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Abdominopelvic tumor mass in adolescent – 
a case report

CASE PRESENTATIONS
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ABSTRACT 
A palpable mass in the abdominopelvic region in a teenager has usually severe manifestation. If we deal with such a 
mass, it must be stated whether it is malignant and if it is associated with the compression of the neighboring organs. 
Such a mass is most often discovered when the volume of the abdomen is increased, appears poor general condition 
or digestive or urinary symptoms.
The authors present the case of a 16-year-old adolescent who was admitted for the lumbar back pain, functional 
impotence of the right inferior limb and a tumor mass in the right iliac fossa 5 months prior. Physical examination, 
laboratory tests, imaging and pathology exams have revealed the diagnosis of rhabdomyosarcoma, embryonal type. 
The lack of communication between the teenager and the family delayed hospital presentation when the rhabdomyo-
sarcoma was already at the terminal stage with pulmonary and bone metastases, with negative prognosis.
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IntroductIon

Abdominopelvic masses in children can be the ex-
pression of various disorders depending on their age, 
sex, sites and structure. In adolescent patients, it can 
be gynecological or not, benign or malignant (1). 
Rhabdomyosarcoma is one of the malignant tumors 
that may have this location, as is the case we will pre-
sent below.

Rhabdomyosarcoma (RMS) is a malignant tumor 
of soft tissues (muscle, blood vessels, adipose tissue) 
that develops from striated muscle cells (2,3). It is one 
of the most common soft tissue sarcomas, most cases 
occurring in young children (4). It represents 4.5% of 
all pediatric cancers (5) and is the third most common 
extracranialsolid tumor in children and adolescents 
after neuroblastoma and Wilms tumor (6). Patients 
with rhabdomyosarcoma can present with an asymp-

tomatic mass or with signs and symptoms that are as-
sociated with the primary tumor site and are related to 
mass effect or complications that are secondary to the 
tumor (6,7).

The objective of paraclinical exploration is to de-
termine the size and possible compression upon adja-
cent neural structures and the presence of eventual 
metastases. This can be accomplished by ultrasound, 
CT or MRI.

The diagnosis should be confirmed histopatholog-
ically by the positive muscle markers in immunohis-
tochemistry. The translocation t (2,13) allows the di-
agnosis of alveolar forms. However biopsy is used to 
identify the relevant cells to rhabdomyosarcoma for 
histological variant and to provide clinical manage-
ment and appropriate treatment strategies (3). Cur-
rently, multimodality treatment of rhabdomyosarco-
ma includes chemotherapy, surgery,radiotherapy with 
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the risks associated with long-term treatment compli-
cations. Although the prognosis has improved a lot, 
for cases with metastases and relapses itcontinue to 
remain guarded (4).

case presentatIon

A 17-year-old patient with a 2 years history of a 
left ovarian cyst (for which she didn’t do a check up), 
is admitted to “Sf. Maria“ Children’s Emergency 
Hospital Iasi for lumbar pain and functional impo-
tence in the lower right limb, and the appearance of a 
mass in the right iliac fossa, a symptomatology that 
started insidiously about 5 months ago. The patient 
said that she performed the last medical check up al-
most two years ago. From the family history, we note 
that both the mother and an aunt are known to have 
ovarian polycystic disease.

On physical examination on admission, the patient 
was in moderate distress, no fever, normoponderal 
(BMI = 19.94 kg/m2), warm, elastic, pale skin, mar-
bled in the lower right leg, nonpalpable superficial 
ganglia. Examination of the osteo-articular system re-
vealed pain and functional impotence in the right low-
er limb, and lumbar pain. She had normal vital signs 
(heart rate = 70 bpm) and pulsatile peripheral arteries. 
It was observed the presence of a mass at the level of 
the hypogastrium and right iliac fossa, imprecisely 
delimited, of tough consistency, adherent to the un-
derlying tissues, tenderness to palpation. Normal tran-
sit and polakiuria. The patient is oriented to time and 
space, without signs of meningeal irritation. 

Laboratory test: a complete blood count (CBC) re-
vealed leukopenia (2,730 GA/mm³), mild thrombocy-
topenia (110,000/mm³) and mild anisocytosis (periph-
eral blood smear). Blood chemistry tests revealed 
hypophosphatemia (3.23 mg/dl serum phosphorus), 
increased LDH (853 μl/l), low ionic calcium (3.97 mg/
dl), increased ferritin (151.3 μg/dl). Coagulation tests, 
mandelic acid vanilloid, serum complement levels and 
amylazuria were normal, tests for syphilis, hepatitis C 
virus, hepatitis B virus and anti-Toxoplasma gondii 
(IgM) antibodies were negative. The microscopic ex-
amination of the peritoneal fluid revealed rare PMNs 
and red blood cells, the bacterioscopy being negative. 
Ovarian cancer was excluded by the normal value of 
the CA 125 antibody and the anti-Echinococcus ganu-
losus antibodies ganulosus were negative.

posteroanterior chest x-ray revealed multiple 
homogeneous, well-defined opacities of high intensi-
ty and variable sizes (0.4-4 cm), primarily located in 
the middle right lobe and left lower lobe.

the abdominal ultrasound revealed on the right 
lateral wall of bladder, possibly on the right ovary to-

pography, a tumor with a non-homogeneous ecostruc-
ture (solid with internal transsonic areas), well cir-
cumscribed with a vascular signal and dimensions of 
6.63/11.12 cm, recommending pelvic IRM.

Multiple round-shaped, well defined, slightly non-
homogeneous nodules with liquid-type densities on 
unenhanced ct scan and contrast medium uptake 
on constrast – enhanced ct scan, which are distrib-
uted both lung parenchyma and have variable dimen-
sions (the bigger has 36/36 mm size, and it is localised 
para-cardiac on the right (Fig. 1), in contact with the 
right inferior pulmonary vein and the pericardium. 
Multiple osteolytic lesions, circumscribed, located at 
the level of left-right VIII-IX arctic springs (Fig. 2), 
T2, L3 vertebral bodies and probably in the sternum 
(near the junction of the manubrious body).

FIGURE 1. Thoracic cross section. Paracardial and 
pulmonary metastases

FIGURE 2. Thoracic cross section. Costal metastases

The MRI highlights a large, heterogeneous tumor, 
bounded by a fine capsule, mixed fluid, fat and solid 
signal (Fig. 4), which appears to be in the external and 
internal obturator muscles on the right side, with the 
secondary invasion upon adjacent structures (Fig. 3).

Secondary bone lesions in the pelvic bone and left 
femur (as evidenced by the MRI). Infiltrative aspect 
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of the anal lift muscle, external genitalia and around 
the vaginal canal. Uterus and ovaries long ascended 
by the tumor.

FIGURE 3. Sagittal abdominal-pelvic section. Tumor size 
87/111/138 mm (antero-posterior, transverse / cranio-cau-
dal)

FIGURE 4. Abdominal-pelvic front section. We can 
observe the heterogeneous content of the tumor, fluid, fat 
and solid

HIstopatHologIcal examInatIon 

The extracted fragments capture extensive areas of 
tumor necrosis and outbreaks of viable tumor cells in the 
periphery – embryonal rhabdomyosarcoma cell variant. 

Immunohistochemistry – High Positive Vimentin 
(Fig. 7, 8) and positive myogenin in tumor cells (Fig. 
9), Ki67 > 10 positive cells in High Power Field x 400 
(Fig. 10), CD34 negative in tumor proliferation (Fig. 
11) and negative SMA in tumor cells (Fig. 12).

FIGURE 5. Biopsy – macroscopic aspect

FIGURE 6. Microscopic aspect – HE X200

FIGURE 7. Vimentin + X 40
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FIGURE 8. Vimentin + X 200

FIGURE 9. Myogenin + X 200

FIGURE 10. Ki67 X 400

CT and MRI results with histopathological exami-
nation concluded the final diagnosis was stage IV 
rhabdomyosarcoma embryonal type. 

dIscussIon

Accidental detection of an abdominopelvic mass 
in a child or adolescent requires a precise and quick 

diagnosis, because it is often the suggestive clinical 
sign of a malignant solid tumor. Taking an ultrasound 
avoids diagnosis traps by usually indicating the origin 
of the tumor and the site: retroperitoneal (renal or ex-
trarenal), intraperitoneal or abdominopelvic, suggest-
ing further investigations it may be needed (8). This 
adolescent patient was admitted for such an abdomin-
opelvic mass, but she came late, about 5 months after 
apparent onset. Investigations revealed the diagnosis 
of rhabdomyosarcoma that was probably in the exter-
nal and internal obturator muscles, with secondary 
invasion upon adjacent structures.

Rhabdomyosarcoma (RMS) is the most common 
soft tissue sarcoma (9). It is estimated that 350 new 
cases of RMS are diagnosed each year in patients un-
der 20 years in the United States. In contrast, RMS is 
extremely rare in adults (6). There have also been re-
ported congenital rhabdomyosarcomas cases with 
various sites (10,11,12) as well as in the age of infants 
(cervix rhabdomyosarcoma at the age of 7 months) 
(13). Most rhabdomyosarcomas are sporadic, but 
some are associated with genetic syndromes: Li-Frau-
meni syndrome, Rubenstein Taybi, Wiedemann-

FIGURE 11. CD34 - X 200

FIGURE 12. SMA - X200
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Beckwith, Costello, Noonan and type I neurofibroma-
tosis (6). Rabdomiosarcomas with pelvic site are rare. 
A large study, including children and adults, reported 
a frequency of pelvic sites at 3.3% (14). As RMS is 
derived from primitive mesenchymal stem cells di-
rected towards myogenesis, it can arise in a variety of 
anatomic sites throughout the body (15). According to 
the WHO classification, histological types of RMS 
include embryonal RMS with its variants: botrioid 
and anaplastic, alveolar RMS, with its solid variant 
and mixed embryonal-alveolar variant and pleomor-
phic RMS. Spindle cell rhabdomyosarcoma is no 
longer considered as a variant of embryonal RMS but 
a separate entity with NCOA2 gene rearrangements 
(16). This case report was a rhabdomyosarcoma em-
bryonal variant. Incidentally, the embryonal type is by 
far the most common in the children compared to the 
alveolar type. A study of 25 children with rhabdomyo-
sarcoma previously performed at the same hospital 
found in 20 cases the embryo type (17). A larger study 
of 277 patients of all ages reported an 87.4% embryo-
type, 9.4% alveolar and pleomorphic type in 1.8% of 
cases (14).Currently, multimodality treatment that in-
cludes chemotherapy, surgery with or without radia-
tion therapy, had become the standard care for RMS 
(6). Survival rates for adolescents and adults with 
RMS, on the other hand, are significantly worse com-
pared to younger children (range 21%-56%) (18,19). 
One of the prognostic factors is age: children aged 1 
to 9 years have favorable prognostic, while those 
younger than 1 year and older than 9 years have worse 
prognostic (5-year survival is 76% for patients< 1 

year, 87% for patients 1-9 years, and 76% for patients 
> 10 years (20,21). Other factors that affect prognosis
are: primary tumor site, the size of tumor, resectabili-
ty, presence or absence of metastases, number of met-
astatic sites, lymph node status, histopatholgic sub-
type (alveolar vs. embrional), and, in some cases,
delivery of radiation therapy (3,22,23). The patient
was discharged against medical advice although she
was informed about prognosis and survival rate, re-
fusing conventional treatment.

conclusIons

The presence of a rhabdomyosarcoma with ab-
dominopelvic site in a teenager is unusual. It should 
always be considered in the differential diagnosis in a 
child with an abdominal-pelvic mass that can not be 
precisely defined as belonging to a certain organ, 
knowing that rhabdomyosarcoma can occur in any or-
gan or tissue except bones. In this case report the di-
agnosis was delayed when pulmonary and bone me-
tastases were already in place and the prognosis was 
guarded. The lack of cooperation between the adoles-
cent patient and her family who have refused any 
medical treatment aprroach has further reduced the 
chances of survival and better outcome. 

The patient’s family decided (the patient being a 
minor) to refuse the proposed treatment and requested 
the discharge, the doctors being forced to comply with 
this decision. Despite their efforts to follow alterna-
tive therapies, the outcome was the same, extending 
the survival by one year.
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