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A 5-year-old female child was brought by parents to General
Surgery department of Krishna hospital with complaints of fullness
in left lower abdomen and swelling over left thigh since last 15
days. Since 15 days patient had fullness in left iliac fossa which
rapidly increased in size and was associated with pain. Gradually
patient had developed swelling over left thigh [Table/Fig-1]. On
general examination patient was well built and nourished and
apatite was not reduced only pallor was present. On examination
of abdomen there was a palpable mass of 15 X 5 cm in left iliac
fossa which was fixed to underlying tissues, hard in consistency.
The swelling on the left thigh also was fixed to underlying tissues
and hard in consistency. All peripheral pulses were palpable.
Based on above findings our clinical diagnosis was mass arising
from abdomen and extending into the left thigh. Ultrasonography
of abdomen and pelvis suggestive of a large illdefined, isoechoic,
solid, retroperitoneal mass [Table/Fig-2] of indeterminate origin in
pelvis, posterior to bladder measuring about 112 x 60 x 88 mm in
size with fixity to adjacent pelvic vasculature. Few retroperitoneal
nodes were enlarged. Computed tomography scan of abdomen

[Table/Fig-1]: Clinical photograph of mass in lower abdomen extending into left thigh
[Table/Fig-2]: Showing Ultrasonographic image of mass in lower abdomen and left thigh
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suggestive of large, ill defined, lobulated pelvic mass extending to
left thigh [Table/Fig-3] causing mass effect with lymphadenopathy.
USG guided tru-cut biopsy from abdominal and left thigh mass done
which showed malignant small blue round cell tumour [Table/Fig-4].
Immunohistochemistry performed which showed that tumour cells
exhibit immunopositivity for myogenin/desmin [Table/Fig-5,6] and
are immunonegative for TdT/CD99 [Table/Fig-7,8] which confirmed
the diagnosis of Embryonal Rahabdomyosarcoma. As mass was
fixed to pelvic vasculatures, it was impossible to operate so patient
was refered for chemotherapy and Radiotherapy. Chemotherapy
regime VAC (Vincristine, Actinomycine-D and Cyclophosphamide)
was started along with Radiotherapy. Last follow up was done after
one month and patient was doing well.

DISCUSSION

Rhabdomyosarcoma (RMS) is the most common soft tissue
sarcoma of childhood and adolescence. RMS is a malignant tumour
of mesenchymal tissue. It shows varying degree of differentiation
[1]. RMS is the most common soft tissue tumour of childhood [2]. It

[Table/Fig-3]: Showing Coronal section of computerized tomography scan showing mass in pelvis extending into left thigh
[Table/Fig-4]: Showing microphotograph of biopsy from mass showing multiple blue round tumour cells
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[Table/Fig-5 & 6]: Microphotograph of IHC with myogenin and desmin stain shows immunopositivity to tumour cells
[Table/Fig-7 & 8]: Showing ultrasonographic image of mass in lower abdomen and left thigh
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is commonly affect in the head and neck region, genitourinary tract,
retroperitoneum and, to a rare extent, the extremities [3]. RMS of
extremities are fast growing and carry very poor prognosis.

RMS is a common childhood malignancy, commonly seen in age 3
to 12y. Itis present in 50% of the all soft tissue sarcoma in children.
Rhabdomyosarcoma is a malignant tumour of mesenchymal tissue.
RMS can occur at any site, although it has a predilection for the head
and neck, genitourinary organs, retroperitoneum, and extremities
[4]. The embryonal subtype is the most common, representing up
to 60-80% of tumours at above sites. Alveolar tumours are more
common among adolescents, often arise in the extremities and carry
a worse prognosis. On immunohistochemistry embryonal RMS may
express vimentin, desmin, actin, myoglobin, myosin, creatine kinase
M, titin, dystrophin and acetylcholine receptor antigen [5]. There are
four types of RMS histologically, Embryonic, Botryoid, Alveolar and
Pleomorphic or anaplastic. Out of this Embryonic subtype presents
in more than 70% of all patients of RMS. Embryonic subtypes of
RMS rarely involves the regional lymph nodes. RMS most often
present as an expanding mass, resulting in pain and symptoms
related to the compression of nearby structures [6].

The identification of RMS and its histological subtypes is important
because alveolar RMS has been reported to have a poor prognosis
and it is associated with a higher rate of disseminated metastases.
The diagnosis of most pediatric solid tumours require extensive
immunohistochemical markers because they often exhibit a
nonspecific small round cell tumour phenotype [7].
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RMS is treated by a combination of surgery, chemotherapy, and
radiation. If tumour is surgically inoperable then initially radiotherapy
and chemotherapy given to shrink the tumour followed by wide
surgical excision of the tumour performed. Chemotherapeutic agents
commonly used are vincristine, cyclophosphamide, dactinomycin,
adriamycin, ifosfamide, VP-16. With combined modality of treatment
- chemotherapy, radiation therapy, and surgery - the overall survival
rate for all pediatric RMS is 71% [8].
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