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Abstract
The most probable diagnosis for a newly detected mass in the cancer patients is secondary metastasis. However, the multiple
primary tumors should not be off the table of diagnoses. In this study, a 70-year-old man with the history of transitional cell
carcinoma (TCC) was reported who had been referred due to a newly detected mass in the hepatic segment one which adhered to
the inferior vena cava (IVC). Although the most probable diagnosis according to the patient’s medical history was secondary
metastasis, the biopsy revealed a leiomyosarcoma (LMS) tumor. Therefore, a mass biopsy can be determinative for confirming
the diagnosis and further management of cancer patients with a newly detected mass.
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Introduction

Recently, multiple primary malignancies (MPM) have be-
come more prevalent [1]. However, secondary metastases
are still the most probable diagnosis for a newly detected mass
in the cancer patients [2]. In this report, we present a patient
with a history of transitional cell carcinoma (TCC) of bladder
who has been referred to our hospital due to a newly detected
mass in the caudate lobe. At first, the most probable diagnosis
was liver metastasis, but the biopsy changed the diagnosis and
the mass was revealed as the leiomyosarcoma (LMS) of infe-
rior vena cava (IVC).

Case Presentation

A 70-year-old male patient with the past medical history
of hypertension, diabetes mellitus, and benign prostate

hypertrophy who had undergone bladder TCC tumor re-
section was admitted to the Al-Zahra Hospital. The blad-
der TCC tumor was diagnosed about 10 years ago which
was presented with painless hematuria. The tumor was
located near the right ureteral orifice and the histopatho-
logical evaluations confirmed a grade 3/3 TCC. Also, the
muscularis propria was involved by the tumor and
lymphovascular invasion was observed. Biopsies of the
prostatic urethra were normal. The pre-surgery metastatic
evaluations, including abdominopelvic bone scan, CT
scan, and chest radiographs did not exhibit any patholog-
ical finding. Therefore, the clinical stage of the tumor was
T2N0M0. Radical cystoprostatectomy with pelvic and il-
iac lymphadenectomy followed by an orthotopic continent
urinary diversion was done for the patient. Microscopic
metastasis at two perivesical lymph node was observed.
Because of the positive lymph nodes and lymphovascular
invasion, the patient underwent 3 of 4 planned courses of
adjuvant chemotherapy with methotrexate, vinblastine,
doxorubicin, and cisplatin which were discontinued due
to side effects including nausea, vomiting, anorexia, and
anemia. The follow-up was continued for 10 years by
annual abdominopelvic ultrasonography. In the last ultra-
sonography, a mass was detected in the caudate lobe of
liver which was confirmed by computed tomography (CT)
scanning (Fig. 1). Therefore, the patient was referred to
our hospital for liver metastasis resection. The patients did
not have any abdominal pain, vomiting, nausea, or con-
siderable weight loss and physical examinations did not
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reveal any positive findings. The mass located at the cau-
date lobe which could complicate the surgical procedure
and indefinite benefits of surgical resection for TCC sec-
ondary metastasis made the team to take a biopsy before
any intervention. The most likely diagnosis was TCC sec-
ondary metastasis before the biopsy, but the biopsy re-
vealed the LMS of IVC. Therefore, surgical resection of
the tumor was selected as the therapeutic plan. The sur-
geon entered the abdomen via reverse L incision and no
significant finding was observed in the exploration. First
of all, the liver was released and the short hepatic veins
were ligated. The superior margins of the liver were
emancipated for getting appropriate access to the intact
marg ins o f the tumor and vascu la r c l amping .
Subsequently, vascular clamps were placed at the superior
and inferior poles of the mass. A subcapsular mass at the
anterolateral part of the IVC was observed through tumor
resection procedure. At last, the mass and IVC resection
with 1-cm safety margins was done and a Dacron graft
was substituted instead of the resected IVC (Fig. 2). The
mass was a low-grade 5 cm × 4 cm tumor. The histopa-
thology evaluations reported spindle- or cigar-shape mes-
enchymal cell proliferation in a diffuse fascicular pattern.

The mitotic count was approximately 2 per 10 high-power
fields (HPF). Therefore, the LMS diagnosis was con-
firmed. Moreover, resected margins were not involved.

Discussion

MPMs are arising tumors at different sites of the individ-
ual patient’s body. These tumors should originate from
different tissues to avoid misclassification of multifocal/
multicentric tumors or secondary metastases as MPMs.
The majority of MPMs arise in patients with cancer his-
tory as a result of cancer patients’ lifetime prolongation,
prone genome for rising neoplasms, prolonged exposure
to carcinogens, and radiation and chemotherapy for pri-
mary cancer [3]. In addition, as the focus is mainly on the
primary tumor, there is a high probability of missing co-
existence of another primary tumor [2].

In this case, the second primary tumor was an LMS of
IVC which is extremely rare [4]. Primary LMS of the IVC
is a slow-growing mesenchymal malignancy with poor
prognosis [5]. The diagnosing is always challenging due
to nonspecific symptoms including palpable abdominal
mass, abdominal pain (the most prevalent symptom), low-
er limb edema, venous stasis, and thrombosis [6]. Clinical
findings are very nonspecific and subjective symptoms
such as dyspnea, malaise, weight loss, abdominal, or back
pain may precede the diagnosis by several years [7]. CT
scan and magnetic resonance imaging (MRI) individually
or in combination with vena cavography, ultrasound, and
echocardiography can cause an early and accurate preop-
erative diagnosis [8]. However, the biopsy is required for
the confirmation of the diagnosis.

In this patient, the liver mass was detected a decade
long after the resection of the primary tumor in the blad-
der. Also, isolated secondary metastasis to the caudate
lobe is a very rare event, especially from TCC.
Therefore, when there is a newly detected mass at an
unusual site for metastasis, which has appeared after a
long interval from treating of the primary tumor of theFig. 2 The resected mass

Fig. 1 The CT scan imaging of the mass at a coronal and b axial axis
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patient, the probability of raising a new primary tumor
would be more than a simple secondary metastasis from
the previously treated tumor. Therefore, new primary tu-
mors should never be off the diagnoses table for a newly
detected mass in the cancer patients and sometimes they
may be more probable that secondary metastasis.

Conclusion

Cancer patients can arise new primary tumors due to immu-
nologic and genetic defects, prolonged exposure to carcino-
gens, high exposure to the radiation, and chemotherapy for
primary cancer treatment. Therefore, new primary tumors
should never be off the diagnoses table for a newly detected
mass in the cancer patients.

Compliance with Ethical Standards

Conflict of Interests The authors declare that they have no conflict of
interest.

Publisher’s Note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

References

1. Testori A, Cioffi U, de Simone M, Bini F, Vaghi A, Lemos AA,
Ciulla MM, Alloisio M (2015) Multiple primary synchronous ma-
lignant tumors. BMC research notes 8(1):730

2. Vogt A, Schmid S, Heinimann K, Frick H, Herrmann C, Cerny T,
Omlin A (2017) Multiple primary tumours: challenges and ap-
proaches, a review. ESMO open 2(2):e000172

3. Soerjomataram, I. and J.W. Coebergh, Epidemiology of multiple
primary cancers, in Cancer Epidemiology. 2009, Springer. p. 85–105

4. Saran S, Khera PS, Gautam P, Elhence P (2017) Right atrial exten-
sion of a giant retroperitoneal leiomyosarcoma. Annals of African
Medicine 16(2):90–93

5. Mingoli A, Cavallaro A, Sapienza P, di Marzo L, Feldhaus RJ,
Cavallari N (1996) International registry of inferior vena cava
leiomyosarcoma: analysis of a world series on 218 patients.
Anticancer Res 16(5B):3201–3205

6. Moncayo KE, Vidal-Insua JJ, Troncoso A, García R (2015) Inferior
vena cava leiomyosarcoma: preoperative diagnosis and surgical
management. Surgical case reports 1(1):35

7. Reddy VP, VanVeldhuizen PJ, Muehlebach GF, Dusing RW,
Birkbeck JP, Williamson SK, Krishnan L, Meyers DG (2010)
Leiomyosarcoma of the inferior vena cava: a case report and review
of the literature. Cases journal 3(1):71

8. Gowda RM, GowdaMR, Mehta NJ, Osborne R, Bixon R, Vasavada
BC, Sacchi TJ (2004) Right atrial extension of primary venous
leiomyosarcoma: pulmonary embolism and Budd-Chiari syndrome
at presentation: a case report. Angiology 55(2):213–216

384 Indian J Surg Oncol (June 2019) 10(2):382–384


	A...
	Abstract
	Introduction
	Case Presentation
	Discussion
	Conclusion
	References


