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Paratesticular rhabdomyosarcoma in young adults: 
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ABSTRACT
Introduction: Introduction: Paratesticular rhabdomyosarcoma (RMS) is a rare tumor arising from the mesenchymal tissues of 
the spermatic cord, epididymis, testis and testicular tunics. It represents only 7% of all patients entered in the 
Intergroup Rhabdomyosarcoma Study (IRS) and 17% of all malignant intrascrotal tumors in children less than 15 years 
old. We present our experience in combined modality management of 10 successive patients of paratesticular RMS.
Material and Methods: Material and Methods: We retrospectively reviewed 10 patients of paratesticular RMS treated in our institute from July 2004 to 
December 2010. Clinical characteristics and treatment modality in form of surgery and chemotherapy (CCT) were noted. Statistical 
analysis was done with regards to progression-free survival (PFS) and overall survival (OS) using Kaplan-Meier survival analysis.
Results: Results: The median age of the patients was 16.5 years. The median duration of symptoms was 5 months. Five patients had 
retroperitoneal lymphadenopathy (RPLAP) while three had lung metastases and one had orbital metastases. All patients 
underwent high inguinal orchidectomy followed by systemic chemotherapy (CCT). Retroperitoneal node dissection was 
not a required staging procedure. Four patients had partial response to treatment while six had complete response. Mean 
duration of PFS was 48 months and mean OS was 56 months.
Conclusions: Conclusions: Paratesticular RMS are rare neoplasms with aggressive growth patterns. Cure rates have dramatically 
improved and 60% of patients in our series had complete response. This success is due to development of multimodality 
and risk adapted treatment approaches.
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INTRODUCTION

Rhabdomyosarcoma (RMS) is one of the most frequent 
soft tissue sarcomas. Paratesticular RMS is rare and 
consists 7% of all RMS.[1] Paratesticular RMS represents 
the most common non-germinal malignant tumor in this 
site.[2] Paratesticular RMS can develop from mesenchymal 
elements of the spermatic cord, the epididymis and the 

testicular envelopes, resulting in development of a painless 
scrotal mass. The clinical presentation includes a short history 
of painless swelling of the scrotum in a child or a young adult. 
Embryonal RMS is the predominant histological subtype and 
has a good prognosis.[3] RMS is regarded as a highly malignant 
tumor with frequent recurrence. Spread of the tumor is 
mostly by lymphatics to the iliac and para-aortic nodes, but 
hematogeneous spread does occur, most commonly to the lungs 
and liver.[2,4] The effi cacy of chemotherapy has diminished 
the role of surgery and radiotherapy following radical 
excision in early stages. The combined modalities of surgery, 
chemotherapy and radiation therapy have greatly improved 
the survival rate in paratesticular RMS without signifi cant 
long-term complications. We herein report our institutional 
experience of 10 successive patients of paratesticular RMS 
being treated from July 2004 to December 2010.

MATERIAL AND METHODS

Patient population and initial evaluation
We retrospectively reviewed the patients of paratesticular 
RMS from July 2004 to December 2010 treated in our 
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institute. Total number of patients was 10. We reviewed the 
records of these patients to extract the following information: 
Age, sex, clinical symptoms, histology, testicular ultrasound, 
radiology [contrast-enhanced computed tomography (CECT)/
magnetic resonance imaging (MRI)], tumor extent, and 
extent of surgical resection, Intergroup Rhabdomyosarcoma 
Study Group (IRSG) clinical group,[5] TNM stage, 
chemotherapy (regimen, number of cycles), toxicity, response, 
recurrence, progression, metastases and death. Metastatic 
workup for distant metastases included CECT of the chest, 
abdomen and pelvis and bone scintigraphy. Laboratory studies 
included blood chemistry (electrolytes, liver and kidney 
function tests), and a complete blood count was performed.

Pathological review and staging
Operative notes were reviewed to determine intraoperative 
suspicion of invasion, gross tumor extension into adjoining 
structures, and completeness of resection. Pathology reports 
were obtained for all patients and the tumors were classifi ed 
according to histopathological subtype. Surgical assessment 
of the retroperitoneal lymph nodes was not used as a staging 
procedure. Staging was based on the surgical, radiological 
and pathological criteria as per TNM and IRSG clinical 
group system.

Treatment
Surgery and CCT was used in the treatment. High inguinal 
orchidectomy was the primary surgical approach and 
systemic CCT was administered with VAC regimen 
comprising vincristine, adriamycin and cyclophosphamide 
3 weekly for 4-6 cycles. All patients underwent primary 
surgery in form of high inguinal orchidectomy followed 
by systemic CCT with VAC regimen. The median number 
of CCT cycles was six.

Follow-up
The period between the fi rst complaint and diagnosis was 
registered as symptom duration. Survival, recurrence and 
progression information were collected through chart 
review, patient or relative contact. Response evaluation 
was noted both clinically and radiologically and response 
evaluation criteria in solid tumors (RECIST) was applied.[6]

Statistical analysis
SPSS v 15 was used for statistical analysis. The Kaplan-Meier 
survival analysis was done for analyzing progression-free 
survival (PFS) and overall survival (OS).[7]

RESULTS

Patient characteristics
Patient characteristics are summarized in Table 1. Between 
July 2004 and December 2010, 10 patients of paratesticular 
RMS were registered in our department. The median age of 
the patients was 16.5 years and ranges from 13 to 38 years. 
The median duration of symptoms was 5 months. On 

histopathological analysis, seven patients had embryonal 
RMS histology tumors and 3 patients had alveolar RMS 
histology tumors. On metastatic workup, retroperitoneal 
lymphadenopathy (RPLAP) was present in fi ve patients, 
lung metastases in three patients and one patient had orbital 
metastases. Overall, four patients were in clinical group I, 
two patients in clinical group II and four patients in clinical 
group IV. On TNM staging, six patients were in Stage I and 
four patients were in Stage IV.

Clinical outcomes
After treatment completion, patients were assessed for 
response both clinically and radiologically. Six patients were 
asymptomatic and four patients had signifi cant improvement 
in symptoms. As per the RECIST criteria, six patients 
had complete response (CR) and four patients had partial 
response (PR). Mean duration of follow-up was 34 months, 
while median duration of follow-up was 20 months. Twenty 
month actuarial PFS of all patients was 53.0% [Figure 1] and 
mean PFS was 48 months. Twenty-month actuarial overall 
survival (OS) was 55.0% and mean OS was 56 months with 
median OS not reached [Figure 2].

Figure 1: Kaplan-Meier curve showing progression-free survival

Figure 2: Kaplan-Meier curve showing overall survival
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Treatment toxicity and compliance
There were no surgical complications in form of postoperative 
deaths or wound complications. CCT toxicity was seen in 
seven patients in form of grade 1-2 hematological toxicity. 
All patients completed treatment with no signifi cant toxicity 
or treatment interruption.

DISCUSSION

Paratesticular RMS is rare and consists 7% of all RMS 
cases in adults.[1] Embryonal RMS is the predominant 
histological subtype in 90% of paratesticular RMS and has 
a good prognosis.[3] RMS is regarded as a highly malignant 
tumor with frequent recurrence. Spread of the tumor is 
mostly by lymphatics to the iliac and para-aortic nodes, 
but hematogenous spread does occur, most commonly 
to the lungs and liver.[2,4] The optimal management of 
paratesticular RMS remains unclear because of the rarity 
of the disease in adults. Treatment strategies reviewed in 
the literature include radical high inguinal orchidectomy, 
chemotherapy (CCT), radiotherapy (RT) and retroperitoneal 
lymph node dissection (RPLND).[8-10]

Ferrari et al. reviewed 216 patients of paratesticular RMS.[3] 
The histological subtype was embryonal RMS in 181 (84%), 
alveolar RMS in 18 (8%), spindle cells in 10 (5%), and 
“not otherwise specifi ed” in seven (3%) of cases. In our 
series, seven patients (70%) of patients were diagnosed 
with embryonal RMS, whereas three patients (30%) had 
alveolar RMS.

Complete resection of the primary tumor was the treatment 
of choice in all patients; no patient underwent RPLND. The 
role of RPLND still remains controversial.[11] Hermans and 
colleagues described 19 paratesticular RMS patients treated 
with RPLND, and claimed that a combination of RPLND 
and systemic CCT afforded a high cure rate.[12] Ferrari 
and colleagues reported on 44 patients with paratesticular 
RMS who did not underwent RPLND.[4] The authors 
considered that RPLND was unnecessary for localized 

disease because of the sensitivity afforded by computed 
tomography, the potential RPLND-associated morbidity, the 
low rate of retroperitoneal recurrence, and the presumed 
effi cacy of CCT in controlling of microscopic disease. An 
alternative approach toward the treatment of clinically 
enlarged retroperitoneal lymph nodes involves the use of a 
more intensive adjuvant chemotherapy regimen. Such an 
approach is based on results obtained in the IRS-III trial, 
which showed that patients experienced poor outcomes if 
treated with RPLND followed by CCT.[13] The 5-year survival 
rates were 69% and 96% in patients with clinically negative 
nodes treated with and without RPLND, respectively. CCT 
can control micrometastases into retroperitoneal nodes 
when a primary tumor has been completely resected. In our 
present series, no patient was treated with RPLND.

The role for adjuvant CCT in adults remains poorly 
understood.[11,14] Ferrari and colleagues reported that CCT 
was effective to treat childhood RMS, in adjuvant setting.[3] 
Vincristine, dactinomycin, cyclophosphamide, adriamycin, 
epirubicin, ifosfamide, carboplatin and etoposide were used 
in different combinations, and with varying dose schedules, 
in the cited study. A metaanalysis of genitourinary sarcoma 
of 14 randomized trials showed that doxorubicin-based 
adjuvant CCT prolonged the time to local recurrence 
and distant failure, but the data was not statistically 
signifi cant.[15] Also, such treatment was associated with a 
considerable degree of toxicity. About a third of patients 
with paratesticular sarcomas die from metastatic disease. In 
our series fi ve patients had RPLAP with four having systemic 
metastases. All patients received systemic CCT with VAC 
regimen in our study. The mean PFS and OS in our series 
was 48 months and 56 months, respectively. We believe CCT 
should be offered as a component of multimodal therapy in 
patients with paratesticular RMS to control retroperitoneal 
dissemination and to minimize such dissemination.

The OS rates of patients with pediatric RMS approached 70% 
with the combined therapy.[5,10] In a study evaluating RMS 
at all sites in 2600 patients, adults with RMS experienced 

Table 1: Patient characteristics, treatment details and outcome

Age Sex Site Metastatic site Histology Clinical group Stage (TNM) Treatment Response PFS OS

13 M Left No Embryonal 1 1 Sx+CCT CR 91 91

20 M Left Lung Alveolar 4 4 SxCCT PR 7 16

15 M Right Retroperitoneum Embryonal 2 1 SxCCT CR 76 76

17 M Right Retroperitoneum, Lung Embryonal 4 4 SxCCT PR 15 20

14 M Left Retroperitoneum, Orbit Embryonal 4 4 SxCCT PR 7 10

18 M Left Lung Embryonal 4 4 SxCCT PR 5 7

21 F Right No Alveolar 1 1 SxCCT CR 47 47

16 M Left Retroperitoneum Embryonal 1 1 SxCCT CR 45 45

16 M Right No Alveolar 1 1 SxCCT CR 23 23

38 F Right Retroperitoneum Embryonal 2 1 SxCCT CR 15 15

PFS = Progression-free survival, TNM = Tumor Node Metastases, OS=Overall survival
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signifi cantly worse prognosis than the children.[16] In another 
study, in which adult RMS patients also fared more poorly 
than children, the 5-year adult PFS and OS rates were 
28% and 40%, respectively.[17] Survival rate depends, with 
statistical signifi cance, on tumor histology, diameter, stage 
and location, patient age, response to CCT and metastases 
status.[17,18]

CONCLUSIONS

Paratesticular RMS is rare and aggressive neoplasm in young 
adults. The management is a paradigm of cooperation between 
clinicians, surgeons and pathologists from establishing 
diagnosis to organizing the therapeutic strategy. Radical 
high inguinal orchidectomy is the primary treatment. 
Systemic CCT is essential in both early and advanced 
disease and has resulted in improved survival outcomes. The 
improved response and survival in our series is attributed 
to multimodality and risk-adapted treatment approaches. 
With new techniques and drugs, there is a significant 
improvement of therapeutic standard and paratesticular 
RMS represent a model of therapeutic implementation and 
achievement in oncology.

 REFERENCES

1. S tewart LH, Lioe TF, Johnston SR. Thirty-year review of intrascrotal 
rhabdomyosarcoma. Br J Urol 1991;68:418-20.

2. E lsässer E. Tumors of the epididymis. Recent Results Cancer Res 
1977;163-75.

3. F errari A, Bisogno G, Casanova M, Meazza C, Piva L, Cecchetto G, et al. 
Paratesticular rhabdomyosarcoma: Report from the Italian and German 
Cooperative Group. J Clin Oncol 2002;20:449-55.

4. F errari A, Casanova M, Massimino M, Luksch R, Piva L, Fossati-Bellani F. The 
management of paratesticular rhabdomyosarcoma: A single institutional 
experience with 44 consecutive children. J Urol 1998;159:1031-4.

5. C rist WM, Anderson JR, Meza JL, Fryer C, Raney RB, Ruymann FB, et al. 
Intergroup rhabdomyosarcoma study-IV: Results for patients with 
nonmetastatic disease. J Clin Oncol 2001;19:3091-102.

6. E isenhauer EA, Therasse P, Bogaerts J, Schwartz LH, Sargent D, Ford R, 

et al. New response evaluation criteria in solid tumours: Revised RECIST 
guideline (version 1.1). Eur J Cancer 2009;45:228-47.

7. K aplan EL, Meier P. Nonparametric Estimation from Incomplete 
Observations. J Am Stat Assoc 1958;53:457-81.

8. D ebruyne FM, Bökkerink JP, de Vries JD. Current concepts in 
the management of paratesticular rhabdomyosarcoma. Eur Urol 
1985;11:289-93.

9. S tewart RJ, Martelli H, Oberlin O, Rey A, Bouvet N, Spicer RD, 
et al. Treatment of Children With Nonmetastatic Paratesticular 
Rhabdomyosarcoma: Results of the Malignant Mesenchymal Tumors 
Studies (MMT 84 and MMT 89) of the International Society of Pediatric 
Oncology. J Clin Oncol 2003;21:793-8.

10. B lyth B, Mandell J, Bauer SB, Colodny AH, Grier HE, Weinstein HJ, et al. 
Paratesticular rhabdomyosarcoma: Results of therapy in 18 cases. J Urol 
1990;144:1450-3.

11. K houbehi B, Mishra V, Ali M, Motiwala H, Karim O. Adult paratesticular 
tumours. BJU Int 2002;90:707-15.

12. H ermans BP, Foster RS, Bihrle R, Little S, Sandler A, Einhorn LH, 
et al. Is retroperitoneal lymph node dissection necessary for adult 
paratesticular rhabdomyosarcoma? J Urol 1998;160 (6 Pt 1):2074-7.

13. C rist W, Gehan EA, Ragab AH, Dickman PS, Donaldson SS, Fryer C, 
et al. The Third Intergroup Rhabdomyosarcoma Study. J Clin Oncol 
1995;13:610-30.

14. F errari A, Casanova M. Current chemotherapeutic strategies for 
rhabdomyosarcoma. Expert Rev Anticancer Ther 2005;5:283-94.

15. M ondaini N, Palli D, Saieva C, Nesi G, Franchi A, Ponchietti R, 
et al. Clinical characteristics and overall survival in genitourinary 
sarcomas treated with curative intent: A multicenter study. Eur Urol 
2005;47:468-73.

16. S ultan I, Qaddoumi I, Yaser S, Rodriguez-Galindo C, Ferrari A. 
Comparing adult and pediatric rhabdomyosarcoma in the surveillance, 
epidemiology and end results program, 1973 to 2005: An analysis of 
2,600 patients. J Clin Oncol 2009;27:3391-7.

17. F errari A, Dileo P, Casanova M, Bertulli R, Meazza C, Gandola L, et al. 
Rhabdomyosarcoma in adults. A retrospective analysis of 171 patients 
treated at a single institution. Cancer 2003;98:571-80.

18. E snaola NF, Rubin BP, Baldini EH, Vasudevan N, Demetri GD, Fletcher CD, 
et al. Response to Chemotherapy and Predictors of Survival in Adult 
Rhabdomyosarcoma. Ann Surg 2001;234:215-23.

How to cite this article: Kumar R, Kapoor R, Khosla D, Kumar N, Ghoshal S, 
Mandal AK, et al. Paratesticular rhabdomyosarcoma in young adults: A tertiary 
care institute experience. Indian J Urol 2013;29:110-3.

Source of Support: Nil, Confl ict of Interest: None declared.

Announcement

Android App
A free application to browse and search the journal’s content is now available for Android based 
mobiles and devices. The application provides “Table of Contents” of the latest issues, which 
are stored on the device for future offline browsing. Internet connection is required to access the 
back issues and search facility. The application is compatible with all the  versions of Android. The 
application can be downloaded from https://market.android.com/details?id=comm.app.medknow. 
For suggestions and comments do write back to us.


