuration of the interatrial
septum with sparing of the fossa ovalis. This infiltration can also
involve the septal tissue and has been associated with various
atrial arrhythmias, including multifocal atrial tachycardia, mul-
tiple atrial premature contractions, atrial fibrillation and rarely
even sudden death [1,d2]. Interatrial septal thickness >2 cm is
considered diagnostic of LHIS [3].

The prevalence of LHIS is estimated to be between 1-8%. It
usually occurs in older, obese people and there may be a higher
incidence in women [4].

Differential diagnoses should be thought of when there is
sparing of the fossa ovalis. Fat-containing neoplasms can arise
in the atrial septum including cardiac lipoma, cardiac rhabdomy-
oma, cardiac myxoma, cardiac rhabdomyosarcoma and cardiac
liposarcoma . Microscopically, LHIS is characterized by fat in-
filtration between the myocardial fibers of the atrial septum. [5].
LHIS also can create a mass-like bulge. There is typical sparing
of the fossa ovalis.

With this case, we report the incidental clinical presentation
and association between atrial arrhythmia and LHIS in an other-
wise healthy obese woman.

Case report. A 73 year-old obese woman referred to our car-
diology department for planned cryoablation procedure of atrial
fibrillation. Past history: episodes of palpitations, dizziness, and
fatigue of brief duration. Her family history was unremarkable.
Physical examination disclosed obesity (weight - 86 kg, height -
164 cm, BMI - 31,97 kg/m?). Systemic blood pressure was 132/84
mm Hg; Heart rate (apical) was 85 beats/min, sometimes irregular,
and respiratory rate was 18 per min. The cardiac apex was palpable
in the fourth intercostal space at the left anterior axillary line. A mild
systolic ejection murmur was heard at the apex of the heart. It was
associated with normal carotid impulses bilaterally. No diastolic
murmurs or sounds were heard. The 12 lead ECG showed sinus
rhythm. Past history: episodes of atrial fibrillation with a rapid ven-
tricular response and nonspecific ST-T-wave changes. The patient
was treated with intravenous cordaron and a normal sinus rhythm
was restored quickly. A chest x-ray was normal. Therefore, the pa-
tient was discharged in good health with an indication to further
planned cryoablation of atrial fibrillation.

During the procedure in the electrophysiology laboratory
arithmologists revealed some difficulties during septal punc-
tion. Transseptal catheterization access seemed impossible. This
approach is commonly used in electrophysiology and interven-
tional cardiology to treat number of arrhythmias and anatomical
defects of the heart. In our case, treatment of left atrial arrhyth-
mia through commonly used transseptal puncture became im-
possible due to intracardiac unusual mass. A problem related to
the anatomy of the interatrial septum made technical difficulties
during the transseptal puncture. This difficulties arised in access-
ing the operated left heart structures, resistance was encountered
while inserting catheters.

Subsequently two-dimensional transthoracic echocardiog-
raphy (TTE) had been performed in electrophysiology labora-
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tory, subcostal four-chamber approach showed a hyperecho-
genic mass in the interatrial septum. There was no decrease
in flow velocities of the superior and inferior vena cava nor
a flow disturbance in the pulmonary veins. Ejection frac-
tion was in normal range, mild to moderate dilatation of left
atria with mild mitral regurgitation had been revealed. TTE
showed thickening and increased echogenicity of the inferior
and superior portions of the atrial septum with sparing of the
fossa ovalis. These findings were typical for fatty infiltrate
and resulted in a “dumbbell-shaped” appearance of interatrial
septum on two-dimensional transthoracic echocardiography
(2D TTE). The lesion had characteristic an hourglass shape
sparing the fossa ovalis. It had pathognomonic imaging fea-
tures and did not require additional imaging. Based on the
performed intraoperatively TTE, a diagnosis of lipomatous
hypertrophy of the interatrial septum was made (Fig.).

It was an incidental finding. Access to the operated left atrium
was significantly impeded, and the transseptal approach, without
disturbing the LHIS structure, could not be possible.

Fig. Echocardiographic Finding

Transthoracic echocardiogram showing lipomatous hy-
pertrophy of the intraatrial septum. Subcostal four- chamber
view shows echo dense structure of the interatrial septum.
These findings are consistent with lipomatous hypertrophy of
the interatrial septum.

A 73 year-old asymptomatic woman was found to have an
incidental cardiac mass, TTE findings ware consistent with
lipotamous hypertrophy of the interatrial septum. Given the
characteristic appearances on TTE, biopsy or surgery was not
indicated, the procedure of cryoablation has been stopped and
the patient was managed conservatively.

Lipomatous hypertrophy of the interatrial septum is a rare
but increasingly recognized non-neoplastic benign abnormal-
ity of the heart. LHIS must be included in the differential
diagnosis of any right atrial mass, or any fat-containing neo-
plasm. This condition is more common than true cardiac
lipomas, occurring almost exclusively in elderly, obese
patients and is usually asymptomatic. Unlike lipomas, the
fatty lesions of LHIS are not encapsulated. TTE diagnosis
of LHIS is based on the classic morphology of the thick-
ened, echogenic bi-lobed septal mass, which always spares
the foramen ovale, and this distinguishes it from other car-
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diac lesions, such as lipomas, liposarcomas, metastatic tu-
mors, myxomas and amyloidosis, which can be also pres-
ent as a septal tumor mass.

The first descriptions of LHIS in vivo were made in
1983 on the basis of echocardiography by Fyke et al. who
published the first diagnostic guidelines [6]. Currently,
TTE, TEE, CT and MRI are used for diagnostics. Lipoma-
tous lesion derives entirely from the upper and/or lower
part of the atrial septum, typically sparing the fossa ovalis.
The pathologic mass makes a characteristic, considered by
some to be pathognomonic, an hourglass-shaped image of
atrial septum. The importance of this diagnosis should not
be confused with other lesions that may occur in this part
of the heart including, but not limited to, lipoma, liposar-
coma, teratoma, myxoma or other benign tumors of the
heart and avoid unnecessary investigations and anxiety to
the patient and the ordering physician.

Besides being usually benign and asymptomatic, a signifi-
cant number of patients have been reported to have unex-
plained arrhythmias such as atrial fibrillation, atrioventricular
(AV) block and sudden death.

The differential diagnosis for a fat-containing cardiac
tumor includes LHIS, liposarcoma, and lipoma. The pres-
ence of a fatty tumor within the interatrial septum, sparing
the fossa ovalis and thus creating a dumbbell appearance,
is pathognomonic for LHIS.

Asymptomatic LHIS does not require cardiac surgery.
Surgical treatment of LHIS should be limited only to cases
of patients with marginal obstruction of the superior vena
cava (SVC) or the right atrium, which is an indication for
a resection of the lesion with simultaneous interatrial sep-
tum plasty [7]. In the presented case, a procedure of cryo-
ablation has been stopped and patient continued medical
treatment.

LHIS can cause undesirable consequences, may render
some percutaneous and surgical interventions particularly
challenging, as it happened in our case. Pre-interventional
recognition of LHIS is very important for invasive cardio-
logical interventions involving transseptal catheterization
access. This approach is commonly used in electrophysiol-
ogy and interventional cardiology to treat number of ar-
rhythmias and anatomical defects of the heart, such as clo-
sure of patent foramen ovales (PFO), atrial septal defects
(ASDs), or correction of the functional mitral regurgita-
tion through percutaneous “edge-to-edge” mitral valve re-
pair. In our case, interventional electrophysiology to treat
left atrial arrhythmias through commonly used transseptal
puncture became impossible due to intracardiac mass - LHIS.
A very rare problem related to the size of the mass and the
anatomy of the interatrial septum are technical difficulties, as
described above, which arise during the transseptal puncture
when accessing the operated heart structures. In the presented
case, resistance was encountered while inserting catheters.
Access to the operated left atrium was significantly impeded.
It was apparent, that the transseptal approach, without dam-
aging interatrial septum, would be impossible. Therefore, the
procedure was stopped. Based on the intraoperatively per-
formed TTE, a diagnosis of LHIS was made.

In conclusion, this case confirms that LHIS is an uncom-
mon anomaly, often diagnosed incidentally and usually not
requiring intervention. However, it can be associated with the
paroxysmal atrial fibrillation in otherwise healthy, but obese
persons.
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SUMMARY

LIPOMATOUS HYPERTROPHY OF THE INTERATRI-
AL SEPTUM - A BENIGN HEART ANOMALY CAUSING
UNEXPECTED PROBLEM IN ELECTROPHYSIOLOGY
(CASE REPORT)

Patsia L., Lartsuliani K., Intskirveli N., Ratiani L.
Thilisi State Medical University, Georgia

Lipomatous Hypertrophy of the Interatrial Septum (LHIS) is
an unusual and benign condition characterized by the excessive
deposition of adipose tissue in the interatrial septum, which is
most often detected as an incidental finding on echocardiog-
raphy. The classic finding is a homogenous, bi-lobed configu-
ration of the interatrial septum with sparing of the fossa ova-
lis. LHIS has been associated with various atrial arrhythmias,
including multifocal atrial tachycardia, multiple premature
atrial contractions, atrial fibrillation and rarely sudden death.

The prevalence of LHIS is estimated to be between 1-8%. The
incidence increases with age, body mass and chronic corticoste-
roid therapy. There may be a higher incidence in women.

Here the authors describe a case report of a 73 year-old
obese female who visited the cardiology department for
planned cryoablation of paroxysmal atrial fibrillation. Dif-
ficulties raised during transseptal punction, a bidimensional
tranthoracic echocardiography (TTE) showed the typical
findings of LHIS.

A 73 year-old asymptomatic woman was found to have an
incidental cardiac mass, TTE findings were consistent with
lipomatous hypertrophy of the interatrial septum. Given the
characteristic appearance on TTE, biopsy or surgery was not
indicated, the procedure of cryoablation has been stopped and
the patient was managed conservatively.

Keywords: hypertrophy, lipomatous, septum, echocardiogra-
phy, obese woman. atrial fibrillation, electrophysiology.
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PE3IOME

JUNOMATO3HAS T'IIEPTPO®USI MEKIIPEICEPIHOM NEPETOPOJIKH —
JOBPOKAYECTBEHHAS AHOMAJINS CEPALA, BBI3BIBAIOIIASI HEOXKUJAHHYIO ITPOBJIEMY
B JIEKTPO®U3HOJIOT MM (CJTYYAM U3 IPAKTUKH)

Hanusa JI.J., Jlapuyiunanu K.b., Unukupseau H.A., Paruanu JI.P.

Tounucckuii 2ocyoapcmeenuviil MeOuyuHcKutl ynusepcumem, I py3us

Jlunomaro3Hast TUIIEPTPOGHS MEKIPEICEPIHON Heperopos-
kn (LHIS) - neoObruHOE M DOOpOKAUECTBEHHOE COCTOSIHHE,
XapaKTepU3yeTCsl Ype3MEPHBIM OTIO0KCHUEM XKUPOBOU TKAHU B
MEXKIIPEACEPAHON MEeperopoike U CIydaifHO OOHApyKHBaeTCS
npu sxokapauorpadun. KiraccuuecknM mposiBIEHHEM SIBIISIET-
cs1 OTHOpO/IHAsT OMI00aNbHasT KOH(DUTYPAIHs MEXKIIPEICEPIHOM
[EPEeropoiIkk ¢ coxpaHeHueMm oBaibHON sMku. LHIS accouu-
pyeTcs ¢ pa3IM4YHbIMU IPEICCPAHBIMU APUTMUSIMHU, BKIIIOYAS
MyJIBTH()OKATBEHYIO HPEICEPIHYI0 TaXUKapIHIO, MHOXKECTBEH-
HBIE IPEKAEBPEMEHHBIE COKpALIeHHs Npencepanii, Gpuopmi-
JIALMIO IPEICEpAUl U, B PEIKUX CIydasiX, BHE3AHYIO CMEPTb.
Pacnipocrpanennocts LHIS xone6nercst B mpenenax ot 1% 1o
8%, 4KciI0 cilyyaeB yBEIMYMBACTCS C BO3PACTOM, Maccoil Tena
U TIPOJIOJDKUTEIBHON KOPTUKOCTEPOUIHO Tepanuel, Jamie 00-
Hapy’KUBACTCS y KEHIIHH.

IIpencrasnen xiMHUYECKUH cityyail 73-JIC€THEH JKCHIIUHBL C

0)KHPEHHEeM, KOTOpast 00paTHiIach B KAPAUOIOTHIECKOE OT/elIe-
HUeE JUIsl INITAHOBOH KPHOAOIAIMN TapOKCH3MATIBHON (HHOpHILIS-
uuy npencepauil. TpynHOCTH BO3HUKIN IIPU TPaHCCENTAIbHON
IyHKIMH, JByMEpHAash TPAHCTOPAKAIbHAS AXOKapAUOTpadus
(TTE) moxkasana THNU4YHbIe XapakTepHble mpusHaku LHIS. ¥V
JKEHIIMHBI CIy4aiHO OOHapy)Xmiachk BHYyTpPHCEpJCYHAs Macca,
pesynbrarsl TTE cooTBeTCTBOBaNIM JMIOMATO3HOW TMIEPTPO-
(UM MeXnpencepIHON NMeperopoaKy. YUHUThIBas XapaKTepPHbINH
Bup Ha TTE, Ononcus wim Xupyprudeckoe BMEIIATeIbCTBO HE
MOKa3aHBbl, IPoIeaypa Kproabianun OblUla IpepBaHa, W Jede-
HUE NAIUEHTKH IPOJOJIKHIOCH KOHCEPBATUBHO.

[IpencrasBnensslii cayydail noareepxaact, uto LHIS sBngercs
HEOOBIYHON aHOMaJIMEH, JYacTO AMarHOCTUPYETCs CIyJailHO H
00BIYHO HE TPeOyeT BMEIIATENbCTB, OIHAKO MOXKET OBITH CBSI-
3aHa C HapoKCU3MabHOI GUOpHLIIHeH pencepanii y 310po-
BBIX, CTPaJAOUIUX OKUPECHUEM JIMLI.
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