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Intravenous leiomyomatosis with intracardiac extension depicted
on computed tomography and magnetic resonance imaging
scans: A report of two cases and a review of the literature
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Abstract. Intravenous leiomyomatosis (IVL) is defined as a
benign smooth muscle tumor, growing within systemic veins.
IVL with intracaval and intracardiac extension has rarely been
reported in radiological and oncological journals. The present
study describes 2 cases of IVL extending from the inferior vena
cavato the right atrium and ventricle, and discusses the imaging
findings and differential diagnosis of this tumor entity. The two
patients, who complained of palpitations, shortness of breath
or syncope, were surgically treated, with complete resection
of the cardiac and intracaval tumors. Pathological examina-
tions were suggestive of IVL. The postoperative course of the
two patients was uneventful, and no signs of recurrence were
observed on follow-up. Computed tomography and magnetic
resonance imaging played a vital role in the diagnostic process
and presurgical assessment. The results of the present study
indicate that IVL should be considered upon presentation of
a soft mass in systemic veins, even when the mass extends to
the right cardiac chambers, in female patients, particularly in
patients with a history of uterine myoma.

Introduction

Intravenous leiomyomatosis (IVL) is a rare, histologically
benign, smooth muscle tumor. It is typically associated with
a mesenchymal tumor of the uterus with macroscopic intra-
vascular proliferation (1). Although IVL is histologically
benign, it may occasionally exhibit malignant behavior, due
to its growth along the pelvic veins and the inferior vena cava
(IVC), extending into the cardiac chambers and pulmonary
vasculature (2). Due to its rarity and atypical clinical features,
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the condition may be misdiagnosed as a primary cardiac
tumor or a venous thrombus, which may lead to potentially
life threatening consequences. Hence, early and accurate
diagnosis and appropriate treatment choices are important for
the patient prognosis. Complete surgical resection (single or
staged procedures) is the treatment option for IVL, as it is key
to preventing recurrence (3). The present study reports 2 cases
of IVL that were diagnosed using dual-source computed
tomography (CT) and magnetic resonance imaging (MRI), as
well as clinical and pathological examinations. A review of the
English literature on IVL was also performed.

Case report

Case 1. A 46-year-old female patient was referred to the West
China Hospital of Sichuan University (Chengdu, China) in
December 2013, presenting with a 10-day history of palpitations
and shortness of breath that were exacerbated upon exertion.
Physical examination revealed slight bilateral leg edema and
no other abnormalities. Echocardiography showed a mobile,
solid mass in the right atrium that originated from the IVC. The
lesion, which almost blocked the tricuspid valve, was initially
diagnosed as atrial myxoma or thrombus. The serum levels of
the tumor marker carbohydrate antigen (CA) 125 were mildly
elevated (41.93 U/ml; normal value, <35 U/ml), while all other
blood and biochemical markers were within the normal ranges.
The patient's medical history included a myomectomy (on
October 2000), with no notable family history.

Thoracic and abdominal CT scans (Somatom Definition
Flash; Siemens AG, Munich, Germany) were performed
with and without contrast media. On the CT scans, a filling
defect was observed in the IVC and right atrium, with a soft
tissue density of 20-22 HU on plain images and 28-62 HU on
contrast-enhanced images. The lesion stretched into the right
ventricle through the tricuspid valve, and stretched as far as
the left common iliac vein and internal iliac vein inferiorly.
In addition, an ill-defined mass with heterogeneous attenu-
ation was detected in the pelvic region; the mass originated
from the uterus and involved the left gonadal vein, resulting
in luminal stenosis. The CT value of the pelvic lesion was
15-31 HU on plain images and 31-52 HU on contrast-enhanced
images. The lesion in the right atrium and IVC appeared to be
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anatomically associated with the mass located in the pelvic
region (Fig. 1). Furthermore, tortuous collateral veins were
observed around the IVC. Cardiac cine MRI (Magnetom Trio
Tim; Siemens AG) showed that the circumscribed mass moved
in parallel with the cardiac motion in the right cardiac cavi-
ties. Gadolinium-enhanced MRI of the heart revealed a large
streak-shaped filling defect in the IVC and right atrium that was
mildly hyperintense on T1- and T2-weighted imaging (WI),
and heterogeneously enhanced following contrast-enhanced
scanning (Fig. 2).

Considering the imaging findings, complete surgical exci-
sion of the tumor in the IVC was performed carefully through
a right atriotomy and longitudinal venotomy in January 2014.
The tumor had no stalk or obvious adhesion with the wall of
the right atrium.

The resected gross intracaval specimen was a
yellowish-white tumor with a smooth border and a tip. The
tumor appeared as a sausage-shaped protrusion with a
maximum diameter of ~20 cm. Immunohistochemical analysis
using monoclonal antibodies revealed positivity for the smooth
muscle markers desmin (Biocare Medical LLC, Concord, CA,
USA) and smooth muscle actin (SMA; OriGene Technologies
Inc., Rockville, MD, USA), and negativity for h-caldesmon
(Epitomics, Burlingame, CA, USA), human melanoma black 45
(HMB45) and S-100 (both Leica Microsystems Inc., Buffalo
Grove, IL, USA). Upon microscopy (CX31-72C02 microscope;
Olympus, Corporation, Tokyo, Japan), the hematoxylin-eosin
staining of tumor sections revealed smooth muscle cell
proliferation without nuclear atypia or mitotic index. The
MIB-1/Ki-67 (OriGene Technologies Inc.) labeling index was
~2%, confirming the non-malignant nature of the tumor. In
addition, estrogen and progesterone (Epitomics) expression
was detected in the nucleus (3).

The postoperative course of the patient was uneventful, and
no signs of recurrence were observed at the 1-year follow-up
examination in February 2015.

Case 2. A 45-year-old female patient presented to the West
China Hospital of Sichuan University in November 2014 with
a 4-month history of persistent palpitations and occasional
syncope. The patient's past medical history consisted of a
myomectomy on June 2007, with nothing of particular note
in the family medical history. Upon physical examination,
a diastolic murmur was auscultated in the tricuspid region.
Laboratory test results were normal, with the exception of an
increased level of CA 125 (56.93 U/ml). Echocardiography
demonstrated a hypoechogenic mass in the right atrium and
ventricle, suggesting a diagnosis of thrombi.
Contrast-enhanced CT scans performed from the chest to
the pelvis revealed unilateral heterogeneous uterine masses in
the right iliac vein and IVC that were indicative of multiple
leiomyoma. The mass that caused almost complete occlu-
sion of the IVC demonstrated enhancement similar to that of
the uterine leiomyoma (Fig. 3). MRI of the chest and upper
abdomen revealed a cord-like mass extending from the IVC
into the right cardiac chambers and almost completely occu-
pying the IVC lumen. The tumor exhibited low to intermediate
signal intensity on TIWI and heterogeneous high signal inten-
sity on T2WI, with mild enhancement observed in the late
phase. The top of the mass extended from the right atrium into
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the right ventricle at the diastolic phase (Fig. 4). Based on these
findings, the patient was diagnosed with IVL of the uterus with
intravascular and cardiac extension.

Total abdominal hysterectomy, bilateral salpingo-oopho-
rectomy, and intracardiac and intravenous mass excision were
performed as a two-stage procedure under cardiopulmonary
bypass in April 2013 and July 2013. Gross examination of the
intravascular specimen revealed a smooth, wormlike mass,
3-4 cm in circumference and 26 cm in length, with a bulbous
end corresponding to the intracardiac portion that almost
blocked the tricuspid valve.

The excised tumor had a white cut surface, and was rubbery
and firm on palpation. Immunohistochemical analysis of the
IVL cells indicated positive staining for the smooth muscle
markers desmin (Biocare Medical LLC) and SMA (OriGene
Technologies Inc.), and negative staining for Ki-67 (OriGene
Technologies Inc.), HMB45, S-100 (both Leica Microsystems
Inc.), h-caldesmon (Epitomics) and p53 (OriGene Technolo-
gies Inc.), confirming its smooth muscle nature without signs
of malignancy. Nuclear estrogen and progesterone receptor
expression was observed in the intravascular tumor and
uterine leiomyoma. The postoperative course was uneventful.
The patient continued to recover well, and at the 18-month
follow-up, there was no recurrence of the symptoms or tumor,
and the patient resumed normal activities thereafter.

Discussion

IVL, which was first described by Brich-Hirschfeld in
1896 (4), is a rare benign tumor that is histologically character-
ized by nodular masses of smooth muscle cells growing within
systemic veins. It typically originates from the uterus and may
involve ovarian veins. Occasionally, the tumor occurs in other
intravascular locations, distant from the uterus. Durck reported
the first case of IVL with intracardiac extension in 1907 (5).
The tumors were described as nodular or spiral within pelvic
veins and the IVC, or extending to the right cardiac chambers
and bilateral pulmonary arteries (2,6,7). Two major hypoth-
eses have been established regarding the etiology of IVL (1,8).
The first hypothesis suggests that the tumor arises from the
vein walls, while the second proposes that the uterine leio-
myoma is a primary tumor with intravascular projections into
an adjacent venous channel. Fukuyama et al (9) suggested that
the tumor does not invade the vessel by breaking the venous
wall, but rather stretches the vascular wall to extend along the
vascular lumen, while covered in endothelium.

A review of the English literature included by PubMed
between January 2000 and January 2015 was performed using
the keywords ‘intravenous leiomyomatosis’ AND ‘last 15
years’[PDat], and 52 cases of IVL with CT or MRI descrip-
tions were identified, as indicated in Table I (2,6,7,10-46).
The median age of the patients was 44.8 years old (age range,
20-70 years). The majority of cases were diagnosed intraop-
eratively. Common initial symptoms included pelvic pain or
abnormal uterine bleeding; however, certain patients presented
with chest pain, palpitation, shortness of breath, dyspnea
on exertion, edema of the lower extremities or even sudden
mortality. The clinical signs and symptoms predominantly
depended on the degree of intravascular obstruction caused
by the tumor. Heart failure may result in misdiagnosis or
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Figure 1. Case 1: Contrast-enhanced computed tomography scans. (A and B) Oblique-coronal and (C and D) sagittal reconstruction images showing a cord-like
mass (arrows) in the lumen of the left iliac vein, extending to the inferior vena cava and right atrium. (A) The enhancement features of the intravenous mass
were similar to those of the uterine mass (triangle).

e —

Figure 2. Case 1: Axial T2-weighted magnetic resonance imaging scan of the heart showing a mass with low signal intensity in the right atrium (triangle; left)
and a lesion involving the inferior vena cava, which exhibited heterogeneous enhancement following contrast agent administration (arrows; right).

Figure 3. Case 2: Coronal (left) and sagittal (right) reconstruction images of the contrast-enhanced computed tomography scan showing that the uterine tumor
had invaded the right parametrial veins and extended to the right atrium through the right common iliac vein (triangle) and inferior vena cava (arrows). The
lesions exhibited an isodensity and enhancement similar to those of the adjacent hysteromyoma.
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Figure 4. Case 2: Axial (A) T1- and (B) T2-weighted fast spin-echo magnetic resonance imaging (MRI) showing a polypoid mass within the inferior vena cava
(IVC; arrow), with (C and D) restricted diffusion on diffusion-weighted MRI. (D) Cardiac MRI scan showed that the distal portion of the mass had moved
into the right ventricle through the tricuspid valve during diastole (triangle). (E) Contrast-enhanced MRI revealed that the tubular, serpent-like filling defect

(arrows) almost completely occupied the IVC.

delayed diagnosis of IVL until further examination or sudden
mortality due to fatal intracardiac obstruction.

In the majority of the reviewed cases, the initial pathway
of extension for IVL was unilateral through the common
iliac veins, while certain cases exhibited IVL with intracar-
diac extension and concomitant uterine leiomyoma. Various
unusual patterns of intravenous growth were observed in the
52 recorded tumors; the distal end of 11 tumors (21.2%) were
confined to the IVC, 30 (57.7%) extended to right atrium,
8 (15.4%) to the right ventricle and 3 (5.8%) to the pulmonary
arteries. Tumor mobility was recorded in 42 of these cases,
however, due to the varying diameters of the tumors, adher-
ence to the wall of the IVC or the right chambers were reported
in 26 cases. The distal end of the tumor in the present cases
extended intracardially to the right atrium and right ventricle.
Both of these tumors moved in parallel with cardiac motion.

CT and MRI scans are the most useful imaging modali-
ties for the diagnosis of IVL. The high-density resolution
and multiplanar capability of CT, as well as the excellent soft
tissue resolution of MRI, render these modalities particularly

favorable for characterizing the continuity of intraluminal
tumors. In the two cases in the present study, the IVLs appeared
as soft masses in the right atrium and IVC on CT scans; the [IVL
completely occupied the IVC, iliac veins and internal iliac vein
in a continuous manner in each case. A portion of the irregular
uterine mass appeared to be anatomically connected to the
tumor in the adjacent iliac veins. The IVLs of the two patients
shared similar soft tissue density and enhanced features on CT
or MRI scans with those reported in previous studies (40,47). Of
the 52 cases identified in the literature, 45 (86.5%) underwent a
contrast-enhanced CT scan or CT angiography. Heterogeneous
enhancement of the tumors was observed in 27 (60.0%) cases,
consistent with the present cases, with mildly homogeneous
or no enhancement in 13 (28.9%) cases and homogeneous
enhancement in 5 (11.1%) cases.

The signal intensity of the lesions on MRI depends on
the number of smooth muscle cells and vessels containing
hyalinized fibrous tissue (48). The tumor in case 1 of
the present study was mildly hyperintense on TIWI and
T2WI, whereas the tumor in case 2 had a low to inter-



4259

ONCOLOGY LETTERS 11: 4255-4263, 2016

adoouAs
pue ‘ewopa I9[ pjiwt

(S2) SYIUOW § JOJ OULINIAI ON 0110951 93BIS-0M, VY ‘DAL ‘uonIaxe uo eaudsA(q ov 1 L00T ‘1P 12 Sueq 9]
SSQUIZZIp pue
suoneydied juormoar
#2) SYJUOWI § JOJ 9OUAIINOAI ON  UOIN03saI 93o[dwod a3e)s-auQ)  AY VY ‘DAI ‘YyeaIq Jo ssomIoys ¥ 1 000 ‘v 12 SISNOYeIR pue SLLIRH ST
(€0 SYIUOW /] IOJ Q0USLINDAION]  uonoasal 9)9[dwoos agess-auQ VY ‘DAL onewo)dwAsy Ly 1 002 ‘Jp 12 yoires Tl
dn-mof[oy yruow-9 JI0JIQIYUI OSBIBWOIR [IIM eoudoyiio
(T7) B UI9SBAIOIP Sem JZIS Jowny, JuauEaI) ‘A193InS pasnyoy VY ‘DAL pue yjeaIq Jo SSaulIoys 1€ I 800C ‘Jv 12 1Ig €1
)13 [eurwopqe
SurseaIour pue ‘ewopa
ATwanxa Iomoj Je1sre[iq
syjuowt ¢ SULA ‘ured [europqe
(12 JI0J QOUALINDAI ON UOT}095I 938)S-0M], onreday ‘DAL ‘A3xreyyor Sursearouy e I 110C ‘v 12 drepsyieg 71
02) /  uonoasar 9)9[dwod a3e)s-ouQ DAI onewoydwAsy 187 I 600C ‘1P 12 1pRQH-1q0Y 11
SONTWAIIX JOMO]
10q JO JuawagIozua
(61) /  uonoasar a3a[dwod a5eIs-ouQ Vi ‘DAL pue uoneiqeg (44 I 110T ‘[p J2 n0] 0l
(81) SYIUOWI § JOJ 9OUAIINOAI ON  UOT}03saI 9jo[dwod oFe)s-auQ VY ‘OAI o1dooukg Ly 1 000 ‘IP 12 ewRATYRAN 6
1I0JWOISIP
[erp1ooaxd pue yyeaiq
L1 / Uuo109saI A3.IS-0M], Vi ‘OAI JO ssauIoys ‘on3neq S 1 €107 ‘IP 12 SOIRIN 8
1) SYIUOW ¢ JOJ QOUALINOAION]  UONI9sal 939[dwoos agess-ouQ VY ‘DAL onewoldwAsy €€ I €102 ‘Iv 12 1] L
BUWIOPI
39[ [eI9)R[Iq ‘SSQUIZZIP
(S1) / Jusunean Aue pasnjoy VDAL ‘ured [eurwopqy & [ S00T ‘1P 42 1920 9
&) SYIUOW { JOJ QOUALINJAI ON  UO103sal 939[dwiod a3e1s-au) A VY ‘DAI uorsuauadAH GG I 1102 ¢Jp 12 19puag S
(€D SYIUOW 77 JOJ 9OUILINOAI ON  UO0103saI 939[dwod a3e.is-auQ) VY ‘DAL onewoydwAsy 09 1 010C ‘Iv 12 1j0dsTy ¥
/  uonoasal 9)9[dwod ageis-auQ VY ‘DAL onewoydwAsy 61
D /  uonodasar 9)o[dwod a3eIs-ouQ) VI OAI  OBNE OTUQyOsT JUSISURI], S T 800C ‘Jv 12 UeUIo| €
(1D SIBAA 7 JOJ 90UQIINOAION  UOIN03saI 9jo[dwod aFe)s-auQ DAI onewoydwAsy oL 1 0107 ‘7v 12 1yonIex Z
on) SYIUOW § JOJ QOUALINOAI ON  UO103sAI jo[dwod oFe)s-auQ DAI onewoldwAsy 99 I €10T ‘Iv 12 MBSO I
IEN| QwodnQo juaueal], UOISUIIXH swojdwAg ‘s1eak u Ieak royIny "ON
a3y ‘sase)

*SISOJEWOAWOII] SNOUSABIIUL SB POSOUSBIP SASLI 76 [[B JO S2INIea) [edrur)) T 9[qel,



ZENG et al: ACCURATE DIAGNOSIS OF IVL BY CT AND MRI: A REPORT OF TWO CASES

4260

suonended

(23] / UO1O9SAI 9FLIS-0M], Vi DAL PUE JIOJWOISTP ULIe 1Jo7] IS I 900T ‘1?12 naATig 194
BWOAWOII] JUALINIAI
(€€) / uono3sar 939[dwod d3e)s-ouQ) DAl Jo swoydwAs pajejar-yng S 1 00T ‘Iv 12 pawyy ¥
Surpjoy-ypeaiq
UO $SAMSIp 1SAYD JO
9SEBd [ BWOAWOII] ‘JUIINOAI
(ased 1) AY Jo swoldwAs paje[a1-y[nq
(sesed 7) VI Joased T ‘Aywanxe |¥'¢
(€49 / / (9580 ) DAI “IOMO] 9y JO BUWISPS JO SASBI T ‘(L€ 1% T10T ‘1v 12 Suag €C
sase)sejow Sunj Jo 9zIs pue
IoquINu Y} UT 3SBAIOUI U pu®
‘KypedouspeydwA] [eurtiopqe
‘wnine Y3 9Y) ojur SUTpUIX UQJIXOwIe)
Iown) IB[NOSBARIIUT (IIM + uonoasar 9)9dwod
9seasIp Jo uorssarsord prder 93©3S-0U0 + QUOWIOY Surpoms
(1¢) pamoys ueds D dn-mof[oj v Sursesai-urdonopeuon) VY ‘DAL qQUII] JOMO] 1J9] 19SU0-INOY ¥S I 9007 ‘v 12 Suopp w7
/ a3e)s-auQ Vi ‘DAL onewojdwAsy %
/ a3e)s-auQ A VY OAI odoouAs uoppns JUALINOY IS
/ a3ess-ouQ Vi ‘DAL odoouAs uoppns JUALINOY Y
0€) /  uono3saI o[dwod 93.Is-ouQ A VY ‘DAL adoouAs judrsuen pue uoppng 9¢ ¥ 110C ‘v 12 17 12
31 Yo
UOT}09sa1 oY) jo Surfjoms pue Suneo[q
(62) / 910dwiod d3els-auQ VY ‘DAL ‘ured eurwopqe 1oddn 1ysSry 34 I 010T ‘7?12 ysurg 0T
(82) / UO0I30951 938IS-0M, VY ‘DAL eoudsAp pue ssomysn 1sayD 6¢€ I 600T ‘1P 12 A\ 61
JI0JWOISIP
Lo SYIuUOW § JI0J QOUILINIAI ON UOT}09SAI 93BIS-0M], A VY DAL [€1091 pUE [BUIIOPQE JOMO] or I €10T ‘v 12 Ke[D 81
uonoasar 939[dwod a3ess-ouQ) DAI onewoydwAsy 8¢
uonoasar 939[dwod a3ess-ouQ) DAI onewoydwAsy I
uonoasar 939[dwod a3ess-ouQ) DAI onewoydwAsy 0z
uonounysAp UoOnu)SIp
Sun[ pue 3189y SNOLISS 0} [eurwIopge JuISeaIdur yIrm
(sypuowr § 97FG |G oW 9Np UOTJUIAIUI [BOI3INS ON VY ‘DAL s39[ J0MO[ 30q JO BWOPH 6
dn-mo[[oJ 93eI19A®) 9OUALINOAI ssamy3n 1saYd
OU peY SISED {7 IO UOT}09SaI 93BIS-0M], VY ‘OAI ‘paraIsny APuoNIISIU] 187
92) 9 ‘I0WIN) [EeNPISAI YIIM 9SBD | UOT}09SAI 938IS-0M], VY ‘DAL 9SBOIOUT UOTIENI)SUIIA] % 9 600¢ ‘Iv 12 n1I'] LT
IEN| awoanQ jusuneal], UOISUIIXH swoldwAg SIeak u Ieak ‘aoyiny "ON
93y ‘sase)

"panupuo) ' AqeL,



4261

ONCOLOGY LETTERS 11: 4255-4263, 2016

‘K10)1e Areuownd ‘yd O[OLIUSA JYSLI ‘AY ‘wnLie JYSL ‘WY ‘BABD BUIA JOLIDJUI ‘DA]

adoouAs pue ‘3urjoms

9%) dn-mo[[oJ 01 350 uonoasal edwoou]  AY VY ‘DAL Arwanxa 19moJ ‘eaudsAq I I €002 ‘1P 12 N[S0BO0Y] ov
BUIOP
(Sh) [[9M PAIDA0IY uo109s31 A38IS-0M, VY ‘OAI ATuwanx9 19Mmo0[ pue eaudsA(q i I 210T ‘1P 12 e3RIUOIN 6¢€
) SYIUOW ()] JOJ QOUALINOAI ON  U0ND3sAI 9)9[dwod a3eIs-auQ) VY ‘OAI syoepe redooudks pojeaday St I 10T ‘Iv 12 9qe30S 8¢
SONIATIOR
(¢¥) /  uonodasar 9)o[dwod 93e)s duQ VY ‘OAI I9)Je [1eaIq JO SSQUIOYS o¢ I €10C ‘v 12 nX LS
UOISUQ)SIP
() /  uonoasar 9)o[dwod a3e)s duQ VY ‘OAI [eUrwopqe pue s3I UA[[OMS 157 I 000C ‘P 12 OATED-B)D 9¢
(1) / UO01309sI 9381S-0M) DAl onewoydwAsy €S 1 SO0z ‘Iv 12 uoySUY[g G¢
uonoasar aje[dwosur ay) 03 I91e] sypuowt 9 uoneradoar + UOII9X
(o)  AIepuoods sem 90UQLINIAI A[IBH opndadeoop pue uogixowre],  AY VY ‘OAI uo eoudsAp Suruasiop o 1 L00Z ‘]P 12 YopezZ[Ioewsy €
UONIIX? UO
) SIR9K 7 10J Q0UQIINOAI ON  U0IN09sal 9)o[dwiod a5e)s-ou) V4 ‘VI ‘DAl eoudsAp ‘on3nej Suneiorraoq [d 1 7102 ¢Jp 12 tueseloyy-1reley] €€
ured 3soyo pue ‘eoudsAp
) SIROA 7 J0J 90USIINOAI ON]  UOT09sal 9)o[dwiod a5eis-au)  Vd ‘VY ‘OAI ‘ssourzzip ‘uoneydied 9% I 110C ‘I 12 997 €
(6£) SYIUOW / | JOJ QOUALINDAI ON  UO0109sar 9)o[dwod a3e)s- duQ VY ‘DAL adoouAg 6 I 700T ‘1P 12 B0y 1€
JI0JWOSIP
(8¢) SYIUOW 7] JOJ QOUSLINOAI ON]  UON09sar 9)9[dwod ages-ouQ VY ‘OAI pue ured [eurwiopqy o 1 €00T ‘Jp 12 weN 0¢
(6) SYJUOW § JOJ 9OUAIINOAI ON  UOT03saI 9)o[dwod 9e)s-au) V4 ‘V ‘DAI eoudsA(q <% I 110T ‘Jp 12 yezz] 62
(Lg) SYJUOW { JOJ QOUSLINOAI ON]  U0IN09sal 9)o[dwiod a3e)s-auQ VY ‘DAL onewoydwAisy 6¢ 1 €10T ‘7P 12 URIDMITWR 8T
(9¢) / UO1OASAI ATLIS-OM, OAI BISRUYLIOUDA Ly I S00T ‘v 32 1e7] LC
sase)sejow
[e10®BS SE [[om St ‘[[em o1A[ed
9} UO J0WN] Y} JO AOUILINIAI Kdeoyorpel jueanlpe pue
(s¢) pamoys ueds 1D juonbosqns y  uonoosar 9)9dwoos a3eis-ouQ VY ‘DAL Sur[oms Jeo 1Jo] 9 I S00C ‘7v 12 1uel1001N 9T
IEN | QwodINQO JUSW)BAL], UOISU X swojdwAg SIBQA u Ieak royiny "ON
‘Q8y  ‘sase)

"panunuo) ' AqeL,



4262

mediate signal intensity on TIWI and heterogeneous
hyperintensity on T2WI; both tumors exhibited heterogeneous
enhancement. There are conflicting reports with regards to
the signal intensity of IVL on MRI scans; in certain studies,
IVL presents as iso- to mildly hyperintense (46,48), while
in others it presents as hypointense (49,50) on TIWI. The
predominant findings on T2WI are heterogeneous-homo-
geneous hyperintense signals (46); however, Fasih er al (48)
reported low signal intensity and Kang et al (49) reported
isointensity to the myocardium. Of the 24 reported cases that
underwent contrast-enhanced MRI scans, the intraluminal
tumors exhibited mild heterogeneous enhancement in 45.8%
cases, mild homogeneous enhancement in 29.2% and marked
enhancement in 25.0%, while the two present cases showed
mild heterogeneous enhancement. We propose that the diverse
pattern of phase-based enhancement may result from the
nourishing vessels of the tumor originating from the pelvic
vasculature.

The differential diagnosis of IVL predominantly includes
thrombi within systemic veins, leiomyosarcoma arising
from the wall of the IVC, right atrial myxoma and malig-
nant thrombosis with carcinoma (34), as these entities have
similar CT or MRI characteristics to IVL. However, intra-
venous thrombi show no enhancement following contrast
agent administration due to their lack of vascular supply.
Distinguishing between IVL and leiomyosarcoma of the IVC
is challenging in the early stages of the disease, however,
when the latter presents with visible infiltration and inva-
sion around structures, diagnosis becomes more simple (51).
Leiomyosarcoma arises from the vascular wall, and a gap
between the tumor and vascular wall may not be visible
on cross-sectional CT images from a certain point of view.
Furthermore, current research indicates that IVL only occurs
in women (52). Right atrial myxoma typically involves the
cardiac chamber and does not normally extend into the IVC.
The features of malignant thrombosis are similar to those of
the primary tumor and the lesion is generally considerably
smaller than the IVL. In addition, malignant thrombosis is
not associated with a history of uterine myoma or surgery
for uterine myoma (10). Complete surgical excision of the
tumor is an appropriate treatment option for IVL, and the
final diagnosis is dependent on histopathological analysis.

In conclusion, IVL should be considered upon presentation
of a soft mass in the systemic veins, with or without extension
to the right cardiac chamber, in female patients, particularly
in patients with a history of uterine myoma. Furthermore,
imaging modalities able to display the precise location and
full-scale extension path of the tumor, such as CT and MRI,
are of great importance in the presurgical assessment of IVL.
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