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Supplementary information
Technical aspects of the surgery - Case 1. 
After performing a median sternotomy to access the cardiac structures, a mass measuring approximately 96 × 88 mm was found adjacent to the right atrium and ventricular free wall within the right atrioventricular groove. This mass was identified as fully occluding the right coronary artery. Complete excision of the mass was not feasible without compromising vital structures. In order to address this, the mass was carefully dissected in anatomical planes, with the decision to debulk it due to its size rather than a complete excision. Furthermore, it was evident that it compromised the right coronary artery flow; therefore, it was impossible to completely extract the mass without compromising the right coronary artery distal flow; after debulking, a saphenous venous graft was used to bypass the right coronary artery to ensure coronary flow, previous respective successful saphenectomy. The procedure was halted at this point, considering the risk of further adjacent cardiac tissue damage if a complete excision of the mass was performed. The immediate post-operative results were as expected, with no perioperative complications.
Technical aspects of the surgery - Case 2.
Following median sternotomy, an inverted T pericardiotomy was performed and venous and arterial cannulation was started. Cardiac arrest maneuvers were initiated with retrograde cardioplegia, the aorta was clamped. Then, an aortopulmonary window was dissected, reaching, and dissecting the mass, separating it from the aorta, the roof of the left atrium, and the pulmonary artery. The mass was completely extracted without complications. The surgical team performed a stump closure of the left main trunk in two planes, and a proximal closure of the anterior descending and circumflex arteries. They performed an end-to-end (ETE) anastomosis of the pulmonary artery, followed by a ETE anastomosis of the aorta. An arteriotomy was then made in the anterior descending artery, and a end-to-side (ETS) graft-to-artery anastomosis was performed. The aortic button was elaborated for the proximal anastomosis of the venous graft, which was done in a ETS manner. An arteriotomy was then made in the marginal obtuse artery 1, and a ETS graft-to-artery anastomosis was performed. Immediate post-operative results were as expected with no perioperative complications.  
