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Purpose

Malignant rhabdoid tumor (MRT) is a rare and highly aggressive tumor that affects young
children. Due to its extreme rarity, most of the available data are based on retrospective
case series. To add to the current knowledge of this disease, we reviewed the patients
treated for extra-cranial MRT in our institute.

Materials and Methods

A retrospective medical record review was conducted on children treated for pathologically
confirmed extra-cranial MRT at Seoul National University Children’s Hospital between
January 2003 and May 2013.

Results

Eleven patients (7 boys, 4 girls) were diagnosed with extra-cranial MRT at a median age of
9 months old. INI1 staining was important in the pathological confirmation. Six patients
(55%) had renal MRT and five (45%) had soft tissue MRT. Five patients (45%) had metas-
tases at diagnosis. All patients underwent chemotherapy, eight patients (73%) underwent
surgery, six patients (55%) received therapeutic radiotherapy, and four patients (36%)
underwent high dose chemotherapy with autologous stem cell rescue (HDCT/ASCR) with
melphalan, etoposide, and carboplatin. Five patients (45%) died of disease following
progression (n=3) or relapse (n=2), however, there was no treatment related mortality. The
overall survival of the cohort was 53.0% and the event-free survival was 54.5% with a
median follow-up duration of 17.8 months (range, 2.3 to 112.3 months).

Conclusion

Extra-cranial MRT is still a highly aggressive tumor in young children. However, the improved
survival of our cohort is promising and HDCT/ASCR with melphalan, etoposide, and carbo-
platin may be a promising treatment option.
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Introduction

In almost all cases, malignant rhabdoid tumor (MRT) is

Despite the advancements in diagnostics tools, diagnostic
challenges remain due to the myriad of anatomical locations
of this tumor, the overlapping pathologic finding with other
diseases, and the diverse immunophenotypic profile [2-8]. It

arare and highly aggressive tumor characterized by its rhab-
doid feature and biallelic loss of SMARCBI /INI1/hSNF5 [1].
For various reasons, MRT poses a challenge to clinicians.

| http://www.e-crtorg |

has a predilection for infants and young children, peaking
between birth and 3 years of age, an age group with risk of
long-term sequelae following radiotherapy [1]. No standard

Copyright © 2015 by the Korean Cancer Association 889

€ This is an Open-Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0/)
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.


http://crossmark.crossref.org/dialog/?doi=10.4143/crt.2013.176&domain=pdf&date_stamp=2015-10-13

Cancer Res Treat. 2015;47(4):889-896

(28vd 3xau ayj 07 panugu0D) ‘3N Og < WSem Apoq J1 ;wr /3w o071 10 3% /3w ¢) ap1sodold AT /(€ ‘0 SPam uo Tp-0p By 0€ < 1yS1om Apoq J1 ;ur /3w g 10 33 /3w £97)
unerdoqred (A]) snousaenur ‘A)gqD ‘dunstoula ‘A ‘unerdsp ‘] ‘arereydour ‘A urqere}fd pue ‘ouosni0d0IpAY ‘jexanoyaw yim Aderaypowrayp ardin Teoayren
-ur ‘1] ‘oprureysogt ‘1 uniqnuids ‘idg ‘episodos ‘g ‘umignioxop ‘( eprureydsoydopAd ‘A ‘aumerdogren ‘q) (g unpAwounoe v ‘uotssardord ‘4 ‘asdefar /, . "9seasIp Jo
SDUIPIAS OU ‘(TN ‘3SLSIP JO parp ‘qO( ‘uonderj X ‘Aexd ‘Ao ‘opou ydwA] ‘N'T 2391 9T WYSII ‘1 ‘STewray ] ‘a[eut ‘| ondsai [[90 wajs snodojoine pue Adersypourayp

3s0p Y31 YOSV / LDAH ‘T I030eIa)ur aserdaqur ‘TN ‘wajsAs Surdess synsay pug pue

‘A3ojonwaprdy ‘edue[roaIng ay) 03 Surpiodoe ade)s ‘98e)s YHHS ‘sisouderp Xp

(ow g 14 1)
aaN

(owr ¢7)
aoa

(owz9ike)
aaN

(ow §°G IAT)
aoda

(ow g/ 14 %)
ddIN

(ow g0 14 G)
aaN

(owg'e)
aoa

(owr g%)
aoda

(ow 7 14 2)
ddIN
(ow g% 14 6)
daN
(4 1)
aod

(xp wiog urm)
awoonQ

SUON
(0w o)
uoIS$aI301 ]

SUON

(owzor)
Buny/uteiq
‘asdeoy

QUON

UON]

(ow £T)
uorssa1801]

(0w 6°0)
uorssa1801]

QUON
QUON
(ow 0°11)

ureiq ‘asdefay

(xp woxy umy)
JuRAg

(ow g'6)
X1 9¢ ‘A0 $C¢

QUON

(owr g+z)
X1 €7 A0 ¥ 1¥

SUON

(owr gz 1K 1)
x4zl
£991z

(owr ¢9)
X1 0T ‘A9 0°9¢

QUON

UON

SUON
(owr £°7)
X121 A9 0°8T
(ow 1°0)
X1 £ ‘A9 501
(Xp wox dum)
Adeyorper
ognaderayy,

(ow gp)
pakepq

(0w 1°7)
pakepq

3[qeI0asaIun

(xp 1e)
juoxydn

(xp3e)
juorydn

(ow %)
pakepg

9[qeI0asaIun

3[qe3PasaIun

(ow %)
pafepq
(ow¥0)
pakerpq
(xp1e)

juoxydn

(xp wiozy durg)

£138mg

(40dN)
SIA

(40dN)
SOA

(aDIN)
SIA

(4DFN)
SIX

ADIANTLD
—Ex(ADI-4ADAA)

A9DI—++4Dan
OIN
T —ADaA 11
—£DaA«d9DI1
<3901
—exALDadd
«LLI/£ada
— —PDINTLD
—ex(A1-4DAN)
DIN
—A£DAA ~ex(F9D1
—£>an) <3140
—2x(39D1+4Dan)
~(F2Im) £539D
TX(AT—ADA) ~Ex(ET
—£OaA)«+cxdl
—ex(A1<4DAA)

Jdidgre4
—(9Im) £TPD AV
(£1Mm)
£539D«4£0an
—JIDI4TXAV
x(0aA«HD)
AGS T I )
—7xgD «xqhd
(Fem) £539D
—(SIM) AAV AV

v (FoIm) £D394D

uonerndod Apn3s ay Jo SWI00INO JUAWILST) PUE SONSLIdOLIEP [edTUT]D) “T d[qeL

$S0T

SSO

$S0T

$S0

$S07

S50

$S07

S50

SSO[ ON[
pajen[ead
ION

$S07]

PazIed0] SUON ured 203 3y oounqry 6% q 11
woydwAs
NTiueisip  Arojendsar
uesiq ‘Bung 193] N heupry  FT 4 o1
vaIe
PazIed0] SUON SSeI [eurdserey  ¢T W 6

anss1 1J0s

reuarperrad eare
jueisiq  “peg SSEIA! [eludwgng ¢ W 8
eLmjeway
[euoI3ay  dUON SSOID) y1‘Aoupy ¥ W /
eare
JueIsI(] N'T 3ueIsi(q SSeIN e840y /¢ N 9
(qur) auoq
‘TOAT] ssewt
juesiq ‘Bun [eutwopqy 1 Aeupny 9 1 S
juesiq  Sun  eumjeway ssorn) Y ‘Asupry  (f a1 ¥
eare
[euor3ay  QUON SSEI eurysondy 65T W ¢

[euor3ay SUON ELINjEWAY SSOID) 1 ‘Adupry ¢ W 4

PaZI[ed0] QUON BLINJEWAY SSOID) N ‘Adupry  § W 1

a3eys ENS woyduwis s (ou) e
WHHS OpuSERlN Supussaig Arewmg  xpyealy naneq

890  CANCER RESEARCH AND TREATMENT



Che Ry Hong, Pediatric Extra-cranial Malignant Rhabdoid Tumor

(1.5 mg/m?/wk, on week 1-3) and IV doxorubicin (22.5 mg/m? d0 of week 3); CyE, IV cyclophosphamide (440 mg/m? d0-d4, d21-d25) and IV etoposide (100
mg/m? d0-d4, d21-d25); CbE, IV carboplatin (500 mg/m? d0-d1, d21-d22) and IV etoposide (100 mg/m? d0-d2, d21-d23); ICbE, IV ifosfamide (1,500 mg/m?
epirubicin (50 mg/m? d0) and IV cisplatin (70 mg/m? d0); VCy, IV vincristine (1.5 mg/m? d0) and IV cyclophosphamide (1.8 g/m? d0); MECb, high dose chemother-

apy with IV melphalan (d-7 to d-6, 140/70 mg/m?), IV etoposide (d-8 to d-5, 200 mg/m?) and IV carboplatin (d-8 to d-5, 400 mg/m?); VPDCy/ITT, IV vincristine (2
mg/m? d0, d7, d14), IV cisplatin (90 mg/m?, d0), IV doxorubicin (30 mg/m?, d1-d2), IV cyclophosphamide (300 mg/m?, d1-d3) and intrathecal triple with methotrex-
ate (15 mg/m?), hydrocortisone (15 mg/m?) and cytarabine (30 mg/m?) on d0; PEDCyV, IV cisplatin (60 mg/m?, d0), IV etoposide (100 mg/m?, d2, d5), IV doxorubicin

(30 mg/m? d2), IV cyclophosphamide (30 mg/kg d3-d4) and vincristine (2 mg/m? d0); ICbE1, IV ifosfamide (1,800 mg/m? d0-d4), IV carboplatin (400 mg/m?

IV cyclophosphamide (1.8 g/m? d0); IE, IV ifosfamide (2,400 mg/m? d0-d4) and IV etoposide (100 mg/m? d0-d4); IEpiP, IV ifosfamide (1,500 mg/m? d0-d4), IV
d0-d1) and IV etoposide (100mg/m? d0-d4); CTx, chemotherapy.

15, 24); AV, IV actinomycin D (0.015 mg/kg, d0-d2, d14-d16) and IV vincristine (d0, d7, d14, d21); AVD, IV actinomycin D (0.045 mg/kg, d0 of week 0), IV vincristine
d0-d2), IV carboplatin (635 mg/m? d2) and IV etoposide (100 mg/m? d0-d2); VDCy, IV vincristine (1.5 mg/m? d0, d7, d14), IV doxorubicin (30 mg/m? d0-d1) and

(Continued from the previous page) d0-d2 on week 0, 3, 9, 12, 18, 21) and IV cyclophosphamide (14.7 mg/kg or 440 mg/m? if body weight > 30 kg, d0-d4 on week 6,

treatment has been established for MRT, because systematic
analysis of the outcome of the small numbers of heteroge-
neously treated patients has thus far been impossible based
on the few retrospective reviews [1,9,10]. Most importantly,
MRT is a highly aggressive tumor with published 5-year
overall survival (OS) ranging between 15% and 36% [9].

We reviewed the clinical characteristics and treatment
outcome of extra-cranial MRT patients treated in our insti-
tute. We thus aim to add to the current knowledge of this
highly aggressive disease, and to aid in the development of
better treatment strategies.

Materials and Methods

A retrospective medical record review was conducted on
11 children treated for extra-cranial MRT at Seoul National
University Children’s Hospital between January 2003 and
May 2013. All of the patients were pathologically confirmed
as MRT by the institutional pathologist on the basis of
morphological and immunohistochemical evaluations. They
were all confirmed not to have concurrent involvements in
the central nervous system with radiological imaging.
Patients were staged according to the Surveillance, Epidemi-
ology, and End Results (SEER) staging system [11].

Patients received multimodal therapies, including
chemotherapy, surgical resection, radiotherapy, and high
dose chemotherapy and autologous stem cell rescue
(HDCT/ASCR). From November 2010, all extra-cranial MRT
patients who achieved complete remission after conventional
therapy underwent HDCT/ASCR with uniform condition-
ing with melphalan, etoposide, and carboplantin. This
consisted of melphalan 140 mg/m? on day -7, 70 mg/m? on
day -6, etoposide 200 mg/m? and carboplatin 400 mg/m?
from days -8 to -5. Mobilized autologous peripheral blood
stem cells were infused on day 0. Adverse events were
graded according to the National Cancer Institute Common
Terminology Criteria for Adverse Events ver. 4.03 (CTCAE
v4.03).

Statistical analyses were performed using IBM SPSS ver.
19.0 (IBM Co., Armonk, NY). Kaplan-Meier method was
used for analysis of OS and event-free survival (EFS), and
log-rank test was used for subgroup comparisons. Statistical
significance was defined as p < 0.05. The Institutional Review
Board (IRB) at Seoul National University Hospital approved
this retrospective medical record review (IRB No. H-1307-
121-508).

VOLUME 47 NUMBER 4 OCTOBER 2015 891
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Results

1. Clinical characteristics

Eleven patients (7 boys, 4 girls) were diagnosed with extra-
cranial MRT during the 10 years and 5-month period in a
single pediatric institute. Patients were diagnosed at very
young ages; they presented at median age of 7 months old
(range, 1 month to 13 years 1 month old) and were diagnosed
at median age of 9 months old (range, 2 months old to 13
years 2 months old). Six patients (55%) were diagnosed
during infancy and only one patient (9%) was diagnosed
during adolescence (Table 1).

Primary sites of tumor were variable; six patients (55%)
had renal MRT, all of which were unilateral, and five patients
(45%) had soft tissue MRT, predominantly at deep axial
locations such as submental, paraspinal, retrosternal, and
coccygeal area. The most common presenting sign for renal
MRT was gross hematuria (n=4), whereas that for soft tissue
MRT was a mass lesion at primary sites (n=4) (Table 1).

Five patients (45%) had distant stage according to the SEER
staging system; their most common site of metastasis was the
lung (n=3) and all patients with lung metastases had multiple
lung nodules. The rest of the patients had regional stage
(n=3, 27%) or localized stage (n=3, 27%) (Table 1).

2. Diagnosis and loss of INI1 staining

Two of our patients were not pathologically confirmed as
extra-cranial MRT on initial diagnosis. The primary tumor of
patient No. 2 was too large for surgical excision and it had
extensive perirenal hematoma with risk of severe bleeding
which impeded incisional biopsy. It was suspected as a
Wilms tumor based on the location of the primary tumor on
radiologic imaging. After a cycle of chemotherapy with
actinomycin and vincristine, the primary tumor was excised
and was pathologically confirmed as renal MRT. Patient No.
5 was initially diagnosed as Wilms tumor with a needle
biopsy specimen. He thus underwent chemotherapy with
actinomycin and vincristine; however, despite chemother-
apy, his condition deteriorated and he developed dissemi-
nated intravascular coagulation, metabolic acidosis, and
oliguria. Thus, the initially biopsied specimen was further
evaluated including INI1 staining and the diagnosis was
revised to renal MRT due to the loss of INI1 staining (Table 1).

The tumor specimens of most of the patients had loss of
INI1 staining. Specimens of 10 patients were studied for INI1
staining; those of nine patients (90%) had loss, and that of
one patient (10%) had retained INI1 staining. Patient No. 3
was the only patient whose specimen had retained INI1
staining; he was also the only patient who showed unusual

892  CANCER RESEARCH AND TREATMENT

clinical characteristics, with late presentation during adoles-
cence and an outstanding treatment outcome (Table 1).

3. Multimodal therapies

All patients (100%) underwent chemotherapy with various
combinations of vincristine (n=10), cyclophosphamide
(n=10), etoposide (n=10), doxorubicin (n=8), carboplatin
(n=8), and ifosfamide (n=7) (Table 1).

Eight patients (73%) underwent surgical resection of the
primary tumor; three patients (27%) underwent upfront
surgery and five patients (45%) underwent delayed surgical
resection after chemotherapy. Primary tumors were not
resected in three patients (27%); tumor progressed in two
patients and regressed in one patient (Table 1).

Six patients (55%) received local therapeutic radiotherapy.
In four other patients (36%), therapeutic radiotherapy was
not indicated; two patients had unresectable tumors which
progressed and two patients had distant metastases. The
remaining one patient, patient No. 3, did not undergo radio-
therapy due to his extraordinary outcome; he is the only
patient among survivors to not have received radiotherapy.
Recipients of local therapeutic radiotherapy received median
27.0 Gy (range, 10.5 to 41.4 Gy) in median 16 fractions (range,
7 to 36 fractions), at median 40.2 months (range, 0.1 to 14.3
months) from diagnosis. The earlier three patients under-
went radiotherapy postoperatively, but beyond November
2010, radiotherapy has been delayed until after HDCT/
ASCR, and three patients underwent radiotherapy as such
(Table 1).

From November 2010, patients who achieved complete
remission with conventional therapy underwent HDCT/
ASCR. Four patients (36%) have thus far undergone
HDCT/ASCR with melphalan, etoposide, and carboplatin.
They had median 8.6x10° mononuclear cells (MNC)/kg
(range, 7.2x10® to 12.2x10%° MNC/kg) and 8.4x10° CD34"
cells/kg (range, 3.3x10° to 24.1x10° CD34" cells/kg) infused.
Neutrophils engrafted on median day 10 (range, day 9 to day
10). During HDCT/ ASCR, four patients had grade 3 febrile
neutropenia according to CTCAE v4.03. One patient had
additional grade 3 lung infection, grade 2 otitis media, and
grade 2 sinusitis. Another patient had grade 3 acute kidney
injury, and another patient had grade 1 acute kidney injury.
All of these adverse events were transient.

4. Treatment outcome

Overall, three patients (27%) progressed during treatment
and two patients (18%) relapsed after off-therapy. These five
patients (45%) who progressed or relapsed, died of disease.
There was no treatment related mortality (Table 1).

The three patients who progressed during treatment had
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Fig. 1. (A) Kaplan-Meier analysis of the overall survival of the total study population. (B) Kaplan-Meier analysis of the

event-free survival of the total study population.

initial lung metastases, which were multiple and which did
not respond to initial chemotherapy. Thus, surgical resection
of these multiple metastatic lung nodules was not feasible.
These patients progressed at median 1.0 month (range, 0.9 to
1.7 months) from diagnosis, and died of disease at median
3.8 months (range, 2.3 to 4.5 months) from diagnosis (Table 1).

The sites of relapse were brain and lung. One patient
relapsed in the brain, and another relapsed in the brain and
the lung. Both of these patients were proven not to have
concurrent disease of the central nervous system at initial
radiological evaluation. They relapsed at median 3.7 months
(range, 3.4 to 3.9 months) from off-therapy, and died of
disease at median 4.3 months (range, 1.0 to 7.6 months) from
diagnosis (Table 1).

The OS of the total study population was 53.0% and their
EFS was 54.5% with a median follow-up duration of 17.8
months (range, 2.3 to 112.3 months) (Fig. 1). The six survivors
are currently disease-free for a median duration of 43.0
months from off-therapy (range, 17.5 to 104.7 months). In
particular, patient Nos. 2, 3, and 6 are long-term survivors
(Table 1).

The OS of patients who underwent HDCT/ASCR was
66.7% and their EFS was 75.0% with a median follow-up
duration of 23.8 months (range, 8.1 to 42.6 months) from
HDCT/ASCR (Fig. 2). The three survivors are currently
disease-free for a median duration of 36.3 months from
off-therapy (range, 8.1 to 42.6 months).

In subgroup analysis, 75% of patients (6 of 8 patients) who
were under 2 years old at diagnosis, died of disease whereas
none of the three patients who were older at diagnosis, died

of disease. In addition, 80% of patients (4 of 5 patients) with
metastatic disease, died of disease whereas only 7% of those
(1 of 6 patients) without metastasis, died of disease. How-
ever, worse survival of neither patients who were under 2
years of age at diagnosis nor patients with initial metastasis
was supported with statistical significance on log-rank test.

Discussion

This is the first single institutional report on the clinical
characteristics and outcome of extra-cranial MRT in Korea.
In accordance with the significantly improved prognosis of
MRT over the past decade, the current study showed prom-
ising results and some of the patients were long-term
survivors [1,9-13].

Diagnosis of extra-cranial MRT as a distinct entity is a chal-
lenge; it is found in a myriad of anatomic sites, has overlap-
ping pathological findings with other diseases, and shows
histological heterogeneity with a diverse immunophenotypic
profile [7]. The presence of rhabdoid feature is a histological
hallmark of MRT but it is also observed in various other
malignant tumors [6]. Thus with the discovery that the loss
of INI1 gene contributes to the oncogenesis of MRT, INI1
antibody immunohistochemistry became an important tool
in its diagnosis [7,8]. In the current study, the diagnosis of
patient No. 5 was revised to extra-cranial MRT after addi-
tional INI1 staining. In fact, tumor specimens of most of our

VOLUME 47 NUMBER 4 OCTOBER 2015 893
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Fig. 2. (A) Kaplan-Meier analysis of the overall survival of the recipients of high dose chemotherapy and autologous stem
cell rescue (HDCT/ASCR). (B) Kaplan-Meier analysis of the event-free survival of the recipients of HDCT/ASCR.

patients showed loss of INI1 staining. Nonetheless, there was
a case of tumor specimen retaining INI1 staining despite
pathologic confirmation as extra-cranial MRT based on mor-
phological and other immunohistochemical studies. Previ-
ous literature has reported that genetic variations do exist in
MRT, and that up to 20% have no alteration in the INII gene
at the DNA or RNA level. Our patients who had retained
INI1 staining also showed unusual clinical characteristics
and extraordinary outcome. Thus, the possible impact of loss
of INI1 gene on the clinical characteristics and prognosis of
MRT needs further evaluation.

Extra-cranial MRT is treated with multimodal therapies,
including chemotherapy, surgery, radiotherapy, and HDCT/
ASCR, however, no standard treatment has been established
to date. Anthracycline and actinomycine D have been shown
to be important chemotherapeutic agents for MRT [13,14].
Also, alternating courses of the combination of vincristine,
doxorubicin, and cyclophosphamide (VDCy) and the
combination of ifosfamide, carboplatin, and etoposide (ICbE)
have been suggested to be effective in metastatic MRT
[15,16]. Currently, the treatment recommendation of
“EU-RHAB” registry employs the use of doxorubicin,
ifosfamide, carboplatinum, etoposide, vincristine, actino-
mycine D, and cyclophosphamide [1]. Our study population
received combinations of chemotherapeutic agents including
vincristine, cyclophosphamide, etoposide, doxorubicin,
carboplatin, ifosfamide, and actinomycine D. However,
patients included in the current study received heteroge-
neous combinations of chemotherapy regimens and thus an
analysis on the benefits of a particular regimen could not be

894  CANCER RESEARCH AND TREATMENT

performed.

Complete surgical resection and radiotherapy have been
reported to have survival benefits [9-11,13]. In the current
study, 63% of the patients (5 of 8 patients) who managed to
undergo complete surgical resections of the primary tumor
as opposed to 33% of the patients (1 of 3 patients) whose
initial masses were unresectable are currently alive with no
evidence of disease. All of the survivors, except for one, have
received therapeutic radiotherapy. However, due to the
current small study population, the survival benefits of either
surgery or therapeutic radiotherapy could not be analyzed
with statistical significance.

HDCT/ASCR with etoposide, carboplatin, and melphalan
(etoposide 200 mg/m? on days -7 to —4, carboplatin 400
mg/m? on days -7 to —4, melphalan 40 mg/m? on days -3
to —2) have been shown to result in clinical responses and
long-term survival in patients with poor prognostic factors
[17]. The current study includes four patients who under-
went HDCT/ASCR with melphalan, etoposide, and carbo-
platin. Despite the small number of patients, the OS of 66.7%
and EFS of 75.0% with a median follow-up duration of 23.8
months (range, 8.1 to 42.6 months) are promising results. In
addition, there were no treatment related mortality or severe
adverse events. This suggests a possible role of HDCT/ASCR
with melphalan, etoposide, and carboplatin in extra-cranial
MRT.

Younger age has previously been found to be an independ-
ent risk factor, with patients either under 2 years of age or 3
years of age showing poorer survival [18]. In addition, asso-
ciation of metastatic disease at diagnosis with worse survival
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has been reported [10-12]. Although worse survival of
neither the patients who were under 2 years of age at diag-
nosis nor the patients with initial metastasis was supported
with statistical significance, there were tendencies of worse
survival in these groups and further analysis is needed with
a larger number of patients.

In accordance with some of the previous reports, lung was
the most common site of metastasis in the current study
[10,19]. In literature, complete resection of solitary lung
nodules, whole-lung irradiation, and alternative courses of
ICbE and VDCy chemotherapy has been suggested as possi-
ble strategies for lung metastases [14,15,20].

The current study is limited by its retrospective nature, the
small cohort size, and the heterogeneous treatment strate-
gies. A prospective, multicenter collaboration study on a
larger number of patients treated with uniform treatment
regimens will enable verification of the benefits of various
treatment modalities, and identification of prognostic factors.
This will thus aid in the development of better treatment
strategies for this aggressive disease.

Conclusion

Extra-cranial MRT is a distinct disease entity and INI1
antibody immunohistochemistry may assist in its diagnosis.
It is still a highly aggressive tumor in young children but the
improved survival of our study population is promising.
Multimodal treatment approach should be employed for this
disease including chemotherapy, surgery, radiotherapy, and
HDCT/ASCR. HDCT/ASCR with melphalan, etoposide,
and carboplatin conditioning may be a promising treatment
option for children with extra-cranial MRT.
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