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Phlegmasia Cerulea Dolens 
 
Phlegmasia cerulea dolens (PCD) is a severe form of venous thrombosis presenting as an 
edematous, painful, purplish-blue lower extremity. PCD is characterized by tense swelling 
of the lower extremity with tenderness of the thigh over the femoral vein, mottling of the 
limb, and absent 
distal pulses. Its more commonly seen in adults than children. It is extremely important to 
recognize this venous thrombosis as opposed to an arterial insufficiency to avoid gangrene 
and amputation. Malignant disease is the most common underlying condition found in 
phlegmasia cerulea dolens (PCD). Unsuccessfully managed iliofemoral venous thrombosis 
can result in pulmonary embolism, phlegmasia cerulea dolens, and post-thrombotic 
syndrome. Other predisposing conditions include diabetes, hypercoagulation and previous 
DVT.  PCD can also be seen after percutaneous insertion of a vena caval filter. PCD is 
evaluated using radionuclide or standard venography. Several treatment methods are used 
alone or in combination, namely intravenous heparin,  thrombolytic therapy and venous 
thrombectomy. Nongangrenous forms of PCD respond well to systemic anticoagulation. 
Combination therapy using venous thrombectomy and heparin are indicated for severe 
ischemia, early venous gangrene, or failure of PCD to improve after six to twelve hours of 
heparin therapy. Phlegmasia cerulea dolens with venous gangrene is the lethal form of the 
entity and respond poorly to established therapy. 
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Diaphragmatic Tumors 
 
Tumors arising from the muscle or elements of the diaphragm are very rare in occurrence. 
The small published series has shown that the incidence is similar between boys and girls 
along with left or right involvement. Most primary tumors arising from the diaphragm are 
malignant, with rhabdomyosarcoma the most commonly encountered followed by 
sarcomas, yolk sac tumors and extraosseous Ewing sarcoma. Lymphangiomas and 
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hemangiomas are the most common benign tumors found in the diaphragm. The clinical 
presentation in children varies, with predominantly chest symptoms (chest pain, shortness 
of breath, cough, chest asymmetry or hemothorax). Identifying the site of origin of the tumor 
to the diaphragm is difficult even after using CT, MRI and ultrasound. Exploratory 
laparotomy with biopsy is the best tool to assign location to the tumor. Management of 
primary diaphragmatic tumors encompasses wide local resection with reconstruction, 
chemotherapy and radiotherapy. To obtain cure, a tumor free resection margin must be 
obtain initially or after chemotherapy shrinkage of the tumor. Reconstruction of the 
diaphragm at the time of resection can be accomplished with a muscle flap or prosthetic 
graft (PTFE or Goretex).   
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Breast Cysts 
 
Breast cysts are very common in the adolescent female, while not so common in males. 
Rapid cyst growth causes pain and a palpable mass in the breast that brings the child to 
seek medical help. Other times breast cysts get infested and are managed as a breast 
abscess with antibiotics and drainage. In males solitary, large male breast cysts are 
extremely rare. They occur mainly in children up to the age of seven years and should be 
removed under surgery. Whenever a breast mass develops the next step in diagnosis is an 
ultrasound-mammography studies. This will corroborate the cystic or solid nature of the cyst 
along with its size. Radiation exposure in children using mammography is not necessary or 
warrant. Management of breast cysts in females consist of observation or aspiration of the 
cyst with cytological exam. The overwhelming majority of breast cyst in children are benign 
and will go spontaneously with time. Follow-up breast ultrasound of the child for persistent 
of the mass or bloodstained aspirate should be done. 
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